tries is both fascinating and educative whilst at the same
time seeing life in a variety of locations very different from
their own.

Dr Clifford Kay, chairman of the College Information Technology Working Party, replies:

Conclusion

Dr Patterson makes several errors of fact, but it would be
tedious for the reader if I were to correct them all.
I will confine my remarks to a statement of the
principles which guided Council when it adopted the new
Classification. These points were well summarized in the
conclusions to the College recommendation (March Journal, p.125) but they evidently need to be repeated.
1. The opportunity arose to produce a classification
which could be used for automatic coding of clinical
information by computer. Computer coding demands
a much larger list of terms than might be acceptable
for a manual system. Contrary to Dr Patterson's view,
longer lists and more specific terms are much easier to
use than short lists, since they dramatically reduce the
need for clinical judgement when coding.
2. A classification for use in the British NHS must give
high priority to direct translation to the International
Classification of Diseases because of the value to the
NHS (which uses the ICD) of morbidity and mortality
data derived from primary care. The classification
itself is only part of a package of recommendations
which will permit uniformity of recording and analysis
of data which will unlock the vast store of clinical
information previously inaccessible in our records.
3. Dr Patterson need have no fears about the compatibility of the College Classification with ICHPPC-2. There
is never any difficulty in accommodating long lists
into shorter lists. Translating in the opposite direction
is much more difficult, and may be impossible.
I believe that the new Classification, whether used on the
computer or in manual form, will allow doctors to
monitor their patients' problems and their own performance in a comprehensive and flexible manner which
has not previously been available. It is one more important mechanism for achieving a substantial improvement
of the quality of care which we extend to our patients.

The College must, therefore, decide where it stands on this
question, bearing in mind that only six years ago the
Research Division itself considered that ICHPPC would
become the accepted code for general practice. This
opinion has been confirmed in 1983 by the World Health
Organization's acceptance of ICHPPC-2 Defined as its off icial primary care classification. The College must also
decide whether good relationships with WONCA and primary care medicine in other countries is important. The
writer, having been so closely involved with doctors from
these other countries on the classification committee, has
experienced the value of such international discussion and
friendship and has no doubt as to the benefits from and
advisability of enhancing such relationships.
These considerations apart, the use of an expansive code
such as the New College Classification is in the writer's
opinion difficult, particularly for the ordinary working general practitioner as opposed to those in highly academic
settings, whether with or without the help of computers. The
simpler ICHPPC-2 with its fewer rubrics, but optional hierarchy of increased specificity would seem more appropriate
for most uses in practice, and perhaps those doctors who
have been involved in NMS-1 and NMS-2 will agree once
they have seen the greatly expanded classification described in the March edition of the Journal.
The areas of prime concern must therefore be that the
College is separating itself from WONCA in this expanding
field of activity and at the same time, one section of
taxonomers of UK general practice is now being diverted
along an incompatible track compared to the other, depending upon which classification system is being selected.
Perhaps this widening gulf might be narrowed, if not
indeed closed, by union in the projected production of a
Reasons for Encounter Classification between the Research
Executive of the RCGP and the WONCA classification
committee.

WORKING WITH OTHER PROFESSIONS
Thumbnail Osteopathy
NICHOLAS HANDOLL, DO, MRO
Member of the Public Relations Standing Committee of the General Council and Register of Osteopaths
During the past 20 or so years there has been growing interest by the general public in osteopathy. There have
been endless articles in the media and increasing demand for treatment. More and more patients are asking their
general practitioners whether they should see an osteopath and yet the general practitioner often has no reliable
information or experience. Certainly there is no formal instruction or advice given in the medical schools. The
general practitioner may know or have heard by repute of one or two osteopaths but may find himself in the
position of having to form an opinion based on very limited information.
O STEOPATHY is the science of human mechanics. It is
the system of diagnosis and treatment which lays
emphasis on the structural and mechanical problems of the
body. The osteopath, then, is most concerned with the
mechanics of the musculo-skeletal system and how well it is
functioning.
Much of the osteopath's work is to do with malfunction

and mechanical derangements that have occurred in the
musculo-skeletal system. These can come from traumatic or
non-traumatic causes. Traumata such as sports injuries, road
traffic accidents and birth injury can cause all kinds of
mechanical problems such as joint strains and of course the
only too common back strains which affect 80 per cent of
the population at some time or other. Traumatic musculo-
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skeletal conditions account for most of the work load of the
average registered osteopath.
Non-traumatic musculo-skeletal problems such as chronic
worry and stress can give head pain referred from hypertonic neck muscles. Bad posture can cause muscle fatigue
and pain in various parts of the body. Degenerative change
and osteo-arthrosis can cause considerable distress and
disability. A great deal can be done for osteo-arthritic joints,
particularly in the early stages, by improving the mechanics
of the joints and the quality of the associated soft tissues.
This is done within the limitations of the affected tissues and
in most cases the patients can feel considerable relief.
However, once a joint has been seriously eroded very little
can be done osteopathically, and so the sooner the case is
seen the better the prognosis.
Also there are non musculo-skeletal conditions which
respond to osteopathic care even though at first sight the
case seems to be unrelated to the musculo-skeletal system.
It is important to remember that the musculo-skeletal
system is the largest single system in the body. The skeletal
muscles are the largest users of energy and the largest
producers of waste products in the body. The function of the
other systems is to nourish, repair and maintain the musculo-skeletal system and generally to serve its demand. By
'tuning' this huge musculo-skeletal system it can be made to
work more efficiently, use less energy and hence reduce the
demand on the viscera and help the body's natural ability to
heal and repair. Locally, by improving the mechanical
function of facilitated spinal segments, which are thought to
have lowered motor nerve thresholds, the osteopath hopes
to reduce the physiological stress on various tissues and
organ systems remote from the area but which share the
same spinal segment and nerve root.
This suggests an explanation for some unexpected results
reported after osteopathic treatment. Digestive problems
can frequently improve, as can gynaecological problems
and also some breathing and circulatory problems. Asthma
often responds well. In this case the osteopath will see if he
can improve the mechanical excursion of the ribs and the
related thoracic and cervical vertebrae to ease the mechanics of breathing. Often this seems also to reduce the
sensitivity of the bronchioles and to reduce the frequency,
duration and severity of attacks.

title 'registered osteopath' and the abbreviation DO,MRO,
or if applicable MLCOM,MRO, and that no other osteopathic abbreviations are allowed.

Training
There are currently three schools in the UK that are recognized by the GCRO. The largest is the British School of
Osteopathy, of which HRH the Princess Anne is Patron. It
was founded in 1917 and is now at 1-4, Suffolk Street,
London SW1. This offers a four-year full-time undergraduate
course with 'A' level admission requirements. Local Authority Grants are available. The Principal, Sir Norman Lindop, is
also a lay member of the General Medical Council.
The next largest school is the European School of Osteopathy, at 104 Tonbridge Road, Maidstone, which also offers
a four-year full-time undergraduate course, entry requirements again being suitable 'A' levels. The London College of
Osteopathic Medicine, 8 Boston Place, London, offers a oneyear postgraduate course in osteopathy to registered medical practitioners. The British School of Osteopathy also
offers a postgraduate course to registered medical practitioners but this is a two-year part-time course. Prospectuses
are of course available from the individual schools.

Diagnosis
When a patient consults a registered osteopath he is given
first of all a standing structural or orthopaedic examination.
Full details are taken of the presenting complaint and its
history, noting current treatment and medication. The usual
clinical examinations such as n.eurological, CVS, urinalysis,
blood tests and opthalmoscopy may be performed when
indicated and x-rays may be requested.
Some general practitioners express concern that x-rays are
not always taken prior to osteopathic treatment but this is
not usually done routinely for good reasons. First, it is
recognized that an x-ray is an invasive diagnostic technique.
It is increasingly considered by most radiologists that too
many x-rays are being taken and it is generally agreed that xrays should not be taken when a clinical examination can
give a high probability that nothing abnormal will be found.
Secondly, plain x-rays are not a fail-safe method for the

Organization
The osteopathic equivalent of the General Medical Council
is the General Council and Register of Osteopaths.
This was formed in 1936 following a recommendation of
the Ministry of Health to a Select Committee of the House
of Lords. Its functions are: to establish standards of education and to inspect schools; to maintain standards of professional behaviour; to publish an annual directory of members and to grant members the right to use after their names
letters showing that they are admitted to membership.
It has a strict code of ethics, comparable to that of the
GMC, and members in default may be reprimanded, fined or
struck off. However, it is important to remember that we do
not have a Royal Charter or statutory recognition, although
this was applied for in 1935. Consequently there are practitioners who call themselves osteopaths who are not members of the Register of Osteopaths. The Register has no
control over these practitioners and cannot be responsible
for their training, treatment or behaviour. Members of the
Register of Osteopaths may be recognized by the use of the
letters MRO, (Member of the Register of Osteopaths) and
also by the designation 'registered osteopath'. These two
terms are restricted solely to Members of the Register of
Osteopaths. Some other practitioners use similar letters but
the GCRO Code of Ethics states that members may use the
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recognition of pathology. Many soft tissue pathologies are
not detectable and even osseous change may not be demonstrable in some cases until 60 per cent of the bone has been
destroyed. Conversely, it is by no means unknown for an
osteopath's fingers to detect an aberrant tissue response in a
patient before a pathology is detectable on x-ray film.
Hence the osteopath is selective in sending his patients
for x-ray examination and usually requires x-rays for the
same reason as most medical practitioners, that is to help
assess the probability of serious pathology if not excluded
from the clinical examination, or to confirm certain conditions which may be suspected, such as spondylolisthesis,
ankylosing spondylitis or osteoporosis.
A standing mechanical examination is performed noting
the range and character of active movements to assess how
the body mechanics are functioning on demand, and this
may be assessed again with the patient sitting. Then the
osteopath will employ the examination procedure which is
the hallmark of osteopathic diagnosis-detailed palpation.
During his training the osteopath develops a highly tuned
sense of touch in his fingers. Just as a musician trains his ear,
an artist trains his eye or indeed a wine blender trains his
palate, so an osteopath trains the palpating sense in his
fingers to feel minute changes in the quality of the body
tissues, muscles, ligaments, fascia and so on, and in the
range and quality of movement of joints. In this way he
constructs a 'survey' of each individual patient to assess
how that patient is using his or her body, what the optimum
for the patient could be and how mechanical problems are
preventing that structure- from attaining its optimum in
balance and function. Each patient will be different. The
aim of the treatment will be to remove the mechanical
derangements found, to allow the patient's body to attain as
nearly as possible the optimum mechanical function for that

individual.

Treatment
First, a few words about the ambiguous and over-used term
manipulation' may be helpful at this stage. Definitions of
manipulation vary from 'to handle, treat with skill' (Concise
Oxford Dictionary) to 'the forceful passive movement of a
joint beyond its active limit of motion' (Dorland's Medical
Dictionary). Not surprisingly, therefore, many general practitioners have a hazy idea that manipulation is a crude
agricultural technique-if a bone is stuck shove it hard until
it goes back. Also, it is sometimes thought that this manipulation is applied to any patient willy-nilly who attends an
osteopath. Nothing can be further from fact.
There is a wide range of techniques from which an
osteopath can choose. Soft tissue techniques involve kneading or stretching of the muscles. Articulation or simple
rhythmical passive movement of joints is frequently employed. Muscle energy techniques can be used, functional
techniques, release techniques and involuntary movement
techniques. High velocity thrust (HVT) techniques are those
which are probably thought of as manipulation, because of
the 'click' to which undue significance is attached.
Osteopaths rarely use the term 'manipulation.' An HVT
could be applied forcefully but is usually performed very
gently, and within the normal range of movement of the
joint. The object is to restore mobility in a restricted joint by
inducing cavitation of the synovial fluid and the click is
produced as the gas bubble collapses. Some osteopaths use
HVT frequently, others hardly ever. It is wrong to consider
manipulation as synonymous with osteopathy. It is not. The
terms are not interchangeable.
Osteopathic treatment, therefore, usually takes place
within the compliance of the patient's own tissues. Care is
taken that the tissues are not stressed beyond their limits for

Treatment using lumbar flexion articulation
each patient at that time. Osteopathic treatment is not an
automatic procedure given to every patient with a given
diagnosis. There is in fact no such thing as a routine
treatment for a named problem, hence syndrome diagnosis
is not a useful guide to treatment. Treatment is constructed
and geared for each individual patient according to the
needs of his tissues at that moment. This infinite grading of
treatment is done by constant monitoring of the tissues'
response by the osteopath's palpating fingers 'reading' the
patient's body as the treatment progresses. To date there are
no cases recorded of serious accident, damage or injury to
any patient attributable to the treatment of a registered

osteopath.

History
Osteopathy was founded in 1874 by a doctor in Missouri,
USA who was called A. T. Still. (It is not a survival, please,
from the bonesetters of the English 18th century!) Due to a
fatal attack of meningitis in three of his children which he
was unable to influence with conventional remedies Dr Still
began to search for other ways of curing disease and he
discovered the significance of mechanical aspects to health
and disease.
Dr Still founded his osteopathy on two principles which
are not, in fact, highly contentious. The first principle is that
the natural tendency for the body is to heal itself from
disease. Hence, should treatment be directed towards destroying the disease or, alternatively, towards supporting
and encouraging the body's own repair and healing mechnisms to do the job?
The second principle is that the body has a better chance
of functioning properly if it is-structurally and mechanically
sound. If the huge musclo-skeletal system is functioning
well then the whole of the body has a better chance of
functioning well-and the body's repair and healing mechanisms will be able to do their job better.
Therefore, osteopathy is not a treatment or a technique. It
is in fact a viewpoint. It is another way of looking at disease.
It is the assessment and treatment of disease through its
mechanical component.

Conclusion
This article has inevitably had to be very general. If faculty
secretaries would like an osteopath to attend any of their
regional meetings to speak and answer questions both to
members of the College and to trainees, they should contact
the Secretary, the General Council and Register of Osteopaths, 1-4 Suffolk Street, London SW1 4HG. (Telephone
01-839 2060.) The GCRO will be pleased to send a speaker
and answer queries. This service is free of charge. Literature
also is available from the same address.
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