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Abstract

Background Research has shown that patients’ expectations of

health care and health-care practitioners are complex and may

have a significant impact on outcomes of care. Little is known

about the expectations of osteopathic patients.

Objectives To explore osteopathic patients’ expectations of private

sector care.

Design Focus groups and individual interviews with purposively

selected patients; this was the qualitative phase of a mixed meth-

ods study, the final phase being a patient survey.

Setting and participants A total of 34 adult patients currently

attending for treatment at private osteopathic practices across the

United Kingdom.

Intervention Focus group discussions and individual interviews

around expectations before, during and after osteopathic care.

Outcome measures Thematic analysis of text data to identify top-

ics raised by patients and to group these into broad themes.

Results Many components of expectation were identified. A preli-

minary conceptual framework describing the way the therapeutic

encounter is approached in osteopathy comprised five themes:

individual agency, professional expertise, customer experience,

therapeutic process and interpersonal relationship.

Discussion and Conclusion The components of expectation identi-

fied in this phase of the study provided potential question topics

for the survey questionnaire in the subsequent phase of the investi-

gation. The model developed in this study may add a new perspec-

tive to existing evidence on expectations. Further research is

recommended to test the findings both within private practice and

the National Health Service.
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Background

Osteopathic medicine is a system of medicine

that was founded in the United States of

America (USA) in the late 1880s by Andrew

Taylor Still, a physician and surgeon, and is

practised in many countries throughout the

world. It was established in the United King-

dom (UK) as early as 1917 by John Martin

Littlejohn and became a statutory regulated

profession following the Osteopaths Act (1993)

and the establishment of a regulator, the Gen-

eral Osteopathic Council (GOsC).1 Osteopathy

forms an important component of musculo-

skeletal services provision within the United

Kingdom.2,3

In 2008, the GOsC commissioned a pro-

gramme of research to gain understanding of

the expectations of patients seeking osteopathic

care and to quantify the extent to which

patients’ expectations were being met. It was

envisaged that the research findings would be

used in the development of timely, targeted

guidance to members of the profession, includ-

ing both private practice and National Health

Service (NHS) contexts.

There is evidence across health-care profes-

sions such as physiotherapy, nursing, occupa-

tional therapy and general medicine of the

importance of identifying expectations and

their effects on patients’ satisfaction.4–8

Patients’ expectations of their interaction with

health care are based on cognitive and affective

beliefs and values, which evolve in an ‘epi-phe-

nomenal’ way through dynamic interplay with

the therapy and therapist, and the patient’s

subjective experience of change in symp-

toms.9,10 Patients expectations are culturally

modified and vary with age,8,11–13 gender,14

ethnicity15 and social factors such as depriva-

tion and unemployment.16 They also vary with

health condition: musculoskeletal patients often

have no prior expectations of treatment, yet

they tend to believe that their symptoms have

a physical basis and have views about what

type of treatment might be appropriate.17

A small number of published studies have

examined expectations of and satisfaction with

osteopathic treatment. A survey of patients’

satisfaction with osteopathy in ambulatory care

settings in the United States of America identi-

fied that continuity of care, access to conve-

nient care settings and appointments, the

technical quality of the intervention and practi-

tioner, and interpersonal manner of the osteo-

path were significantly associated with

satisfaction.18 Expectations have also been

found to have an influence on patients’ post

treatment experiences and their perceptions of

adverse events.19 A study in a UK osteopathic

training clinic exploring patient satisfaction

found the main themes were hope, communica-

tion, respect and trust, centred round the ther-

apeutic relationship.20 Two further themes

emerged: the context of a teaching clinic and

comparisons with NHS and other services. Suc-

cessful experiences of family and friends, and

their consequent recommendation, seem influ-

ential in the formation of expectations and per-

ceptions of osteopathic treatment.10,20–22 A

study of satisfaction with care for acute and

chronic musculoskeletal patients in outpatient

physiotherapy departments in the NHS23 iden-

tified that patients who were unfamiliar with a

service or therapeutic intervention had few, if

any, clearly defined expectations; other studies

have identified that they are only partly formed

at a first appointment.24-26

None of the studies cited above were

designed to investigate primarily the expecta-

tions of patients, and no previous studies have

investigated the expectations of osteopathic

patients in the United Kingdom. Because oste-

opathic services are provided mainly outside of

conventional (state-funded) care in the United

Kingdom, and are mainly paid for directly by

the patient,1 it is reasonable to suppose that

expectations may be different from those found

in other contexts. This study was undertaken

within the context of a wider mixed methods

study designed to explore and gain understand-

ing of patients’ expectations. The first phase

was a literature review of patient expectations

in primary musculoskeletal care. The second

phase reported here was qualitative and aimed

to (i) gain an understanding of how patients
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perceive their expectations of osteopathic care,

and (ii) identify the components of expectation

of patients in the osteopathic context. The find-

ings of the qualitative study became candidate

questions for the questionnaire which was

being developed for a survey in the third phase

of the study (paper under review). An extended

report on the mixed methods study has been

provided to the funder.20

Methods

Focus groups with osteopathic patients, facili-

tated by the researchers, were chosen as an

appropriate way of generating patient-centred

views, and stimulating discussion and explora-

tion of the issues involved in expectations

about their osteopathic care. Focus groups are

‘a group of individuals selected and assembled

by researchers to discuss and comment on,

from personal experience, the topic that is the

subject of the research’27 and are particularly

powerful for gathering rich information and

obtaining research perspectives about the same

topic.28 To elicit the full range of the compo-

nents of expectation, questioning was directed

at encouraging the patients to articulate what

they had expected before, during and after

their encounter with osteopathic care. Subse-

quent to the focus groups, individual telephone

interviews were conducted with patients who

had not been involved in the focus groups to

allow more detailed questioning and explora-

tion of specific issues that had been raised in

focus groups, and which were unclear or

needed more elucidation.

Approval from the Faculty of Health

Research Ethics and Governance Committee at

the host university to involve patients from pri-

vate practices and osteopathic educational

institutions was obtained in June 2009.

Recruitment of participants

For both the focus groups and individual inter-

views, a purposive sample of osteopathic

patients was sought, recruited through osteo-

pathic practices. Maximum variation sampling

was used to capture a wide range of perspec-

tives. Several strategies were employed to

recruit a diverse range of patients: two types of

private osteopathic service were used, indepen-

dent private practices and the clinics offered by

the osteopathic educational institutions (OEIs);

several geographical locations were used in

England, Wales, Scotland and Northern Ire-

land; and the patient recruitment protocol used

at each site by the osteopath(s) aimed for

diversity of age, sex, ethnicity, health and dis-

ability, social background and urban or rural

residence. The private osteopathic practices

where recruitment would take place were

enlisted through the network of regional

research groups established by the National

Council for Osteopathic Research.29 Two OEIs

sited in different socio-demographic areas were

invited to be recruitment sites. All sites were

supplied with professionally designed recruit-

ment posters for display in the reception area;

osteopaths also invited patients to participate

on an individual basis.

The eligibility criteria for patient participants

stipulated they should be currently receiving

osteopathic treatment, in either a private prac-

tice setting or OEIs; be able to speak English;

have the capacity to consent; and be aged

16 years or over. NHS patients were not

included in this study. Patients interested in

participating in the study were given a pack

comprising a letter of invitation, a participant

information sheet about the study and a con-

sent form. The consent form included some

optional ethnicity and diversity questions to

permit data about these characteristics to be

collected. The patients were given a postage

paid envelope to return the consent form to

the research team. Those who participated in

the study were requested to let their commu-

nity-based general practitioner (GP) have a

copy of the participant information sheet, as

advised by the NHS Research Ethics Service.

Data collection

To allow participation by patients with differ-

ent lifestyles, the focus groups were arranged

© 2013 John Wiley & Sons Ltd
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at different times of day. To ensure confidenti-

ality, focus groups were conducted in neutral

venues such as community centres, church halls

and leisure centres, near to but not within the

practice where the patients received treatment.

All consenting eligible patients were invited to

participate if available to attend the focus

group.

The research team comprised two practising

female osteopaths (JL, CF) and two female

physiotherapists currently in university-based

academic roles (APM, VC). All had prior expe-

rience of qualitative interviewing, and all were

unknown to the research participants. A mem-

ber of the research team and a note-taker, nei-

ther of whom had any prior relationship with

the participants, were present at each focus

group discussion. Their professional area and

role in the research was explained during the

introduction to the group. The first researcher

facilitated the discussion; the second observed

and took field notes on body language or any

apparent emotional discomfort. The same topic

guide (see Table 1) developed from the litera-

ture review, clinical experience and a pilot

focus group (excluded from the main analysis)

was used throughout. Focus groups lasted for

no more than 2 h. Focus groups were audio-

recorded and transcribed verbatim by an inde-

pendent transcriber. All potential identifiers

were removed from the transcripts, and the

audio files were deleted. The transcripts were

not returned to the participants. Individual

telephone interviews were conducted by VC,

who was unknown to the participants and had

no links with osteopathy. The same framework

of questions was used, and individual interview

responses were recorded digitally and on a pre-

coded proforma by VC.

Data analysis

Data analysis and interpretation took place in

three stages. First, a thematic analysis of the

focus group transcripts used the protocol

described by Braun and Clarke (2006)30 and

summarized in Table 2. The protocol makes

clear the iterative and evolving nature of the

analytic process. To afford a relatively

detached approach, VC, a female physiothera-

pist with extensive qualitative data analysis

expertise and, APM, a female physiotherapist

with musculoskeletal expertise and experience

in qualitative analysis undertook this stage.

Individual interview data were analysed in the

light of the codes derived from the focus group

analysis. These data provided elucidation of

themes already identified. In the second stage

of analysis, the identified themes and their

rationale were discussed within the wider

research team that included osteopaths and

other health professions. Finally, an interpreta-

tion based on consensus was discussed within

the project’s expert steering group that com-

prised both male and female members.

Findings

Six focus groups were conducted involving 25

participants, four in private practices across

Table 1 Topic guide for focus groups

Topics and prompts

What were you expecting when you first came to see the

osteopath in terms of:

The practice environment

The osteopath as a professional

The osteopath as an individual

The examination carried out

The treatment given

The cost of treatment

The process of treatment

Communication with the osteopath

Outcome of care

Practice personnel

Other features not listed

Prompts

Was there anything that happened at your first

appointment that you did not expect? (touch,

undressing, privacy)

How involved did you expect to be with decisions about

your treatment?

Did you expect an explanation of risks and benefits?

Did you expect to be asked to give consent for

examination and/or treatments?

Did your visit to the osteopath disappoint you or not

meet your expectations?

Are there any further comments you would like to add?

© 2013 John Wiley & Sons Ltd
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England, Wales and Scotland involving 16 par-

ticipants and two in OEI training clinics

involving 9 participants. The socio-economic

characteristics of the participants were quite

diverse; while most were aged between 40 and

69, they ranged from 19 to 81 years, and seven

of the 25 participants were male. The OEI

training clinics were located in more ethnically

diverse areas and recruited most of the partici-

pants with non-white or immigrant back-

grounds. In addition, nine further individual

interviews were conducted involving nine

patients recruited from private practices in

Northern Ireland and in three English cities.

The total number of participants was 34. Of

these, five were new patients receiving their first

course of osteopathic treatment. Appendix 1

shows the details of recruitment, drop-out and

socio-demographics in each group.

In the thematic analysis, no further new

themes emerged after six focus groups. The

interview data elicited no new themes, but exist-

ing themes were further elucidated. The findings

from the thematic analysis are illustrated, for

one overarching theme, in Table 3. This shows

how the overarching theme ‘interpersonal rela-

tionship’ was built from categories, which were

in turn derived from and rooted in the codes

identified in the raw transcript data. In all, five

over-arching themes were identified, with their

component categories. While these data were

complex, and some links were identified

between intra-thematic categories, there was

consensus that the final thematic map was a

coherent representation of the data.

The final thematic map (Fig. 1) shows the

scope and content of each theme, including

indicative links to its transcript extracts. There

Table 2 Phases of thematic analysis

Phase Description of the process

Familiarization with data Reading and re-reading transcripts, noting initial ideas

Generating codes Systematic coding of interesting features case by case and across the data set; linking initial

codes to the GOsC Code of Practice22

Creating categories Cluster coded extracts under categorical headings.

Searching for themes Gathering all data relevant to each potential theme. Lifting quotes from original context and

arranging under thematic headings.

Reviewing themes and

thematic mapping

Checking whether themes work in relation to coded extracts and total data set; identifying

inter- and intra-thematic relationships; generating a thematic overview of the analysis

Defining and refining

themes

Refining the specifics of each theme; generating clear definitions and names of each theme

Table 3 The relationship between coded extracts,

categories and themes

Theme: Interpersonal Relationship

Category 1: Sense of connection

Coded extracts:

‘…you’ve got a more relaxed atmosphere…a connection

between the two of you’.

‘They (NHS) say “Oh yeah you want a course, you want to

do this…” the hydro and all the rest of it…but once

you’ve done that course with them they don’t want to

know you’.

Category 2: Placing trust

Coded extracts:

‘I think you just trust him. If he says I’m going to try this,

you trust him that that’s the right thing, because you

have complete faith in him’.

“I ‘I think if you have a good osteopath there’s no risk

whatsoever in what he does’…

‘If I have sufficient confidence in the practitioner…then I

don’t expect he would have to go into detail (discussing

risk) because that could take away the confidence the

patient has.. and that would be a bad thing’.

Category 3: Feeling validated

Coded extracts:

‘And he doesn’t judge you either… he doesn’t look down

at you, you know’.

“Yeah, put up with the pain’It’s just to have somebody

believe you really’,

“They put back problems ‘You’ve got a back problem…and

they don’t seem to take it seriously, whereas you get a

small percentage that have really got something wrong’.

‘But they don’t always… people don’t always believe you

because there’s nothing physical, they can’t see

anything…’

© 2013 John Wiley & Sons Ltd
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was a temporal orientation to participants’

expectations, broadly indicated by the number-

ing of the themes, from the decision to consult

an osteopath (Theme 1: Individual agency) to

the point of contact with professional expertise

(Theme 2), and subsequent movement towards

and through the therapeutic encounter (Theme

3: Customer experience and Theme 4: Thera-

peutic Process). All this was underpinned by

expectations of the quality and extent of the

interpersonal relationship (Theme 5) between

osteopath and client. Each of the five themes is

elaborated below using a range of illustrative

verbatim extracts from the focus group and

individual interview transcripts. These are

shown in italics. Brackets (…) indicate text has

been condensed for brevity, without detriment

to meaning.

Theme 1: Individual agency

Symptoms of pain or disability, and for some

participants a perceived lack of information

from other practitioners, generated a need in

participants to take control of the situation to

receive a diagnosis and find a solution quickly;

‘You need someone to stop you worrying,

don’t you?’ Thus, the theme ‘individual agency’

(ability to take control and make a choice) rep-

resented an expectation that the osteopath

would know and explain the cause of symp-

toms when others may have failed to do so.

‘…on the first visit (the patient) will understand

what their problem is’.

That this would involve financial cost, which

for some was a sacrifice, was a concomitant

1. INDIVIDUAL AGENCY

Thematic scope:
Take control

Need to know
Financial sacrifice

3. CUSTOMER EXPERIENCE
Thematic scope:
Building rapport

Healing environment
Accessibility

Value for money

“...not just your
money’s worth, but
everything else.”

5. INTERPERSONAL
RELATIONSHIP
Thematic scope:

Seeking validation
Trusting relationship
Sense of connection

“It’s just to have
somebody believe you

really.”

“I will cut everything to see
him now.”

4. THERAPEUTIC PROCESS
Thematic scope:

Nature of intervention
Diagnosis

Impact on symptoms
Session duration

On-going
maintenance/continuity of care

Degree of active involvement

“Things take time, you
cannot rush things.”

“Go and find out quickly and
just sort it out.”

2. PROFESSIONAL
EXPERTISE

Thematic scope:
Specialist knowledge and

skills
Open-minded approach

Clear boundaries

“The bottom line is pain
relief.”

“It’s all down to the skills of
the individual.”

*Italics = links to transcript extracts

Figure 1 Final thematic map of patient expectations (*Italics = links to transcript extracts.)
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expectation, but this was considered a sacrifice

worth making.

‘It’s over half my wages, but… if I’ve got to pay

that every week, or every other week, for the rest

of my life, to feel how I’m feeling now (I will)’.

Theme 2: Professional expertise

The rationale for visiting an osteopath was also

based on perceptions of the focus of osteo-

paths’ expertise and their level of related

knowledge when compared with other profes-

sionals.

‘You don’t go to an osteopath unless you have

pain.”

“…any kind of stiffness and soreness the osteo-

path will automatically be able to fix me’.

This valuing of specialist knowledge was rein-

forced by the osteopath’s ability to make it

accessible to patients, ‘I was thinking, that’s so

simple! Your balance, your centre of gravity

changes’. At the same time, participants were

reassured by the expectation that the osteopath

would readily refer patients to other profession-

als where appropriate and was open-minded

enough to consider other approaches ‘If it’s not

the osteopath’s problem, they will be speedily

directed elsewhere, and that’s the main thing I’m

looking for at the beginning, understanding’.

At times, participants were disparaging

about their experiences with general practitio-

ners (GPs) ‘Take painkillers and get on with it,

you know, that was the GP’s attitude’. ‘They

just refer you back to your GP and the GP’s

got no idea’. Nevertheless, GPs were held to be

the benchmark in terms of maintaining

expected professional boundaries, ‘He (the

osteopath) treats you as a patient and you treat

him as you would your GP…he’s a doctor,

that’s how you’ve got to think of him’. How-

ever, this was not sufficient to offset a view

that, at the first visit to the osteopath, patients

should still be forewarned of the potential need

to undress, ‘…to have it explained to you first,

before you initially walk in, instead of having

it sort of sprung on you’.

Theme 3: Customer experience

This theme focused on elements of ‘service pro-

cess’ as opposed to ‘service outcome’. Building

rapport was an important starting point, from

a positive first impression, to personalized com-

munication, and a feeling of being heard.

‘God help us and save us all from doctors’ recep-

tionists…so I thank goodness that, you know,

osteopaths have receptionists that aren’t that

bad’.

‘Yeah and they (osteopath) fit whatever you say

in and when he’s finished, it’s not ‘Oh get up, get

dressed, get out’, he talks to you and says what’s

going to happen and how long…and he explains

things’.

Closely linked to this was the sense of walk-

ing into an environment that was more ‘holis-

tic’ than ‘clinical’. ‘I think they try to create…a

healing environment. You want to walk into

somewhere that is going to feel relaxing and

comforting for your feelings before you go into

your treatment’.

But, the ‘…confident expectation of being

helped to be well’ was, to some extent, contin-

gent upon the help being available as and when

required, ‘(Osteopaths are) freer to deal with

patients as and when the help is needed, which

is what any sort of treatment of patients

should be all about’.

As mentioned above, financial sacrifice was,

potentially, a feature of the customer experi-

ence. This financial outlay was allied to expec-

tations of value for money and, in terms of

service process, more than could reasonably be

expected in the NHS.

‘I think it is because you’re paying and it makes

a difference, you’re paying for a service, but you

expect not only just your money’s worth, but

you expect everything else, the follow-up and the

care that goes with that as well’.

Theme 4: Therapeutic process

While some expressed uncertainty or surprise

at the nature of the osteopathic intervention,

others were unambiguous.

© 2013 John Wiley & Sons Ltd
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‘…all the crunching business on the back, that

took me by surprise…because I really didn’t

know they did that’.

Diagnosis and treatment were perceived as

combining manual and structural expertise.

‘I would expect to describe my problem, be

examined visually, to be examined manually, and

then manipulation to put back whatever’s mis-

placed’.

‘Well what I expected… is manipulation and

probably a good deal of relief on my first one’.

In terms of impact on symptoms, this might

occur immediately or after several treatments,

but ‘The bottom line is pain relief’. However,

the treatment itself might ‘leave you very sore

afterwards’, temporarily. Time was a notable

feature in perceptions of the therapeutic pro-

cess. Thus, while it was acknowledged that, ‘…
things take time, you cannot rush things like

that’, in the short-term, the duration of indi-

vidual sessions was expected to be sufficient to

fulfil other expectations such as the patient’s

acquisition of knowledge and understanding,

and hands-on treatment as well as examination

and assessment at first contact.

‘And a session of half an hour or so, there is

time to explain everything, which the doctor

doesn’t have time or even that intricacy of train-

ing’.

The findings confirmed the importance par-

ticipants attached to session duration, both as

value for money and as providing time to edu-

cate patients about their symptoms and suit-

able management.

The notion of ongoing maintenance/continu-

ity of care reflected a long-term perspective

that could be seen as linking back to the initial

theme of individual agency, by avoiding worry

and staying in control.

‘…I’d rather go back say in six months if I had

treatment, just, you know, just to make sure

everything is right before it flares again’.

‘I think you’ll want to go back even if you’re

(OK) just for a sort of check up every year or

something like that’.

‘Degree of involvement’ encompassed listen-

ing, shared decision making and communica-

tion of a diagnosis as well as aspects that

linked back to earlier themes. For example, the

rapport valued during the initial service

encounter was elaborated further in terms of

the ongoing therapeutic process, but there were

interesting differences in participants’ expecta-

tions. On one hand, there was an expectation

of reciprocity that facilitated knowledge trans-

mission, mutual understanding and coopera-

tion. However, this did impact on the duration

of the treatment sessions.

‘(The osteopath) actually listens to what I’ve got

to say about my body, because obviously I know

it, and then he puts his professional opinion on

it, because obviously he’s trained to know these

things. So he takes what I say on board and then

explains it. And he tells me everything he’s

doing, so if I don’t understand it I can ask him

questions and he’ll tell me. So I quite like that,

and expect that from him’.

‘I tried to get him to explain how things occurred

as to, if it’s in a strain or anything like that, if

something else moved, what on earth I did to go

and cause it, and quite a few times it did used to

come down to certain things I’d never dreamed it

would come from’.

‘So it’s like you’re involved…He explains that

you understand and then he says, “If you don’t

understand, just ask”. So normally I’m running

over half an hour late’.

In sharp contrast, such a level of involve-

ment was deemed by some participants to be

unnecessary and inappropriate. This view also

extended to possible expectations of involve-

ment in self-management beyond the immedi-

ate therapeutic encounter.

‘If I have sufficient confidence in the osteopath,

or whoever, then I don’t expect that he would

have to go into detail because that could take

away from, you know, the confidence that the

patient has in the osteopath, and that would be a

bad thing’.

‘I think their remit as an osteopath is to treat

people not to get you to treat yourself. You

know, you’re paying for treatment’.

© 2013 John Wiley & Sons Ltd
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Theme 5: Interpersonal relationship

The foregoing expectations could be seen as

implicit in three key elements of interpersonal

relationship between patient and osteopath. To

be believed and taken seriously justified (or val-

idated) the decision to consult an osteopath

and the associated expense, ‘…people don’t

always believe you because there’s nothing

physical”; “…and he doesn’t judge you either’.

Faith in the osteopath’s expertise was the basis

of a trusting relationship. For some, this obvi-

ated any need for discussion of potential risks

and dismissal of warnings from sceptical others.

‘I think you just trust him. If he says I’m going

to try this, you trust him that that’s the right

thing, because you have complete faith in him’.

‘I think if you have a good osteopath there’s no

risk whatsoever in what he does’

At the same time, participants were alive to

the possibility of exploitation, ‘I never feel

pressured to make another appointment or like

I’m being fleeced’.

Finally, the potential for a long-term connection

was expressed in terms of a caring approach to the

individual over time, and the door remaining open.

‘…in the NHS I think because of the pressure…
once you’ve done that course with them they

don’t want to know you’.

‘(The osteopath) cares that you’ve got an out-

come’.

The option of ongoing maintenance and con-

tinuity of care for patients who would other-

wise worry about their health, as well as those

wanting a long-term sense of connection with a

‘door remaining open’, was highly valued.

Discussion

The use of qualitative methods allowed partici-

pants to articulate their expectations of private

osteopathic practice, and many components of

expectation were identified and subsequently

used as candidate topics for questions in the

questionnaire for the subsequent patient survey

phase of the study. The focus groups also

enabled a deeper understanding to be gained of

the nature of these participants’ expectations.

The prior evidence from primary care suggests

that the most important aspect of expectation is

interpersonal care, followed by competence,

involvement in decisions, fast access and infor-

mation for self-care.31 Patients with back pain

appear to have specific additional expectations:

of a clear diagnosis of the cause of pain, a physi-

cal examination, and confirmation that their

pain is real.8 Within complementary therapy,

patients also value improved quality of life and a

non-toxic holistic approach.32 In private care,

patients act as consumers and manage their care,

they make choices of therapy and therapist; they

expect value for money and ‘added extras’ in the

environment33 and may benchmark the quality

of the service and professional expertise against

NHS primary care.20 All these aspects emerged

in our analysis.

The preliminary conceptual framework for

patients’ expectations of osteopathic care, com-

prising the five broad themes of individual

agency, professional expertise, customer experi-

ence, therapeutic process and interpersonal rela-

tionship, represents a preliminary model that

reflects the complexity of the clinical encounter

within osteopathy. The thematic model appears

to contrast with the psychological models devel-

oped by previous authors10,21 who defined

patients’ expectations as cognitive and affective

beliefs and values, which interact and evolve in

an ‘epi-phenomenal’ way through dynamic

interplay with the therapeutic process (interven-

tion and therapist), and with the patient’s sub-

jective experience of changes in their symptoms.

However, the two models are complementary, as

shown in Fig. 2, in which the components of the

psychological models form the apices of the

pyramid and four elements of the new model –
professional expertise, therapeutic process,

customer experience and interpersonal relation-

ship – form the sloping planes. The patients’

expectations concept has been split into ‘patient

health beliefs’ and ‘patient as consumer’, reflect-

ing the work of Bishop et al. in 201133, and the

fifth element of the new model – individual

© 2013 John Wiley & Sons Ltd
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agency – links these two. The combined model

emphasizes the centrality of the interpersonal

relationship, and the importance of information

and communication in interacting with the

patient’s cognitive and affective state.

Limitations of the study

The findings of this study reflect the views of a

relatively small sample of patients. The sample

achieved diversity of geographical area, gender

and age, but reflected the characteristics of users

of private osteopathy in being predominantly

White British and relatively affluent. Diversity of

views about osteopathy may be limited in this

sample as they were mainly loyal long-term users

of osteopathy; only six (18%) were new patients;

and none were dissatisfied with their care.

The independence of the thematic analysis was

enhanced by the analysts’ being non-osteopaths

and having limited involvement in the data col-

lection (APM facilitated one focus group). This

study may have missed some components of

expectation of patients such as those who are

new to osteopathy, dissatisfied with their care,

less affluent, from minority ethnic communities,

or receiving NHS-based osteopathy. A further

study specifically focussing on such patients

would be a way to identify further components of

expectation. Despite the small sample, key differ-

ences in viewpoint emerged: participants differed

as to whether or not they trusted the practitioner,

even to the extent of disbelief about any risks;

whether or not they wanted active shared deci-

sion making about treatment; and whether they

wanted to be actively involved in self-manage-

ment alongside treatment or believed the practi-

tioner was being paid to eliminate the problem.

Conclusions

The focus groups and individual interviews

with 34 osteopathic patients provided new

insight into the expectations of osteopathic

patients in private practice in the United King-

dom. Many components of expectation were

identified as potential question topics to be

tested in the development of a survey question-

naire for the subsequent phase of the investiga-

tion. The findings provided content validity for

the questionnaire. The findings of the subse-

quent questionnaire survey have been reported

to the funder20 and a scientific paper is under

review. The findings have been used by the

funder in the revision of the osteopathic code

of practice22,23 and standards; and in the deliv-

ery of targeted guidance to the profession.

The preliminary conceptual framework

describing the way the therapeutic encounter is

approached in osteopathy comprised five themes:

individual agency, professional expertise, cus-

tomer experience, therapeutic process and inter-

personal relationship. This model may add a new

perspective to existing evidence on expectations.

Further research is needed to test and develop

the preliminary thematic model that emerged in

this study. Further qualitative investigation is

needed selecting patients with minority charac-

teristics. Because patients’ expectations are so

complex, they are often difficult for patients to

articulate, and further prospective investigation

would be valuable, for example, using a phenom-

enological approach, to gain a better understand-

ing based on their lived experience.
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