HE CHIROPRACTIC REPORT

PROFESSIONAL NOTES

1800 Attend Tokyo Congress

From June 4-8, 1800 chiropractors attended the 1997
World Chiropractic Congress in Tokyo, Japan, co-
hosted by the World Federation of Chiropractic
(WFC) and the Chiropractic Council of Japan (CCJ).

The meeting included a Cervical Spine Symposium
co-sponsored by the World Health Organization
(WHO). At the Congress Banquet Mr. Koizumi,
Minister of Health, addressed over 500 guests in the
ballroom of Tokyo's finest hotel, the Imperial Hotel,
expressing the willingness of the government to
work with the chiropractic profession for recogni-
tion and licensure. Other highlights included:

o Cervical Spine Symposium. This brought togeth-
er the leading chiropractic and medical authorities
on conservative management of cervical spine dis-
orders including Yoshiharu Aizawa, MD (I apan),
Philip Bolton DC PhD (Australia), David Cassidy
DC PhD (Canada), Jiri Dvorak MD (Switzerland),
Scott Haldeman DC MD PhD (USA), Niels Nilsson
DC MD PhD (Denmark), Ake Nygren MD DDS
PhD (Sweden), Lindsay Rowe DC MD DACBR
(Australia) and John Triano DC MA (USA).

From 80 original research presentations from
Australia, China, Japan, South Africa, Europe and
North America awards went to:

« Scott Haldeman Award - First prize:
Responsiveness of Pain Scales: A Comparison of
Three Pain Intensity Measures In Chiropractic
Patients: Jennifer E. Bolton, PhD and Rachel C.
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LessoNSs FROM THE MARKETPLACE

A. INTRODUCTION

his issue considers the changing

market for chiropractic services,
and speaks provocatively about how
chiropractors should be reacting. The
need to do this has been suggested by
two recent events:

a) The California Convention. A
Philosophy vs Science debate was pre-
sented at the annual convention of the
California Chiropractors’ Association
held in Monterey in June. This was
California’s largest and most successful
convention in five years.

CCA members came to hear a broad
spectrum of speakers debate the relative
importance of science and philosophy in
chiropractic and health care. Speakers
included Dr. Fred Barge, Dr. Chris Kent
and Dr. Sid Williams of the ICA, Dr.
Michael Pedigo (recently clected
President) and Dr. Louis Sportelli of the
ACA, Dr. Guy Riekeman of Palmer
College and Quest, Dr. Joe Keating rep-
resenting the education/research commu-
nity and Mr. David Chapman-Smith
representing the public interest.

Everyone agreed that you need a strong
basis of both philosophy and science to
deliver effective health care. There was
also no disagreement - which was a sur-
prise to some - on the basis of chiroprac-
tic philosophy, namely:

e Holism - treating the whole person

«  Homeostasis - the inherent healing
power of the body, historically known as
the “Innate” or “power within”.

»  The central regulatory function of
the nervous system.

«  The significance for health of remov-
ing vertebral subluxation and other dys-
functions in the motor/musculoskeletal
system that may influence homeostasis.

The area of sharp disagreement was how
to market chiropractic. In essence there
were two viewpoints:

i) For chiropractic to be principled, dis-
tinct and successful, public education
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must be about the central philosophy of
the chiropractic approach to health care,
and how this is fundamentally different
from the medical approach of curing con-
ditions. This will “win over” patients to
chiropractic care. There should be a
focus on subluxation.

ii) Effective public education must start
with information that is easily understood
by laypersons, and will make potential
patients try chiropractic care. This isin-
formation on the education of chiroprac-
tors, and their successful management of
the most common forms of back pain and
headache. Every family has someone
with one of these conditions, respectively
the second and third most common rea-
son patients seek health care services!:2,
These are the conditions for which there
is the most evidence of effectiveness and
cost-effectiveness of chiropractic care,
and this is what will generate first inter-
est for most people.

Chiropractic care does not involve, and
should not be presented as involving, a
rejection of other health care providers.
Conflict will be unattractive to most pa-
tients, who wish to have their various
chosen providers cooperating, and other
health professionals. The time to talk
about wider concepts of chiropractic
care is when a person has demonstrated
sufficient interest by becoming a patient
or attending a more extended lecture on
chiropractic.

b) The Rover Group Back Pain Study.
Titled Back Pain in the Workplace this
recent study is by Ratti and Pilling, occu-
pational health physicians at Rover, a
major British motor vehicle manufactur-
er, and the Institute of Occupational
Health, University of Birmingham.? It
reports a successful new program for
cost-effective prevention and manage-
ment of back pain.

The basis of management is the new evi-
dence in general, and manipulation and
early return to activity in particular.
However it contains some lessons from
the marketplace for the chiropractic pro-
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fession, which now lives in a world where
patients with back pain - and their employ-
ers - do not have to come to chiropractors
to escape bed rest and passive modalities.

This Report now reviews the Rover study
and its lessons from the marketplace.

B. ROVER GROUP STUDY

2. Rover has a workforce of 17,500 at
its car manufacturing plant at Longbridge,
England. Like major employers every-
where it discovered that it was paying a
fortune in health care costs and disability
costs for musculoskeletal sprain/strain in-
juries, especially back pain.

The authors commence their report by
defining the size of the problem faced by
employers - in the UK in 1987/88 the cost
of low-back pain in terms of lost business
output was estimated at £2,000 milljon,*
and recently in the US the estimated aver-
age cost for each back care patient in in-
dustry was $40,000 - $18,000 for health
care expenseé and $22,000 for loss of in-
come and related benefits.>

When the UK Clinical Standards
Advisory Group produced new evidence-
based guidelines for management of back
pain in 19946 Rover decided to adopt
them and make aggressive changes. This
paper reports huge success. In the first
year there was a 9% decrease in lost days
(6,000 days saved) for a gross saving of
£300,000 (approx. US$500,000), a net
first year saving after recovery of all set-
up costs of £200,000.

Rover is so pleased with this that it is plan-
ning “developing a centre of excellence al-
lowing referrals to be sent to us from other
industries and (general practitioners)”.

The company says “programs such as that
developed at Longbridge should be ap-
plied across all sectors of industry .... the
cost-effectiveness of such schemes with ’
industry has now been proven.”

Realizing that prevention and management ‘
of back pain has many dimensions, Rover
attacked the problem on four fronts:

a) Ergonomics (the relationship of peo-
ple and machines in the workplace, in- ‘
cluding the study of human movement).
Known risk factors for back pain include
heavy physical work, incorrect lifting,
twisting and bending, whole body vibra-
tion. To respond to ergonomic factors
Rover has commenced:

*  Employee screening - if a task is ’
easy for someone 5’ 10” in height but a
stretch for someone 5’ 67, the task is
done by the taller person.

*  Education - specific ergonomic edu-
cation is part of a wider Backwatchers
educational program.

*  Ergonomic job design - drawing on
the experience of BMW in Germany, the
workplace and work tasks are being re-
designed using an ergonomic risk assess-
ment protocol measuring 26 different
activities and criteria.

b) Education. Employees (called
‘associates’ at Rover) take Backwatchers
classes which include a thorough review
of all aspects of prevention and manage-
ment of back pain.

¢) Job Modification. As part of their re-
habilitation, and to provide early return to
work, Rover makes alternative work
available for an interim period for em-
ployees/associates recovering from a back
injury - alternative work without twisting,
excessive bending or heavy lifting.

d) Re-tooled Occupational Health
Services. A completely revamped
approach to management of injured
associates is, in the view of the authors,
the centrepiece of cost savings to date.
Details, for a workforce of 17,500, are:

i) The compass for management is the
CSAG Back Pain Guidelines® - the UK
equivalent of the US AHCPR guidelines.?
For Rover this means avoidance of rest,
early activity and “the key to treatment ....
is manipulation.” This is combined with
back education classes and the job modi-
fication program.

Although manipulation is the key, the
philosophy of management is not which
treatment is better for everyone but which
is the most successful for a particular case
- accordingly there is also use of traction,
vibrotract couches, ultrasound, trophic
stimulation, acupuncture, etc.

ii) The basic occupational health service
includes 2 occupational physicians, 2
sessional family physicians, 3 physiother-
apists, 1 sports therapist, an acupunctur-
ist, 11 fulltime nurses and a part-time ra-
diographer and the new “proactive phys-
iotherapy department in our occupational
health department” takes up “the vast
amount of the workload seen in our clin-
ic”. This department has 1,400 treat-
ments per month and “at least 50% are
back problems”.

“For our associates who fail to respond
we also offer a chiropractor. These
associates are cross-referred by our
physiotherapists.”

iii) Rover expects to do even better in the
years ahead. A continuing problem is
that associates generally first contact their
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own family physician/general practitioner
and “often get incorrect advice - it is still
common to see associates who have been
told to rest for 3-6 weeks”. Rover wants
to get associates into their proactive pro-
gram within 24 hours,

iv) The concluding advice of Ratti and
Pilling to employers, based on the Rover
experience, is that management of back
pain injuries in all sectors of industry
should have two basic principles:

* Consistent guidance encouraging
early mobilization rather than rest.

*  “Early referral to a physical thera-
pist e.g. physiotherapist, chiropractor,
osteopath.”

3. Well now - there are many messages
to ponder in all of this. As we do so,
appreciate you are not only reading about
17,000 employees at a British auto
maker. You are also reading about that
70-80% of the public in your community
who have never chosen chiropractic care,
largely because traditional medical advice
discourages both manipulation and chiro-
practic, but who are now going to be en-
couraged by their employers, insurers and
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medical advisors to seek skilled manipu-
lation for common problems.

4. What Rover Wanted. In consider-
ing the messages, let’s start with what
Rover - and by analogy any intelligent
employer successfully reforming its
management of occupational health
today - wants. This seems to be:

| costs. This was the major cost item,
focus, and bottom line. We know that
back pain has traditionally produced ap-
proximately 30% of workers’ compensa-
tion claims and accounted for 50-60% of
compensation costs.’

b) Control of who provides care. At
Rover there is obviously some respect
for patient choice, but ultimately the em-
ployer wants to influence all workers
through its education and its choice of
providers.

¢) A multi-factorial approach. The
first three parts of the 4 point plan -
ergonomics, education and job modifica-
tion - had nothing to do with treatment.
It is recognized that there must be a
multi-factorial approach to prevention
and management of back pain - and em-

understand and support this.

d) Interdisciplinary occupational
health team. The occupational health
program, whatever its precise elements,
requires a multidisciplinary team. This
requires use of physicians, nurses, chiro-
practors, physiotherapists and others
with:

other.

« Common communication skills.

+ A clearly defined scope of practice -
including diagnostic and treatment ser-
vices used and management algorithms
or flowcharts describing frequency and
duration of care and points of discharge
and referral.

management.

e) Core treatment skills. Rover want-
ed health professionals who can provide
the frontline evidence-based treatments
now recommended in a number of na-
tional guidelines namely:

«  Ability to diagnose biomechanical
dysfunction in joints and soft tissues.

o Ability to treat joint problems with
manipulation.

«  Ability to treat and/or know when to
refer to other team members for soft tis-
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a) Control of back pain disability and

ployers will use health professionals who

« Protocols for interdisciplinary patient
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py, modalities, exercise and education.

+ A commitment to early patient
activation and return to activities of daily
living.

+  These things for all musculoskeletal
sprain/strain injuries, not just back pain.

5. Rover’s Choices. To meet these
needs Rover made various choices.
Firstly, mirroring a world trend, it gave a
major role to nurses - 11 fulltime salaried
nurses. They provide good patient skills,
team skills and education at compara-
tively low cost. Secondly it chose only
two fulltime physicians, clearly ones
open to significant change and prepared
to leave most treatment to others.
Thirdly it recognized a role for acupunc-
ture and chiropractic.

Fourthly, however, it chose three physio-
therapists as the core of its manipula-
tion/early exercise treatment team, even
though “the key" to the program is ma-
nipulation. British chiropractors have a
much more comprehensive education in
this field than British physiotherapists,
and Meade et al’s British multicentre
trial® reports that chiropractors deliver
significantly better results. Why use PTs
first, having them refer on to a chiroprac-
tor only when patients “fail to respond™?

6. We engage in speculation here but
the perceived advantages of physiothera-
pists to Rover management and occupa-
tional health physicians may include:

a) PTs will leave diagnosis and coordi-
nation of care to medical doctors.

b) They can work well within defined
referral patterns and relationships with
others in the occupational health unit.

¢) Their scope of practice includes all
musculoskeletal dysfunction, and use of
education, exercise, manual reatments
and modalities.

d) They are prepared to work on a
salary, one that gives predictable and
comparatively low cost.

7. What should be the response of chi-
ropractors to this? As in any market you
must counter the perceived advantages of
another firstly by neutralizing them and
secondly by emphasizing your own com-
petitive advantages. Advantages of chi-
ropractic services include:

a) Demonstrably superior education
and skills in diagnosis generally and in
the key management areas of joint ma-
nipulation and manual treatments for all
musculoskeletal dysfunction. (The high-
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er manipulative skills of chiropractors
seemn to be acknowledged in Rover’s
management protocol.)

b) This, as evidenced by the Meade et
al trial,? and The Manga Report, 10 pro-
duces even better outcomes in terms of
reduced disability, lower cost and higher
patient satisfaction.

¢) Ability to instigate diagnostic imag-
ing, establish a diagnosis and com-
mence/coordinate care when a medical
doctor is unavailable.

Responses to the perceived advantages
of physiotherapists may be:

a) Scope of Practice. The chiropractic
scope of practice is just as comprehen-
sive. (True, but is this the clear message
you and your colleagues and your na-
tional association are giving?).

b)  Established referral patterns.
Chiropractors now have these and work
in interdisciplinary teams in many set-
tings with defined referral protocols. (Is
this the message you give? Do you have
referral patterns defined in management
charts or algorithms? The British
Chiropractic Association is certainly
strong in this field, and has recently
worked with the UK Royal College of
General Practitioners in establishing
guidelines for management of back
pain.lt)

¢) Coordination of care by medical
doctors. By training, licensure and prac-
tice chiropractors can adopt the coordi-
nating role and frequently do. This is so
in most workers’ compensation systems
in North America where injured workers
can choose chiropractic or medical care.
Many multidisciplinary rehab clinics and
sports medicine teams now have chiro-
practors as coordinators of care, with
direct referral to medical specialists
where necessary.

However this is an issue that needs to be
dealt with wisely according to the needs
of each industry and employer. If there
are established occupational health
physicians, seeking the right to take over
the first diagnostic visit and coordination
of care for all patients will often be too
challenging and unwise. It is also unnec-
essary. If there is mutual respect - which
there will have to be - within a short time
many patients will in fact be coming
direct to the chiropractor anyway.

d) Cost-effectiveness. It must be
demonstrated that, overall, chiropractic
management is equally or more cost-ef-
fective. This involves a review of both
expenses (you may demonstrate that 1




Main Article: continued from page 3

MD, 2 DCs and 2 PTs can do the work of 2 MDs and 5 PTs) and
savings (introduction of DCs also produces better return to work
rates and/or fewer recurrences. That is reported by the Meade et
al trial and other evidence, and can be tested by a pilot study by

the employer in question as chiropractic services are introduced).

8. Reflect now upon those two attitudes to public education ex-
pressed at the California Convention. Which of the following are
employers such as Rover, who are accelerating skilled manipula-
tion and exercise into the mainstream market, interested in:

* A profession that wants to explain it does not provide ma-
nipulation for relief of back pain but adjusts subluxations, and is
separate and alternative to medicine; or

*  One that says it has specialized education and skill in the
diagnosis and management of back pain and other neuromuscu-
loskeletal disorders, with a focus on joint manipulation and early
active rehabilitation. It shares a biopsychosocial model of back
pain with medicine and works within a multidisciplinary model
in practice, research and the development of evidence-based
clinical guidelines.

C. LISTENING TO THE PUBLIC - Focus GROUPS

9. The above discussion deals with employers. What about
individuals?

Do you appreciate what focus groups are and why they are used
by the marketing experts by Chrysler, Microsoft and Coca Cola?
Do you think Chrysler designed its hugely successful minivans ‘
in the 1990s because car designers and manufacturers are more
excited about selling minivans than sports cars, or because focus
groups from different socioeconomic groups of consumers told
them that a minivan is what they wanted?

When you think of increasing the percentage of the population
that uses chiropractic services, generally or specifically in your
practice, do you first think of listening to what consumers say
they want, through focus groups and otherwise, or do you think
about what you and other chiropractors want to tell them? Do
you think about minivans about sports cars? There are two basic
problems with chiropractors, or any producer of a product or ‘
service, having the answers:

a) Your perception of the value and nature of your services is ‘
exaggerated and different from the consumer, and therefore un-
reliable as a starting point for promotion/ education.

b)  You will disagree with your colleagues/fellow producers -
this leads to inconsistent and unclear messages, and loss of mar-
ket identity. The average consumer is most reluctant to use a
service/product unless it and its relevance to the consumer’s
needs are clear.

These principles can be illustrated with two recent examples
from chiropractic in North America.

a) CCF Documentary on Chiropractic. In 1995 and 1996
the Chiropractic Centennial Foundation put substantial resources
into producing then airing on television a documentary on chiro-
practic. This drew strong financial support from individuals and
groups within the chiropractic profession who almost universal-
ly approved and loved the final product. Admittedly this was a
project with both internal and external public relations goals - it
sure satisfied the first goal.

With respect to external public relations, did it produce a mes-
sage of interest to the outside world? Did it cause people to bet-

ter understand or use chiropractic care? We will never know. |
i

There were no focus groups before to find out what would inter-
est and influence the public, no focus groups or surveys after-
wards and no follow-up plan. The end result was likely an
excitement for those already affiliated with the profession but no
appreciable impact on the public.

b) CCA Promotional Campaign. By contrast the Ontario
Chiropractic Association and the Canadian Chiropractic
Association established a continuing public relations campaign
in the print media at the same time, now in its third year. The
initial funding came from a surcharge on membership dues
voted in by a large majority of members who wanted to see a
sustained effective public education campaign.

The OCA/CCA, in this for the long term and wanting results,
accepted the need for focus groups - randomly chosen demo-
graphic groups of people who were not chiropractic patients,
some comprising individuals open to the possibility of chiro-
practic care and others having people who admitted on tele-
phone interview they were unlikely to seek chiropractic care.
The first round of focus groups commented on chiropractic gen-
erally, the second round on the various potential messages sug-
gested by the profession and its PR consultants. The third round
of focus groups commented on various creative proposals for
conveying the chosen messages.

The result, after the rather sobering process of viewing videos
of these groups discussing the strengths and weaknesses of
chiropractic as they saw it, was that the CCA Board unani-
mously approved an initial campaign that most of them had
strongly opposed prior to the focus group testing. This was a
campaign with two simple messages which, as the focus
group testing revealed, were most likely to get non-patients to
consult a chiropractor, namely:

i) The level of education and licensure of a chiropractor

i) The proven safety and effectiveness of chiropractic man-
agement of back pain.

Now, in year 3, the campaign has progressed and has more
emotive appeal. The point of the story, however, is that public
education is very different and more effective if you start with
what interests the public rather than what interests chiropractors.

D. CONCLUSIONS

10." Focus for Public Education. At a time when there is a
fundamental change in the management of patients with non-
specific musculoskeletal pain - from a traditional medical model
based on rest and medication and modalities to a traditional chi-
ropractic model based on early activation and manipulation -
what will increase the use of chiropractic services?

What will lead to Ford, General Motors, managed care organiza-
tions, the medical group down the street and the average person
deciding to use chiropractic services? It is suggested that public
education must consistently focus on what concerns most pa-
tients and payors rather than more abstract principles that are the
concern and interest of chiropractors. These principles are obvi-
ously important but it takes months if not years of training to un-
derstand and apply them - you have only moments to catch the

- attention of the public.

Simply put, no one comes to a chiropractor complaining of sub-
luxation - why then would you put that concept in the center of
your public education? Those chiropractors who support this all
originally sought chiropractic care for conditions, usually mus-
culoskeletal pain.
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11. The Role of Entrepreneurs. There are two major trends
influencing chiropractors in current health care marketplaces.
The first, facing all health professionals, is that the public is
placing them under much greater scrutiny because of past ex-
cesses. The public is not prepared to tolerate the former autono-
my of health professionals with “treatment as indicated,” it 18
demanding more control. The second, more specific to chiro-
practic, is that a huge new marketplace is opening up for treat-
ment based on skilled manipulation and active rehabilitation.

The trail now to be taken by chiropractic has been blazed by
many of the profession’s leading clinicians and entrepreneurs.
Examples are:

. Dr. Dan Hansen and Dr. John Triano of the Texas Back

Institute, Dallas, where chiropractors work in a multidisciplinary

environment managing primary care and post-surgical patients.
They have led the development of evidence-based management
algorithms in the US.

«  Dr. Lu Barbuto of Toronto, co-author 10 years ago with
David Imrie MD of the book The Back Power Program,'? which
combined chiropractic manipulation and exercise in a program
welcomed by industry in the US and Canada. This integrated
the services of chiropractors, medical doctors and physical ther-
apists. Dr. Barbuto’s Ontario network of 23 Active Injury
Management (AIM) Clinics was recently acquired by
Extendicare Inc. which has revenue of $1.3 billion per annum
from operations in Canada, the US and the UK.

«  Dr. Alan Jordan in Denmark and Dr. Craig Liebenson in
California, who are authorities in the development of protocols
for integration of low-tech rehab into private chiropractic prac-
tices. Over 100 clinics in Denmark use evidence-based proto-
cols and equipment developed by Dr. Jordan in an approach to
practice that is now producing a strong market interest in North
America.

Chiropractors are independent by nature, no bad thing, and
have tended to be suspicious of entrepreneurs and networks
because they:

»  Acknowledge the need for limits on professional freedom,
and provide limits through development of explicit guidelines
and costs for care.

«  Represent a competitive threat.

«  Areidentified as partners with the ‘opposition’ - third party

managers and payors that are controlling health professionals.

Tt is certainly true that some chiropractic entrepreneurs in the US

have been willing to accept grossly restrictive contracts with
managed care organizations that are contrary to the evidence for
quality care and prejudice all patients and the profession - con-
tracts for example that allow only 6-8 treatments before inde-
pendent review. Such entrepreneurs deserve criticism.

However third party payors and managers must be seen as part-
ners in the marketplace, who have legitimate demands, not ‘the
opposition’. Just as poor entrepreneurs limit the profession, it is
the strong entrepreneurs and networks that are opening hugely
important mainstream market opportunities that will ultimately
benefit all chiropractors.

12. Actions You Might Take. If chiropractors wish to provide
services in the many new mainstream settings open to them,
there are two main requirements:

a) Be available. Make yourself and your profession more
available than in the past. To do this you must act at two levels.
At a personal level this means actively cultivating interprofes-
sional and business contacts in your community. Location, es-
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pecially proximity to others, is important. Historically chiro-
practors have worked alone - many market opportunities will
now require your participation in a network or group of chiro-
practors. Your office may remain separate but your manage- ‘
ment protocols must be defined, standardized with those of oth-
ers, and easily understood by payors and patients.

At a general level it is more important than ever for you and the
silent majority to be active in your regional and national chiro- ‘
practic associations to make sure they present a common and
consistent model of chiropractic services as a fully integrated
part of mainsiream care. An unclear image has been damaging
to the chiropractic profession in the past - in the present era it
will greatly limit your new opportunities whatever you do in
your individual practice.

b) Have a defined product. Payors and patients are now requir-
ing this of all health care providers. “Treatment as indicated”
may survive in the marginal cash market, but it is gone at Rover
and in all markets with third party payments. As discussed, a
defined product means many things - not just a clear scope of
practice with specified diagnostic and treatment services, but
also explicit management guidelines, standard protocols for
documenting and measuring outcomes, defined cost, time limit-
ed care, etc.

Here again chiropractors must act at two levels. For many there
will be the need to develop new clinical, communication and ad-
ministrative skills. Many postgraduate programs and chiroprac-
tic network protocols provide these. However the individual
chiropractor is only one point in the chiropractic world. If a sig-
nificant number of your colleagues contradict you, suggesting
for example that there is conflict in chiropractors and medical
doctors working together, the public will be confused and pass
you by. This will limit your ability to exploit new market op-
portunities far more than in the past. For this reason also there is
a new need to participate in professional associations. Some of
these, particularly state associations in the US, have tended to
reflect extreme or conflicting viewpoints.

The time has come for the silent majority in the chiropractic pro-
fession to be active, noisy and heard.
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Wilkinson, BSc Chiro - Anglo-European College of Chiropractic, England.

This trial compared the responsiveness or clinical sensitivity of three valid and
reliable pain scales - the VAS (Visual Analogue Scale), the VRS (Verbal
Rating Scale) and the NRS (Numerical Rating Scale). It found the NRS was
the most responsive - and that all pain scales were more responsive if the pa-
tient was asked to report on “their usual level of pain” at present rather than
their “current pain level” as they are completing the document.

* Second prize: Research Productivity of Chiropractic College F. aculty:
Dennis Marchiori DC MS DACBR William Meeker DC MPH and Cheryl
Hawk DC PhD - Palmer College, USA.

* Third prize: A Pilot Study of the Purchase of Manipulation Services for
Acute Low Back Pain: Neil Scheurmier and Alan Breen, DC PhD - Wiltshire
Health Authority and AECC, England.

* Special Clinical Research Award: Chiropractic Management of Primary
Dysmenorrhoea: Bridget Bromfield, MTech Chiro - Technikon Natal, South
Affica.

* WFC Assembly. New national associations admitted as WEC members
were from Egypt (10 DCs), Honduras (2 DCs) and Turkey (2 DCs - both re-
cently established in Istanbul). The WFC now has 64 association/country
members.

Delegates representing 42 countries reported on the exciting growth of chiro-
practic worldwide. Chiropractic education is being developed in many coun-
tries - there is now a full government funded program at the University of
Odense, Denmark; and university-based programs commence this September
at the University of Surrey, England and next year at Feevale University,
Brazil and Hanseo University, Korea.

There is particularly rapid growth in Asia where new colleges are also being
considered in China, the Philippines and Taiwan. During the Congress there
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was a meeting to establish an Asian Federation of Chiropractic to represent na-
tional associations in Asia on a similar basis to the European Chiropractors’
Union (ECU) in Europe.

New Trial of Chiropractic for Cervicogenic Headache

The original research presented in Tokyo that had greatest clinical and scientif-
ic interest is a new trial from Denmark confirming the effectiveness of chiro-
practic manipulation for patients with cervicogenic headache (CH).

The trial, to be published in JMPT soon, is from Niels Nilsson DC MD,
Henrik Wulff Christensen DC MD and Jan Hartvigsen DC from the University
of Odense, and Dr. Nilsson reported:

Purpose: To study whether the isolated intervention of high-speed, low-ampli-
tude spinal manipulation of the cervical spine has any effect on cervicogenic
headache. Design: Prospective randomized controlled trial with a blinded ob-
server. Setring: Ambulatory outpatient facility in an independent research inst-
tution.

FParticipants: 53 subjects suffering from frequent headaches who fulfilled the
IHS criteria for cervicogenic headache (excluding radiological criteria). These
subjects were recruited from 450 headache sufferers who responded to news-
paper advertisements,

Intervention: After randomization 28 of the group received high-velocity, low-
amplitude cervical manipulation twice a week for 3 weeks. The remaining 25
received low-level laser in the upper cervical region and deep friction massage
(including trigger points) in the lower cervical/upper thoracic region, also
twice a week for 3 weeks.

Main outcome measures: The change from week 1 to week 5 in analgesics use
per day, in headache intensity per episode and in number of headache hours
per day, as registered in a headache diary.

Results: The use of analgesics decreased by 36% in the manipulation group,
but was unchanged in the soft tissue group; this difference was statistically sig-
nificant (p = 0.04, chi-square for trend). The number of headache hours per
day decreased by 69% in the manipulation group, compared to 37% in the soft
tissue group; this was significant at p = 0.03 (Mann-Whitney). Finally,
headache intensity per episode decreased by 36% in the manipulation group,
compared to 17% in the soft tissue group; this was significant at p = 0.04
(Mann-Whitney).

Conclusion. Chiropractic manipulation has a significant positive effect in
cases of cervicogenic headache.

Shoulders and Manipulation

Comparison of Physiotherapy, Manipulation, and Corticosteroid Injection for
Treating Shoulder Complaints in General Practice: Randomised, Single Blind
Study, Winters JC, Sobel JS et al (1997) Br Med J 1997: 314:1320-1325.

This new trial from the Netherlands compared the effectiveness of manipula-
tion (cervical and thoracic spine and ribs), physiotherapy (exercise, massage
and modalities), and corticosteroid injections in the management of 172 gener-
al practice patients with shoulder complaints. It is noted:

* Shoulder complaints were defined as “pain localised in the region of the
deltoid muscle, acromiolavicular joint, superior part of the trapezoid muscle,
and scapula. Radiation of the pain in the arm could be present, and ... the
range of movement of the upper arm or shoulder girdle could be limited.”

* Patients with specific theumatic disorders, acute severe trauma (fracture,
dislocation, etc.) and herniated cervical disc were excluded.

* The patients included were then divided into two groups: The synovial group
comprised patients “with pain or limited movement in one or several directions
of the glenohumeral joint ... and complaints originating from disorders of the
subacromial structures, the acromioclavicular joint, the glenohumeral joint, or
combinations of these (the synovial structures). The shoulder girdle group con-
sisted of patients for whom the pain was assessed as “originating from function-
al disorders of the cervical spine, upper thoracic spine or the upper ribs (the
shoulder girdle).”

* For the shoulder girdle group of patients, who received either manipulation
or physiotherapy, manipulation was significantly superior and the investigators
pronounce it the preferred treatment. For the synovial group of patients corti-
costeroid injections were superior to both manipulation and physiotherapy, and
thus recommended as the preferred treatment.
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