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Main Article continued from page 3

successful in the clinic, in exercise facilities or at home, but in 
all cases supervision is vital to ensure compliance and success. 
A trial from Ljunggren et al in Norway6 demonstrates this for 
home exercises for the secondary prevention of pain and dis-
ability. Points are:
a. Study Population and Purpose. This trial studied 126 
adults aged 18-65 with a history of non-specific low-back pain 
who had recently been referred by general practitioners to 
physical therapists for treatment. This was now complete and 

the patients were back at work. The purpose of the trial was 
to see whether supervised home exercises commenced at that 
stage would be performed by patients and would be successful 
in preventing future pain and disability.
b. Interventions. The subjects were randomly assigned to one 
of 2 groups:
i. Conventional PT exercises. General strength and flexibility 
exercises, as shown in Figure 1. Each exercise session took 
approximately 30 minutes and involved 9 exercises each per-

Figure 1
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formed in 3 series with 10 repetitions. There were 3 exercise 
sessions weekly for 12 months.
ii. TerapiMaster Exercises. An alternative set of exercises, also 
for strength and flexibility, using a low-cost Norwegian appa-
ratus designed for PT treatment and general exercise. There 
was the same dosage and frequency of exercise.
Both forms of exercise were performed at home. However to 
encourage consistent performance or compliance there was:
• A thorough initial instruction session.
• 1 follow-up every 6 weeks. This meant 8 follow-ups during 
the 12 month study - 4 were by telephone calls, 4 by patient 
visits to PT centres. During these follow-ups patients were 
specifically asked about compliance, though they kept no dia-
ries, and modification of exercises was made where this was 
felt appropriate.
During initial weeks exercises were phased in gradually.
c. Measurements. Results (outcomes) measured were:
i. Compliance with exercises and days of sick leave - by PT 
survey on each follow-up, reported at the end of the trial (12 
months) and at 24 months.
ii. Patient satisfaction - on an 11-point Visual Analog Scale 
ranging from 0 (very bad) to 10 (very good).
At the end of the trial patients had no further supervision, but 
were encouraged to continue with their exercise program.
d. Results. There was high patient satisfaction with both exer-
cise regimes, and excellent compliance. This led to a highly 
significant reduction in absenteeism in both groups in the 
first 12 months - a reduction from 82.5 days off to 17.2 in the 
conventional exercise group, from 61.6 to 15.4 days in the 
TerapiMaster group.
i. At least 2 of 3 (67%) of all patients voluntarily completed 
a second 12 months of exercise (13 could not be contacted 
because of changed addresses), though level of exercise or 
compliance dropped by about 25%. Notably however, in the 
second 12 months there was a further improvement in work 
attendance - absenteeism declined to 9.9 days and 9.3 days 
respectively.
ii. Neither exercise program was significantly better than the 
other.
iii. Ljunggren et al. report that “both exercise programs 
reduced absenteeism by 75% to 80%” and conclude that gen-
eral exercise “is beneficial for both the prevention and treat-
ment of back pain.”
They particularly note that exercise compliance is a problem 
“to which more attention should be devoted”, since most peo-
ple have not continued with training programs in other stud-
ies. “It is important to ensure that (patients) are given support 
and encouragement when exercising, either on an individual 
basis as in our study, or by participating in group activities. ....
“One reason for the high level of compliance was probably the 
frequent follow-up procedures ... and the motivational effect 
of that contact on the patients. Indeed frequent follow-ups 
seemed to be a prerequisite for good compliance.”
7. What Form of Exercise? The evidence does not support 
one form of exercise over others. Early important trials show-
ing that different forms of exercise were equally effective for 
the treatment of patients with chronic pain were from Man-
niche et al. in Denmark7 using trunk muscle exercises for 

strength, and Deyo et al. in the USA8 using relaxation and 
stretching exercises “designed to improve mobility and reduce 
pain by limbering muscles and ligaments that had become 
restricted in response to pain.”
Those results have been confirmed in many studies, including 
one from Bronfort et al.9 from Northwestern College of Chiro-
practic (now Northwestern University of Health Sciences) in 
Minneapolis, in which one group of patients received chiro-
practic manipulation and trunk muscle strengthening exercis-
es (TSEs) based on Manniche et al., another group manipula-
tion and stretching exercises based on Deyo et al. Both groups 
had equally good results. At the end of the 11-week treatment 
period those receiving TSEs had a substantial increase in 
trunk flexion/extension strength and endurance, those receiv-
ing stretching exercises did not. However this did not translate 
into less pain and disability – increased strength alone is not 
the answer.
The types of exercise instruction in the studies assessed by 
Steffens et al. in their review were variable, including core 
exercises to strengthen back and abdominal muscles, stretch-
ing and spine range-of-motion exercises, general aerobic con-
ditioning and combinations of these. For now, clinicians can 
use the exercise protocols they have found effective. However, 
as Carey and Freburger recommend, experts from the disci-
plines managing back pain patients “must come to consensus 
regarding standard, efficient and acceptable bundled interven-
tions for LBP prevention.” A one-size-fits-all intervention may 
be unrealistic, “however determining categories of exercise…..
and the appropriate frequency, dose, and intensity for each 
category would be a positive start.”
8. Education and Progression. Particularly for those with 
current pain, there is fear of aggravated pain and harm simply 
from maintaining activities of daily living (ADL), let alone 
commencing new exercises. Compliance and success requires:
a. Education on the safety and appropriateness of exercise for 
recovery from pain and disability, and prevention of future 
problems. In the 1990s, as medical management began to 
move from rest to maintaining ADL and use of exercise, 
Indahl et al. in Norway10 reported a trial with 975 patients 
on sick leave for 8-12 weeks with chronic LBP half of whom 
received standard medical management of rest and medica-
tion. The other half had no treatment – simply being told that 
“the worst thing they could do to their backs was being care-
ful”, and being given other education on back pain, postural 
advice, and encouragement to return to ADL. These things 
alone produced a 50% higher reduction in sick leave.
b. Given fear, many studies have confirmed the importance of 
graded introduction of exercise, progressing from less to more 
and finally to the full program. This progression is seen in 
Table 1 from the Ljunggren et al. trial.
9. Combining Exercise, Education and Manipulation. In 
chiropractic practice a standard method of preventing future 
episodes of pain and disability once a first episode is over is 
periodic patient visits, often on a monthly basis, to combine 
monitoring of compliance with recommended exercises, 
continuing education and advice on spinal health, and the 
assessment and manual treatment of joint dysfunction. Hav-
ing regard to what is now known about the requirements of 
exercise programs that are successful in the prevention of spi-
nal pain, including the need for regular supervision for com-
pliance and prolonged continuance for prolonged prevention, 
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es, cross-specialty guidelines, and referral pathways financially 
attractive to the health care system and patients.
To quote their closing words: “The potential benefits to the 
health system, patients and employers are substantial.” The 
chiropractic profession, with its expertise in spinal heath and 
its history of patient education and motivation on the benefits 
of early return to ADL and exercise, should clearly take a lead-
ing role in efforts to fulfil these recommendations.  TCR
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this represents an evidence-based and cost-effective approach 
to long-term prevention incorporating exercise. It has the 
added benefit of addressing underlying joint restrictions that 
may be a cause of future pain and disability.

D Conclusion
10. Steffen at al.’s new literature review showing that exercise, 
preferably combined with education on back pain and spinal 
health, is now the one proven method of preventing LBP – 
the world’s primary and likely most costly source of disability, 
places new urgency on the use and third party reimbursement 
of exercise programs. Carey and Freburger support that sense 
of urgency in their commentary on the review in JAMA, and 
call for:
• An interdisciplinary expert consensus on what should be 
the standard, most acceptable and efficient prevention pro-
grams, and how to access them individually and via group 
classes.
• A similar consensus on the key content of patient education 
on LBP prevention.
• Consensus on how to motivate patients to engage in con-
tinuing exercises. As just one example, employers can help by 
offering incentives such as reduced fee fitness club member-
ship.
• Evidence convincing payers of the cost-effectiveness of pre-
ventive exercise/education programs for recovered patients. 
“In the interim payers should support exercise programs by 
covering a sufficient number of visits for instruction, and 
keeping co-pays to the minimum.”
• To address these barriers all stakeholders need to work 
together. There should be consensus development conferenc-

Netherlands – NCA Success Challenging VAT. Value-added 
or sales tax (VAT) in the Netherlands is 21%. Historically VAT-
exempt, chiropractors became subject to VAT in January 2013, 
meaning that their fees rose overnight by 21%. This was not 
the case for regulated professions – chiropractic though well-
accepted by the public is not yet regulated in the Netherlands 
– so many chiropractors felt forced to absorb the the tax them-
selves.

At a hearing in September 2015 the Netherlands Chiropractic 
Association (NCA) won an appeal on the matter, the Dutch 
Court ruling that chiropractic and physiotherapy (free of the tax) 
were at an equivalent academic and medical level and, as such, 
imposing VAT on chiropractic services was anti-competitive and 
unfair. Source: WFC Quarterly World Report, December 2015.
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