
This Article in Press is shared early to give you faster access to new research. It is citable and carries a permanent DOI. 

that shape clinical reasoning, therapeutic interaction and how care is conceptualised and delivered. The Osteo-
paths’ Therapeutic Approaches Questionnaire (Osteo-TAQ) was developed to measure practitioners’ conceptions 
of practice, yet little is known about how these relate to clinicians’ beliefs about back pain. This study aimed 
to describe the conceptions of practice among UK osteopaths and examine their associations with attitudes and 
beliefs about back pain.

A national cross-sectional online survey of osteopaths registered and practising in the United Kingdom 
(UK) was conducted. Participants completed the Osteo-TAQ, comprising two subscales representing Professional 
Artistry (PA) and Technical Rationality (TR), and the Attitudes to Back Pain Scale for Musculoskeletal Practi-
tioners (ABS-mp). Descriptive statistics were calculated for subscale scores. Internal consistency was assessed 
using McDonald’s omega. Associations between Osteo-TAQ and ABS-mp scores were examined using Pearson’s 

-
vided complete Osteo-TAQ data and were included in the analysis. Participants commonly endorsed both PA 

-

leaving its structural validity uncertain. TR demonstrated moderate to strong positive associations with biomedi-
cal back pain beliefs (r r

-

of practice are distinct from, but meaningfully associated with, clinicians’ beliefs about back pain and may help 



implications for workforce development, professional education, and the organisation of primary care musculo-
skeletal services.

Attitude of health personnel · Low back pain · Health workforce · Psychometrics

Osteopathy is a statutorily regulated healthcare profession in the United Kingdom (UK) and, in England, is rec-
ognised as one of the 14 Allied Health Professions (AHPs) [1]. To practise legally, osteopaths must be registered 

-

indemnity insurance [2 3]. In 
the UK, osteopaths predominantly practise in private, community-based primary care settings, where they pri-
marily manage musculoskeletal (MSK) conditions, with low back pain representing the most common reason for 
consultation [4, 
and patient education [ ]. Patients report high levels of satisfaction with osteopathic care [ ]. Outcomes for com-
mon MSK conditions are comparable to other conservative treatment options, and adverse events are typically 
mild and transient in nature [7, ].

of UK osteopaths [4, , ]. However, considerably less is known about the practice orientations and therapeutic 
approaches that underpin how osteopaths conceptualise and deliver their day-to-day osteopathic care. Qualita-
tive research [10, 11] and international survey [12, 13
conceptualise their work, prioritise clinical information and enact decision-making in practice. While variation 
in musculoskeletal care delivery has been described [14], existing workforce surveys provide limited insight into 
the professional conceptions and self-reported practice orientations that may shape clinical reasoning, therapeutic 
interaction and care delivery.

Understanding how osteopaths conceptualise and deliver care is increasingly relevant within UK health policy. 
The 10 Year Health Plan for England promotes a shift toward community-based, preventative care and expanded 
access to musculoskeletal (MSK) expertise outside hospital settings [ ], with workforce expansion in primary 

]. The Allied Health 
Professions Strategy for England highlights the need to optimise AHP deployment across primary and commu-

MSK disorders [17]. Analyses of the UK AHP workforce suggest that successful integration depends not only on 
workforce growth but on how professional roles are conceptualised and enacted within multidisciplinary teams 
[ ]. MSK conditions are leading causes of disability and healthcare utilisation in England and globally [ , 20]. 

-
tice is essential for informing workforce planning and integration within MSK care pathways. The Osteopaths’ 
Therapeutic Approaches Questionnaire (Osteo-TAQ) provides a theoretically grounded framework for identify-
ing conceptions of practice to support these aims [ , ].

-
ment as the highest research priorities for the osteopathic profession [21
clearer understanding of how osteopathic care is delivered, how practitioners reason and make decisions, and how 
osteopathy integrates within contemporary healthcare systems [21]. Despite this, there remains limited empirical 
evidence describing practitioner behaviour, and limited systematic research into how osteopaths conceptualise 
and deliver care. Generating robust national data on osteopaths’ conceptions of practice and clinical attitudes is 



therefore essential for addressing these priority areas and informing future service development, workforce plan-
ning, and policy engagement.

The Osteo-TAQ measures clinicians’ conceptions of practice, derived from grounded theory research [10, 
11
therapeutic role [10

relational, context-sensitive orientation integrating patient perspectives and psychosocial factors. These concep-
10, 

11
review, to support content relevance and interpretability [22–24].

Evidence from Australian [12 13] Osteo-TAQ studies suggests that these conceptions repre-
sent stable and transferable dimensions of osteopathic practice across healthcare systems. Beyond osteopathy, 

pain [ ]. 
-

mary care physiotherapy setting [27].
Measuring conception of practice provides insight into how care is understood and enacted, beyond the spe-

within primary care musculoskeletal services. The Osteo-TAQ may be used as a descriptive measure of practice 
-

beyond demographic or service-use data alone.
The primary aim of this study was to describe the conceptions of practice of UK osteopaths, conceptualised in 

terms of Professional Artistry and Technical Rationality, using the Osteo-TAQ. Secondary aims were to exam-
ine the internal structure and reliability of the Osteo-TAQ in a national UK sample and to explore associations 
between conception of practice and clinicians’ attitudes and beliefs about back pain, using the Attitudes to Back 
Pain Scale for Musculoskeletal Practitioners (ABS-mp).

This study used a cross-sectional survey design and is reported in accordance with the Strengthening the Report-
ing of Observational Studies in Epidemiology (STROBE) guidelines [

]. The survey was administered online via Qualtrics.

Patients and/or the public were not involved in the design, or conduct, or reporting, or dissemination plans of this 
research.



Participants were registered osteopaths practising in the UK at the time of data collection. Inclusion criteria 
-

ates, clinic owners, multidisciplinary teams). Non-practising registrants and registrants not practising in the UK 
were excluded. There were no additional exclusion criteria.

-
mise participation among practising UK-registered osteopaths. The achieved sample (n

30].

The researchers could not directly contact all UK-registered osteopaths because data-protection restrictions pre-
vented access to their email addresses. Recruitment therefore used several national dissemination channels. The 

Research Network, regional osteopathic groups and professional social media networks. Because the reach of 

and response rate could not be calculated. These strategies aimed to maximise geographical and demographic 
-

Before providing electronic consent and completing the eligibility screening, participants received information 
about the study purpose, investigators, data handling and estimated completion time (10 min). Questions were 

Osteo-TAQ was developed from grounded theory research exploring how UK osteopaths understand and enact 
clinical practice [10, 11 -

-
ity indexing [24] and response process validity was examined using cognitive interviewing in the UK [23] and 



international samples [13, 22]. Structural validity and internal consistency have been examined in Australian [12] 
13] national studies, demonstrating a stable two-factor structure with acceptable internal consistency. 

The version used in this UK study is provided in Supplementary Material 1.

Australian-adapted version of the Osteo-TAQ. Additional cognitive interviews with practising UK osteopaths 

detail elsewhere [23
The interview guide used in this study is provided in Supplementary Material 2. Development and evaluation 

interpretability [30].

-
oped to assess clinicians’ attitudes and beliefs about back pain [31]. The ABS-mp was developed in response to 
accumulating evidence that practitioners’ beliefs about low back pain shape clinical reasoning and management 

32–34]. The instrument 
was originally conceptualised as measuring beliefs related to two broad orientations [31 -

-

structural or pathological explanations for back pain, respectively [31].
The ABS-mp has been widely used in musculoskeletal research across professional groups, including phy-

sicians [ ], physiotherapists [ ], chiropractors, and osteopaths [34, 37] and has demonstrated evidence of 
internal consistency and construct validity in prior studies [32, , ]. The ABS-mp was included in this study 
because back pain represents a central and highly prevalent component of routine osteopathic practice in the UK 
[4, ]. Given the prominence of back pain within the osteopathic case-mix, examining clinicians’ responses to 
belief-based statements about back pain provides a clinically relevant point of comparison for exploring how 
practice orientations relate to commonly encountered clinical presentations. The ABS-mp is a previously pub-
lished instrument [31

Participants provided demographic information and practice characteristics, including age, gender, region of 

and allow exploration of potential associations with Osteo-TAQ subscale scores.

Data were exported from Qualtrics into statistical software for cleaning and analysis. Qualtrics anonymisa-



Age
 Mean (+/- SD)
 Median
 Range
Gender
 Man
 Woman
 Non-binary/third gender
 Prefer not to say
Years in clinical practice
 Mean (+/- SD)
 Median
 Range
Hours in clinical practice per week

Practice region^
 Northeast England
 Northwest England
 Yorkshire and the Humber
 East Midlands
 West Midlands
 East of England
 London
 Southeast England
 Southwest England
 Eastern Scotland
 Highlands and the Islands
 Northeastern Scotland
 Southern Scotland

 West Wales and The Valleys
 East Wales
 Northern Ireland

 London School of Osteopathy

 European School of Osteopathy
 Leeds Metropolitan University
 Oxford Brookes University

 Surrey Institute of Osteopathic Medicine
 Swansea University
 Other

 Diploma
 Bachelor’s degree

 Post-graduate diploma

 Descriptive statistics for demographic variables of United Kingdom osteopaths who completed the Osteo-TAQ 
(n



anonymous-link respondents, Qualtrics used a browser cookie, set on survey submission and valid for six months, 

duplicate submissions (e.g. responses within the same short time period that would be less than expected comple-
tion time, same response pattern and demographic details). Partially completed records were included only when 

No responses were excluded solely on the basis of completion time, and no weighting was applied. The Osteo-
TAQ was scored in line with previously published methodology [12]. The ABS-mp was scored as per the author 
instructions including negatively keyed items being reverse-scored [31].

-
-

atory factor analysis was used to evaluate the factor structure of the data. Parallel analysis was used to identify 
the number of factors to retain [40
the polychoric correlation matrix [41]. Items were retained where they loaded > 0.32 on a factor and did not 
cross-load [42]. Each solution was reviewed to ensure that the factors were interpretable based on the underly-
ing construct described by Thomson et al. [10

[43
44] (Table 3). Reliability estimations for 

].
]. Associa-

tions between Osteo-TAQ mean subscale scores and ABS-mp scores were explored using Pearson’s r correlations 

using the Kruskal-Wallis test with Dunn’s post-hoc comparison, and independent samples t-test respectively. 
Associations with Osteo-TAQ mean subscale scores were evaluated using Pearson’s r (age, years in practice) and 

 Pre-professional Master’s
 Post-graduate Master’s
 Master of Research
 Master of Philosophy
 Professional Doctorate
 Doctor of Philosophy

 Yes
 No
 Missing

 (continued) 



and professional characteristics are presented in Table 1. The sample was broadly comparable descriptively with 
the UK registered osteopath population [3, 47

p p < 0.001). Geographical distribution 
1.

p < 0.001), supporting the suitability of the data for factor analysis. Parallel 
analysis supported extraction of eight factors. However, this solution was not interpretable due to multiple items 

undertaken, consistent with the theoretically derived constructs described in Thomson’s theory [10, 11]. The 

-

loaded > 0.32 on their respective factor with no cross-loading (Table 2). The cumulative variance for this solution 
-

12 13].

-

13 p<0.001), 
-

ces suggested item 22 be moved to the Professional Artistry factor. Given that this was inconsistent with the 

p
3. Several indices fell outside the conventional thresholds speci-



13
(Table 3 -

on their hypothesised latent factors (p
3). Taken together, the two-factor model was theoreti-

Questionnaire (Osteo-TAQ)
Item PA TR

10. I ask my patients what treatment and management approaches they think would help them most of all.
23. I provide my patient an opportunity to decide the treatment they would like to receive.

33. I educate my patients to support them to self-manage their presenting complaint.

1. I collaborate with my patient (and their carer/guardian) to develop the most suitable treatment and manage-
ment options for their presenting complaint.
17. I am led by my patient as to their preferred approach to treatment and management of their presenting 
complaint.
3. I provide my patients with a range of treatment and management options and let them choose.

-
ing complaint impacts their life.

patient-practitioner relationship) to guide my clinical decisions.
0.707

14. I seek verbal feedback from the patient to understand how the hands-on treatment feels for them at the time.
2. I want my patients to self-manage their presenting complaints.

0.734

contraindicated).
0.771

0.430 0.771
7. I tailor my clinical examination procedures to the individuality of my patient and their presenting complaint. 0.407

34. I rely on palpation to provide information about the health of the body’s tissues. 0.733
12. I use observation of my patient’s body to direct my treatment. 0.700

32. I decide the type of hands-on treatment that will be best for my patient.

27. I provide the management and hands-on treatment approaches that I think are most suitable to help my 
patient’s presenting complaint.

0.720

21. I prioritise hands-on treatment of my patient over talking with them to understand their presenting complaint.



score was approximately 3.237 (+/- 0.377), indicating that respondents reported engaging in PA-related behav-

4.

-
ner age (r p < 0.01) and years in practice (r p < 0.01), 

p
were negligible for practitioner age (r p r

p p
p

for mean TR subscale scores (p

p

Attitudes to Back Pain Scale for Musculoskeletal Practitioners (ABS-mp) domain and subscale descriptive statis-
tics are presented in Table . Associations between Osteo-TAQ subscales and ABS-mp domain and dimensions 
scores are presented in Table . Technical Rationality mean subscale scores demonstrated moderate associations 
with ABS-mp treatment orientation domain, in addition to the limitations on sessions and biomedical dimensions. 

limitations on sessions.
In contrast, associations between PA and ABS-mp psychosocial domains were small to moderate and in the 

expected direction (Table 

Questionnaire (Osteo-TAQ)
Statistic Reference value 27-item UK Osteo-TAQ

2-factor solution

Tucker-Lewis Index (TLI)

0.113 0.107

they represent related but distinct dimensions of osteopaths’ conceptions of practice rather than opposite ends of a single continuum



Item Subscale Median Mean Std. 
Deviation

1. I collaborate with my patient (and their carer/guardian) to develop the most suitable treatment and 
management options for their presenting complaint.

PA 4

2. I want my patients to self-manage their presenting complaints. PA 3
3. I provide my patients with a range of treatment and management options and let them choose. PA 3

PA 3

(if not contraindicated).
PA 3 3.222

TR 3
PA 4

10. I ask my patients what treatment and management approaches they think would help them most 
of all.

PA 3 2.703

- TR 3 0.731

12. I use observation of my patient’s body to direct my treatment. TR 3
13. I tell my patients to follow my instructions so that I can perform my hands-on treatment TR 3

14. I seek verbal feedback from my patient to understand how the hands-on treatment feels for them 
at the time.

PA 4

help them.
PA 3 3.014

17. I am led by my patient as to their preferred approach to treatment and management of their pre-
senting complaint.

PA 3

TR 3
PA 3 0.731

23. I provide my patient an opportunity to decide the treatment they would like to receive. PA 3

and the patient-practitioner relationship) to guide my clinical decisions.
PA 4

TR 3 0.747
27. I provide the management and hands-on treatment approaches that I think are most suitable to 
help my patients’ presenting complaints.

TR 4

PA 3 2.724 0.733
TR 3 3.244

their presenting complaint impacts their life.
PA 3

32. I decide the type of hands-on treatment that will be best for my patient. TR 3
33. I educate my patients to support them to self-manage their presenting complaints. PA 4 0.474
34. I rely on palpation to provide information about the health of the body’s tissues. TR 3

PA 3 0.712

Mean Std. Deviation Minimum Maximum

Domains
 Personal interaction 37
 Treatment orientation
Dimensions
 Limitations on sessions 4 27
 Psychological 21.231 10

12.133 21
1.747 14

 Re-activation 2.774 3 21
 Biomedical 3

 Descriptive statis-
tics for the Attitudes to Back 
Pain Scale for Musculoskel-
etal Practitioners (ABS-mp) 
domain and dimension 
scores (n

 



beliefs about back pain, TR is more closely aligned with biomedical belief structures, whereas PA captures a dis-

TAQ, complemented by their attitudes and beliefs about back pain measured with the ABS-mp. UK osteopaths 
typically integrate both relational, context-sensitive approaches (Professional Artistry) and biomechanical, prac-

suggesting that osteopathic care is characterised by a blended model rather than polarised adherence to a single 
conception of practice. The modest inverse correlation between conceptions highlights heterogeneity in prac-

-

Variable PA mean subscale score TR mean subscale score

Personal interaction domain Pearson’s r 0.377
p-value < 0.001

-0.140 0.303
0.447

Treatment orientation domain Pearson’s r -0.127 0.574
p-value 0.003 < 0.001

-0.043
Limitations on sessions Pearson’s r -0.244 0.531

p-value < 0.001 < 0.001
-0.321

Psychological Pearson’s r
p-value < 0.001 0.021

Pearson’s r
p-value < 0.001

0.074
0.110

Pearson’s r
p-value < 0.001 0.117

0.074 -0.017

Reactivation Pearson’s r 0.261
p-value < 0.001

Biomedical Pearson’s r -0.174 0.605
p-value < 0.001 < 0.001

 Associations 
between the attitudes to 
back pain scale for musculo-
skeletal practitioners (ABS-
mp) domain and dimension 
scores and Osteo-TAQ mean 
subscale scores

Technical rational

Bold indicates correlations of |r| 

 



patient collaboration, shared decision-making, explanation of clinical reasoning, and attention to psychosocial 

practitioner-led decision-making loaded on Technical Rationality. Item 22 (“I decide the treatment approach 
-

mance and was removed, consistent with prior Australian [12 13

13], in 

response format, and residual covariance among conceptually related items. Although the two-factor model was 

10, 11].

12
Osteo-TAQ studies [13], providing evidence of cross-cultural consistency in how osteopaths conceptualise prac-

study [13

grounded theory from which the Osteo-TAQ was developed [10, 11 -

[4], Australia [ ], with national workforce surveys from these nations describing variation in 
demographics, settings and clinical activity, yet across these contexts osteopaths predominantly manage muscu-
loskeletal conditions in community-based practice. In each setting, Professional Artistry captures relational, col-

reasoning. The recurrence across diverse contexts suggests these represent transferable features of osteopathic 
practice rather than artefacts of single regulatory environments. This supports the Osteo-TAQ as a robust frame-
work for describing conceptions of practice beyond a single national context, with implications for comparative 
research, education, and workforce development.

Associations between Osteo-TAQ conceptions of practice and ABS-mp domains indicate that conception of prac-
tice is related to, but not reducible to, back-pain beliefs. In our sample, Technical Rationality aligned more closely 
with biomedical belief structures, whereas PA showed small associations with psychosocial domains, suggesting 

-
tion between TR and the ABS-mp personal interaction domain was not anticipated from the domain label alone. 

management, whereas PA captures a broader conception of collaborative, context-sensitive osteopathic practice. 

constructs.
Previous UK research demonstrates heterogeneity in osteopaths’ pain beliefs, with variation across biomedical 

and biopsychosocial orientations and limited associations with demographic variables. Existing national research 



has examined osteopaths’ knowledge, attitudes, and beliefs about pain using belief-based instruments [ , , 
]. Earlier ABS-mp research, including Pincus et al. [34

conclusions about changes in osteopaths’ back-pain beliefs over time should be made cautiously because the 
present study used the ABS-mp to explore associations with Osteo-TAQ scores, rather than as a standalone tem-
poral comparison of back-pain attitudes. Other research demonstrates that clinician pain beliefs are associated 

37]. Together, this literature supports the added value 
of the Osteo-TAQ to enable an examination of how clinicians enact practice (reasoning, interactional work, 
decision-making) alongside beliefs, rather than inferring practice from attitude and belief measures alone.

These results provide insight into patterns of osteopathic practice beyond what is captured by current workforce 
surveys [ ] and practice-based research networks [4]. While these previous national studies have documented 
demographics, employment patterns, and service characteristics, the Osteo-TAQ captures how clinicians concep-
tualise and enact practice. The data suggest that relational, collaborative, and patient-centred behaviours are com-
monly integrated alongside structure-focused and biomechanical interventions. Technical Rationality showed 
small but consistent positive associations with age and years in practice, suggesting that more experienced osteo-
paths place slightly greater emphasis on technical and biomechanical aspects of care. This is consistent with 
recent UK workforce data indicating that osteopaths with longer time in practice are more likely to work as 

of newer approaches such as pain science education [
training or evolving osteopathic curricula rather than simple divergence from evidence-informed practice. Osteo-
pathic education has been shown to vary widely in content and pedagogical emphasis, with limited consensus on 

-
cal training [ ]. In contrast, Professional Artistry was highly endorsed across the sample and showed minimal 
variation by career stage, suggesting that relational and context-sensitive aspects of practice represent stable 
features of osteopathic identity across the professional life course. These insights may inform the deployment of 

not only on workforce expansion but on how professional roles are conceptualised and enacted [ ]. Recognising 
variation in conceptions of practice may also inform educational and workforce development strategies, includ-

-
ment of Professional Artistry may indicate greater emphasis on shared decision-making, patient education and 
collaborative care, while stronger endorsement of Technical Rationality may indicate greater emphasis on bio-
mechanical reasoning and practitioner-led structural expertise. The Osteo-TAQ may also have potential value as 

instrument for characterising patterns of practice orientation rather than classifying individuals, prescribing train-

-

closely mirrored those observed in recent UK national survey work [4, ], supporting comparability on key 



cautiously because the present survey recorded practice region, respondents could select more than one region, 

education.
A further strength lies in the strong theoretical underpinning of the Osteo-TAQ, which was derived from 

grounded theory research [10, 11] and developed through a rigorous, multi-stage process [22–24, ]. The con-
sistency of the two-conception structure with previous Australian [12 13] studies supports the cross-

13], all items loaded sig-

an established belief-based measure, providing additional context for interpreting conceptions of practice.
Several limitations should also be acknowledged. Participation was voluntary, raising the possibility of self-

Recruitment through an opt-in research mailing list and professional networks may have favoured osteopaths 
with greater research interest, stronger professional engagement, or greater motivation to participate in profes-

-
more, this study did not directly capture practice setting or clinical case-mix. Therefore, the framing of UK oste-
opathy as predominantly community-based and musculoskeletal is based on existing UK workforce and practice 
data [4, ] rather than direct measurement within the present sample. As such, the extent to which every respon-

the whole UK osteopathic profession should be interpreted cautiously, although the large sample size and broad 

The cross-sectional design precludes causal inference and limits conclusions about how conceptions of prac-
tice may change over time or in response to training or policy initiatives. This study did not assess test–retest 
reliability, responsiveness, predictive validity, or associations between Osteo-TAQ scores and observed clini-
cal behaviour or patient outcomes. While the ABS-mp provided a clinically relevant comparator, it measures 

based measures should therefore be interpreted cautiously.

the Osteopaths’ Therapeutic Approaches Questionnaire. The two-factor model was theoretically interpretable, 

relational, context-sensitive approaches and biomechanical, practitioner-led approaches, rather than polarised 

-
cians’ beliefs about back pain, while remaining conceptually distinct from belief-based measures. This suggests 

and beliefs alone. By capturing these conceptions, the Osteo-TAQ provides a theoretically grounded frame-



UK workforce development, professional education, and service planning, particularly as osteopaths continue 
to function predominantly as primary care AHPs managing high-burden musculoskeletal conditions. However, 
given the voluntary sampling strategy and potential for selection and non-response bias, generalisability to the 

reliability of the Osteo-TAQ, how conceptions of practice evolve over time, and whether Osteo-TAQ scores are 
associated with observed clinical behaviour, patient outcomes and interprofessional care delivery.

ABS  mp–Attitudes to Back Pain Scale for Musculoskeletal Practitioners
BPS  Biopsychosocial
BM  Biomedical

KMO  Kaiser–Meyer–Olkin
LBP  Low Back Pain
LS  Limitations on Sessions
MSK  Musculoskeletal

Osteo  TAQ–Osteopaths’ Therapeutic Approaches Questionnaire
PABS  PT–Pain Attitudes and Beliefs Scale for Physiotherapists
PA  Professional Artistry
PI  Personal Interaction
PS  Psychological
RA  Re–activation

STROBE  Strengthening the Reporting of Observational Studies in Epidemiology
TLI  Tucker–Lewis Index
TR  Technical Rationality
UK  United Kingdom
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