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THE THREE PATHS TO GROWTH AND SUCCESS - 
RESEARCH, POLITICS AND PROFESSIONAL STANDARDS

RESEARCHERS AT THE DEPART-
 ment of Health Care Policy, Har-

vard Medical School, have just reported 
striking new data on the success of chi-
ropractic management of patients with 
neck and back pain in the United States.1

This is a further subset of information 
from Eisenberg et al.’s comprehensive 
national survey of the use of comple-
mentary health care (CHC) in the US in 
1997. 2 With respect to adults reporting 
back and neck pain problems over the 
past 12 months, the new study provides 
these dramatic findings:

a) Just 12% of these adults consulted a 
medical doctor (“conventional provider”) 
alone. Another 25% consulted an MD 
but also a CHC provider. Sometimes 
this will have been on referral from the 
family physician, sometimes because of 
dissatisfaction with medical care given 
other findings mentioned below. The fig-
ures for those alternatives are not given.

b) 54% consulted a CHC provider, either 
alone (29%) or together with a medi-
cal doctor (25%). The most commonly 
chosen CHC provider was a chiropractor 
(20%), with next most popular choices 
being massage therapy (14%) and relax-
ation techniques (12%).

c) 34% consulted no one – many, pre-
sumably, because their complaint was of 
a minor nature. The 2055 participants in 
this random survey were not asked about 
the duration of pain.

d) The above figures mean that, despite 
widespread problems of access to chi-
ropractic services under managed care, 
33% (1 in 3) of patients with neck and/or 
back pain who sought professional help 
chose or were referred for chiropractic 
care. Why?

e) Consistent with past studies, because 
there was a much higher satisfaction rate 
with chiropractic care – 61% of patients 
(approximately 2 in 3) rated chiropractic 

treatment “very helpful”, whereas only 
27% (approximately 1 in 4) gave this rat-
ing for medical care.

Wolsko, Eisenberg et al., senior research-
ers from one of the most respected policy 
research centers in the US, make these 
pointed observations:

• Back pain is experienced by 15-30% 
of adults annually and is “the second 
leading symptomatic cause of physician 
visits in the United States.” Neck pain 
affects up to two-thirds of adults at some 
point in their lives, and together these 
pain syndromes have “great impact on 
society.” Nothing new there. It is well-
established that back pain is the leading 
cause of disability of work-aged adults. 

• “We found that back pain and neck pain 
were most commonly treated with com-
plementary therapies alone or a combina-
tion of complementary and conventional 
medicine, whereas use of conventional 
medicine alone was an infrequent mode 
of care”. (Emphasis added)

• “Our data on helpfulness (of CHC) 
support the need for randomized trials of 
promising complementary therapies.”

In other words, there is such widespread 
patient use of chiropractic services and 
other CHC for these highly prevalent and 
disabling conditions, and such patient 
satisfaction, that there is now a public 
policy requirement that governments and 
their research agencies fund and sup-
port chiropractic research. Frankly, in 
a dispassionate and fair world, Wolsko, 
Eisenberg et al. should have gone much 
further and, certainly with respect to 
chiropractic, acknowledged substantial 
existing research supporting its effective-
ness for back and neck pain. They should 
have openly recommended much greater 
integration and use of chiropractic ser-
vices now.

2. That observation leads to the core 
topic of this issue of the Report, which 

PROFESSIONAL NOTES

The Case for Cervical Adjustment

The superb cervical spine program, at 
a time when the safety of chiroprac-
tic adjustment is under unprecedented 
attack, is being credited for heavy early 
registrations for the World Federation 
of Chiropractic’s International Congress 
to be held at the Hilton Hotel, Disney 
World, Orlando, May 1-3, 2003. 

There are many leading experts provid-
ing lectures and technique workshops but 
particular highlights will be:

• A 21⁄2-hour plenary session sponsored 
by NCMIC Insurance and reporting on 
the Lewis Inquest, the Toronto Coroner’s 
court case still in progress after 11 
months and producing international 
media debate on the safety of chiro-
practic neck manipulation. A number of 
attorneys and expert witnesses associated 
with the inquest will be present for this 
session. 

These include the Coroner’s principal 
expert witness Dr. Scott Haldeman and 
the biomechanics expert Prof. Walter 
Herzog – whose recently published 
research reports that no form of adjust-
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action on three major fronts – research, 
corporate politics and individual profes-
sional standards – and each of these is 
now discussed.

B. RESEARCH

2. There is broad agreement amongst 
analysts and stakeholders in national 
health care systems globally that future 
health policy and funding decisions will 
be governed by data, much more so than 
in the past. Funding will increasingly be 
“evidence-based”. 

As explained in the 1998 Institute for 
Alternative Futures expert report in the 
US, commissioned by NCMIC Insurance 
and titled The Future of Chiropractic: 
Optimizing Health Gains,6 traditional 
research performed from a professional 
perspective with a dominant spirit of 
scientific inquiry is being replaced by 
scientific research from a perspective 
of public policy and interest. This new 
research evaluates health care as services 
in a marketplace. Future success for all 
health professionals will be ruled by 
quality data on results of care, key results 
being effectiveness, cost-effectiveness 
and patient satisfaction

To illustrate this point, take the field of 
exercises to prevent or manage back 
pain. Until recent years research simply 
reported effectiveness, and if high-tech, 
intensive, rehab programs demonstrated 
reasonable effectiveness they were 
implemented and funded even if expen-
sive. Current research focuses on com-
parative effectiveness and cost. Therefore 
Larsen, Weidick and Leboeuf-Yde’s new 
Danish study involving 240 young mili-
tary conscripts:7

a) Assesses the effectiveness of a simple 
low-cost protocol for the prevention of 
back pain – a 40-minute back school 
class to educate and motivate, and then 
twice daily passive, prone extension 
exercises.

b) Reports not only that this exercise 
regime is effective, but that:

• The cost to prevent one conscript get-
ting back pain during 8-10 months of 
military duty was $7.00.

• The cost of prevention of one medical 
consultation was $8.00.

As can be seen this research is driven by 
economics as well as science.

4. How well is the chiropractic profes-
sion doing in this new era of pragmatic 
research for evidence-based practice? 

Generally very well, because it has a 
much stronger evidence base of cost-
effectiveness and patient satisfaction for 
prevalent conditions commonly seen 
in chiropractic practice – common or 
mechanical musculoskeletal pain and 
headache – than the medical profession 
does. However the score card is mixed 
and there is a constant need for new and 
better data. This need will be greatly 
helped, of course, by the final arrival of 
significant public funds for chiropractic 
research. But the profession itself must 
make an even stronger commitment to 
research, and must remain vigilant to 
root out bias and misrepresentation. In 
summary:

a) Back pain. Since the mid-1990s there 
has been strong evidence supporting the 
effectiveness, cost-effectiveness and high 
patient satisfaction rates of chiropractic 
management of the most common forms 
of acute and chronic back pain.3,8,9 The 
profession owes a huge debt of gratitude 
to Dr. Alan Breen and the British Chiro-
practic Association in their roles in the 

is an analysis of how to promote greater 
acceptance and utilization of chiropractic 
services, of how individual chiropractors 
and the profession as a whole must act if 
there is to be an appropriate increase in 
patient access to and use of chiropractic 
services in the months and years that lie 
ahead.

The sad, repeatedly demonstrated and 
inescapable fact is that health care sys-
tems are multibillion dollar enterprises 
governed primarily by interest groups 
seeking financial control, not by struc-
tures promoting the best interests of 
patients. Most researchers are influenced 
by that reality, some consciously and 
some not. All of this certainly applies to 
the field of back and neck pain.

Here is one example. In 1994 the US 
Agency for Health Care Policy and 
Research published government-spon-
sored, evidence-based multidisciplinary 
guidelines for the management of 
adults with acute low-back pain.3 These 
acknowledged that there was good sci-
entific evidence supporting the effective-
ness of skilled spinal manipulation for 
most patients with back pain, and on 
grounds of safety and effectiveness rec-
ommended early activity, spinal manipu-
lation and over-the-counter medications 
as first line treatment options. Many 
individual physicians listened and com-
menced referral of patients to chiroprac-
tors.

However, in a major publication on back 
pain for the public the following year 
the American Medical Association made 
no mention of chiropractic or spinal 
manipulation and simply recommended 
standard medical treatments.4 Medical 
opinion leaders such as Curtis and Carey 
have continued, plainly inappropriately, 
to describe spinal manpulation for back 
pain as “controversial”.5 In their new 
study, and notwithstanding the findings 
in favor of manipulation by 35 leading 
experts on the AHCPR panel, Wolsko, 
Eisenberg et al. make the scientifically 
unsupportable statement that “investiga-
tors agree that most episodes of back or 
neck pain are best treated with analgesics 
and self-care.”1

There is little point in trying to change 
human nature and the competitive reali-
ties and excesses of the health care mar-
ketplace. If this is so, what are the most 
effective and professional steps that indi-
vidual chiropractors and the profession 
can take to advance their case and the 
interests of their patients. There must be 
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historic trial by Meade et al.8 which was 
published in the British Medical Journal 
in 1990 and laid the foundation for this 
evidence.

b) Neck Pain. The evidence is not as 
strong as for back pain, but is growing 
and is as sound as the evidence of safety 
and effectiveness for any other treatment 
approach. 10-12 The new data from Wolsko, 
Eisenberg et al. reinforces the evidence 
of patient satisfaction. For US patients 
who had neck pain as well as back pain 
the gap between the satisfaction levels 
of chiropractic and medical patients was 
even higher than for back pain – 65% (2 
in 3) of chiropractic patients found their 
treatment “very helpful”, only 19% (1 in 
5) of medical patients. 

c) Headache. This field has produced 
the most compelling new evidence in the 
past 10 years – both as why chiropractic 
manipulation is effective (the anatomical 
basis and mechanisms of action) and to 
what degree. It is now appreciated that 
cervicogenic headache (CGH – headache 
arising from the cervical spine) is far 
more common than previously under-
stood – as common as migraine. There 
are randomized controlled trials sup-
porting the safety and effectiveness of 
chiropractic management of patients with 
CGH, migraine and tension-type head-
aches,14 and much of this has now been 
further documented in a recent system-
atic review by medical specialists at the 
Evidence-based Practice Center at Duke 
University.14 

d) Other Conditions. For many other 
conditions that may be managed success-
fully under chiropractic care, according 
to the more anecdotal evidence found in 
case reports and preliminary case series, 
stronger evidence is required. New levels 
of public funding and interprofessional 
cooperation now make this possible. This 
research will require careful design and 
selection of patients, given the chiroprac-
tic paradigm of care which focuses on 
the presence or absence of underlying 
neuromusculoskeletal functional lesions 
(subluxation) rather than the condition 
itself. A patient with asthma and sub-
luxation is materially different from one 
with asthma with no subluxation.

Chiropractors have often been criticized 
for the management of patients with con-
ditions apparently unrelated to the neuro-
musculoskeletal system. On one hand the 
profession has deserved some of this crit-
icism because of enthusiastic overclaim 
by some chiropractors. On the other hand 

many clinicians and researchers have 
made best efforts with the resources at 
hand and if the data from future research 
supports clinical experience the scope of 
chiropractic will increase significantly 
with much benefit to patients. Example 
areas are asthma and infantile colic, 
which is better described as irritable 
infant syndrome from a chiropractic 
perspective. First controlled trials have 
produced mixed results but indicate that 
subsets of patients have symptoms that 
are linked to spinal problems which may 
be corrected safely and effectively under 
chiropractic care.

As a further example take the condition 
of Meniere’s Disease, which is hearing 
loss, tinnitus and vertigo resulting from 
disease and distension of the labyrinth in 
the inner ear. Currently few family doc-
tors would refer a patient with Meniere’s 
Disease for chiropractic care. This is a 
disorder that seems to be remote from 
the neuromusculoskeletal system. How-
ever Australian chiropractors Corwin 
and Bryner have just produced a well-
documented case study of successful 
long-term chiropractic management 
that changed the life of a schoolteacher 
severely disabled by Meniere’s Disease 
following an automobile accident.15

When Mrs. AB consulted a chiroprac-
tor, having been diagnosed medically as 
suffering from Meniere’s Disease and 
having had medical and other specialist 
care from 10 health professionals over 
approximately three years, her severe 
symptoms of otalgia (earache), tinnitus 
and dizziness were dominating her life. 
She was unable to perform many house-
hold chores, to participate in sports and 
social life, and was retraining in sign lan-
guage to teach hearing-impaired students 
because she couldn’t handle the noise of 
regular teaching.

On a chiropractic diagnosis of “right 
anterior ‘into the angles’ upper cervi-
cal subluxation” she was treated with a 
modified Pettibon adjusting device to 
align the atlas vertebra to surrounding 
tissues, and given advice and a neck 
support. After her first adjustment she 
experienced no tinnitus or earache for 
four days. Over the ensuing 7 years she 
had remissions, but they were progres-
sively less severe and responded rapidly 
to chiropractic treatment. Throughout 
she continued teaching. She also discon-
tinued her diuretic medication, resumed 
her household chores and social life, and 

studied successfully for a master’s degree 
in education.

Until now there has not been the capacity 
to perform controlled trials with respect 
to patients such as this. In future they 
must be undertaken.

e) Childhood Disorders. From some 
quarters there are criticisms of chi-
ropractic management of infants and 
children. Some of this is uninformed, 
some justified because of overclaim by 
some members of the profession. The 
only compelling answer to criticism 
will be research data. In this connection 
Hayden, Mior and Verhoef have just pro-
duced the first prospective cohort study 
of chiropractic management of children 
and adolescents (ages 4 to 18) with low-
back pain.16 Almost 90% of the 54 cases 
involved acute, mechanical low-back 
pain, and there were favorable results 
(“clinically important” improvement for 
most patients on a pediatric visual ana-
logue scale (62%) and subjective patient 
assessment (87%) with no side effects 
or complications. For an authoritative 
recent overview of chiropractic research 
relating to various childhood disorders, 
including asthma and otitis media, see 
the Foundation for Chiropractic Educa-
tion and Research’s recent publication 
Infant and Child Chiropractic Care: An 
Assessment of the Research, authored 
by FCER’s Director of Education 
and Research, Anthony Rosner, PhD 
(www.FCER.org) 

f) Prevention. The Institute for Alterna-
tive Futures’ report already mentioned 
notes that an estimated 14-35% of chiro-
practic visits in the US are for wellness/
preventive care, but that there is as yet 
no good data on effectiveness. The IHF 
warns that, even there is more public 
demand for preventive care, the role of 
chiropractors will be decreased unless 
they have the right supportive data. In the 
future the public will be faced with many 
more physicians and nurses, nutrition-
ists, homeopaths, massage therapists, 
etc. offering preventive care and it is the 
professions who develop good outcomes 
data who will prosper.

C. POLITICS

5. Politics here means formation of an 
effective political voice by means of pro-
fessional associations that can advance 
the interests of members through col-
lective strength, negotiating with third 

continued on page 6



PAGE 4 PAGE 5

The Case for Cervical Adjustment

continued from page 1

THE CHIROPRACTIC WORLD

ment can generate sufficient force to damage a vertebral artery 
under normal circumstances.

• Lectures and then a joint workshop by Dr. Heiner Biedemann, 
a Belgian manual medicine specialist, and Dr. Joan Fallon, a 
US chiropractor, on upper cervical manipulation for infants and 
children.

• Lectures and workshops on state-of-the-art chiropractic man-
agement of acute and chronic neck pain by Dr. Arthur Croft and 
Dr. Craig Liebenson.

• Dr. Haldeman’s review of the comparative safety and effec-
tiveness of various chiropractic and medical treatments for the 
cervical spine.

Sports chiropractic is the second major theme for the WFC’s 
Orlando meeting, the first WFC Congress held in the US since 
Washington, DC in 1995. 

The Congress has been approved for 20 CE credits in all US 
states except Oklahoma and Ohio. For all details concern-
ing the program and registration visit www.chiroweb.com/
wforlando2003 or contact the WFC at 416-484-9978, fax 416-
484-9665.

RESEARCH HIGHLIGHTS

UK – Skill Levels in Manipulation. A new study from McCar-
thy, Prudden and Byfield at the Welsh Institute of Chiropractic, 
University of Glamorgan, UK, published in the European Jour-
nal of Chiropractic, is of scientific, clinical and policy impor-
tance. It finds significant differences in skill levels in chiroprac-
tors who have been practising for 6-10 years as opposed to those 
who have been practising for only 2-5 years. This strongly sug-
gests that other practitioners with much more limited education 
in manipulation then only part-time practice, cannot provide 
satisfactory skill and care. Relevant details are:

a) At British Chiropractic Association conferences in October 
1999 and April 2000, 24 chiropractors with differing levels of 
experience in full-time practice were tested – groups in prac-
tice for 2-5 years (Number=6), 6-10 years (N=13), 11-14 years 
(N=5) and 22-24 years (N=4). Each practitioner performed three 
vertical thrusts to an isolated lumbar spinous process mounted 
on top of a push rod system in a mechanical device described 
and illustrated in the paper. The two most similar thrusts were 
taken as representative of that individual’s thrust profile and 
averaged. The following parameters were recorded on a force-
time trace and analyzed by computer:

i) Rise time. The time taken to achieve peak force.

ii) Fall time. The time taken for the force reading to fall from 
peak to a minimum. (Addition of the rise and fall times gives 
the duration time of the procedure.)

iii) Rise rate. The rate of change of force application, corre-
sponding to the gradient of the trace representing force applica-
tion.

There is no absolute definition of what represents skill in adjust-

ment or manipulation generally, but this and other chiropractic 
studies cited below, identify rise time, fall time and rise rate of 
the thrust as valid key components.

b) Results were that, after statistical analysis, there was “a sig-
nificant difference for all parameters analyzed between the least 
experienced and medium experienced groups” – i.e. those with 
2-5 years experience and those with 6-10 years. 

c) McCarthy et al. then review the results of these earlier stud-
ies: 

• Triano et al. have found significant differences between a nov-
ice chiropractor and an expert chiropractor performing in vivo 
lumbosacral manipulation. Biomechanical parameters measured 
there were peak loads, duration of impulse, loading and rise 
rate.

• Schultheir et al. also found significant differences in skill lev-
els between novice and experienced toggle recoil practitioners 
measuring force time variables equivalent to those in the present 
study.

• Cohen et al. did not find significant differences. There was a 
trend towards increased speed and decreased time parameters 
for experienced chiropractors, but this did not reach statistical 
significance. However their “experienced” chiropractors had 
only three or more years experience and were not actually using 
the technique assessed in that study.

Accordingly, McCarthy et al.’s new study fleshes out a body 
of evidence confirming that even after extended psychomo-
tor training for manipulation, as in a chiropractic education, 
extensive fulltime clinical experience is necessary to attain high 
levels of skill. (McCarthy PW, Prudden M, Byfield D (2002) An 
Investigation of the Manipulative Parameters of Postgraduate 
Chiropractors, Europ J Chiro 50:15-25.)

2. UK – Cervical Spine Degeneration not Linked to Pain and 
Disability. A new study of 180 consecutive neck pain patients 
who attended the Anglo-European College of Chiropractic 
(AECC) outpatient clinic in Bournemouth, England and were 
referred for cervical spine radiographs has considerable medico-
legal importance in reporting is for patients with neck pain that:

a) There is no difference in reported pain and disability levels 
between those with and without evidence of cervical spine 
degeneration, indicating that the presence of degenerative 
changes shouldn’t be blamed for symptoms in litigation involv-
ing auto accident victims.

b) “Impending litigation is not the reason that these trauma 
patients reported significantly more pain and disability . . . the 
symptoms were real and most likely related to the soft-tissue 
holding elements of the cervical spine.”

Peterson, Bolton et al. reference and discuss the quite substan-
tial previous body of research in this area. It is often conflicting 
but, overall, “the link between spinal degeneration and patient 
symptoms remains controversial”. It is even more controversial 
after this impressive study.

(Peterson C, Bolton J et al. (2003) A Cross-Sectional Study Cor-
relating Degeneration of the Cervical Spine with Disability and 
Pain in United Kingdom Patients, Spine 28(2):129-133.).
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from a CCE accredited college and validation of this by the 
University of Costa Rica. Presently there are approximately 30 
US-educated chiropractors practising in the country. 

3. Cuba. The UK-based organization Chiropractic Overseas 
Relief (CORe) reports a successful sixth year at the only estab-
lished chiropractic clinic in Cuba – on the Isle of Youth. Ser-
vices are provided by volunteers, and during 2002 15 volunteers 
came from Australia, Canada, France, Holland, New Zealand 
and the UK, typically for between 2-4 weeks each.

The first goal of the CORe project has been to provide chiro-
practic care for the local population, and its clinic is now an 
established part of the local health care community. The long-
term goal is to provide a basis for the development of a chiro-
practic profession in Cuba. Many chiropractic volunteers return 
for further service, but new volunteers are also required. For 
information visit www.chiropracticoverseas.org.

NEWS AND VIEWS

3. US – LBP Manipulation and Factors Predicting Success. 
A recently published Texas study of physical therapy manipu-
lation for a population of 71 patients with low-back pain is of 
interest in two respects:

a) There is a comprehensive list and assessment of diagnostic 
tests for sacroiliac dysfunction – position tests (assessing struc-
tural symmetry), provocation tests (to reproduce symptoms) and 
mobility tests (assessing symmetry of pelvic motion). Gillet’s 
Test was the only mobility test that demonstrated acceptable 
reliability in this study. Overall, provocation tests were more 
reliable than symmetry and motion tests. 

b) Efforts were made to find clinical predictors of success 
– helping to identify subgroups of patients with back pain more 
likely to respond to manipulation. The five reported were dura-
tion of symptoms less than 16 days; at least one hip with more 
than 35o of internal rotation; lumbar hypomobility; no symp-
toms below the knee; and a low rating on the work subscale of 
the Fear Avoidance Beliefs Questionnaire (FABQ). The FABQ 
assesses a patient’s beliefs about the influence of activity on 
low-back pain. It has one subscale related to general physical 
activity and a second related to work. A low score denotes low 
fear. (Flynn T, Fritz J et al. (2002) A Clinical Prediction Rule 
for Classifying Patients with Low Back Pain Who Demonstrate 
Short-Term Improvement with Spinal Manipulation, Spine, 
17(24):2835-2843.)

WORLD NOTES – LATIN AMERICA

1. Chile. Since 1998 a group of approximately 150 Chilean 
kinesiologists, who have a five year undergraduate university 
degree and were subsequently introduced to chiropractic by vis-
iting lecturers, have practised as chiropractors. Chile has no law 
regulating the practice of chiropractic, and such practice is legal. 
For the past three years, in a partnership brokered by the World 
Federation of Chiropractic, the Southern California University 
of Health Sciences (formerly Los Angeles College of Chiro-
practic), has worked with these kinesiologists/ chiropractors to 
provide a conversion degree course of chiropractic education, 
similar to those originally developed for Japan.

The professional group representing these Chilean profession-
als, the Chilean Corporation for the Study and Development 
of Chiropractic (CCHQ) has now been officially recognized 
by the Chilean government and it is anticipated by the CCHQ, 
SCUHS, and a Chilean university will be developing chiroprac-
tic education at an international level in Chile within the next 
few years.

Three other university programs of chiropractic education at 
the international level have been established in the Latin Ameri-
can region during the past five years - two in Brazil and one in 
Mexico. Latin American countries with legislation regulating 
the practice of chiropractic are Bolivia, Costa Rica, Mexico, 
Panama and Venezuela.

2. Costa Rica. This, with Panama, is one of the two countries in 
Central America with legislation to regulate the practice of chi-
ropractic. To obtain a licence a chiropractor must be a member 
of the Colegio, the regulatory body, and this requires a degree 
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Canadian Chiropractic Association

International Chiropractors' Association

Foundation for Chiropractic Education and 
Research
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du Sportive (FICS)

Approved for 20 hours of CE credits in all 
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Fax. 416-484-9665 (Attention: Gillian Sloane-Seale)
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rotation in their medical training on the same basis as all other 
departments in the hospital. 

Like colleagues at other military medical centers they are also 
now accompanied by chiropractic students completing their 
clinical training. At NNMC the students are from the New York 
Chiropractic College and have 4-5 months during which they 
do hospital rotations from 7.00 am to 12 noon (e.g. neurology, 
neurosurgery, orafacial pain, orthopedics, physical medicine and 
rehabilitation, rheumatology) and then provide supervised treat-
ment to patients during the afternoon. They see a wide range of 
pre and post-surgical patients with neuromusculoskeletal disor-
ders, and there is access to sophisticated imaging and referral 
for specialist opinions.

iii) The legislative decision to mandate chiropractic services 
within the military health care system was the platform for the 
ACA’s next successful lobby, resulting in last year’s decision by 
Congress to provide chiropractic services to veterans under the 
VA health care system. During the years that lie immediately 
ahead millions of patients will have first access and exposure to 
chiropractic services because of the DOD and VA legislation, 
and indirect effects of this integration of chiropractic into main-
stream federal health care services will be even more extensive.

a) HHS and Blue Cross/Blue Shield Lawsuits. These huge 
and complex lawsuits provide a second example of why the 
profession can only reach its true potential, and patients have 
appropriate access to chiropractic services, through collective 
action. In the past year alone legal costs have exceeded $2 mil-
lion.

The litigation against the US federal government’s Department 
of Health and Human Services (HHS) relates to chiropractic 
services under Medicare, the government-funded program 
for seniors. It alleges that health maintenance organizations 
(HMOs) with seniors enrolled in their plans have been using 
physical therapists, medical doctors and others to provide the 
chiropractic service “manual manipulation of the spine to cor-
rect a subluxation”, and have actively restricted access to chiro-
practic doctors. HHS has approved these illegalities, colluded in 
the denial of chiropractic services, and contravened the intent of 
Congress and the law.

The preliminary stages of the lawsuit have already brought 
substantial victories, including a ruling by HHS that physical 
therapists cannot deliver the chiropractic service, and evidence 
on discovery from HMOs that access to chiropractors by seniors 
enrolled in their plans is minimal and very significantly below 
the national average. The remaining fight, a large one, is about 
whether medical and osteopathic doctors can deliver this Medi-
care service.

The lawsuit against Blue Cross/Blue Shield, the behemoth of 
private health insurance in the US, is about alleged anti-trust 
violations through the systematic restriction of access to chi-
ropractic services and unfair levels of reimbursement. The suit 
was filed initially against Trigon in Virginia, the second largest 
Blues’ affiliate in the US, which boasted deep enough pockets 
to bankrupt and stop any legal action by the chiropractic profes-
sion. 

If the Blues had been at the ACA’s National Chiropractic Leg-
islative Conference in Washington DC at the beginning of this 
month, they would have seen that they now have a tiger by the 
tail, as the American Medical Association did in the famous 
Wilk Case in the 1970s-1980s. The lead attorney is once more 

parties, lobbying for legislation and resorting to litigation where 
necessary. It is only through mature and effective political 
structures that patient access can be enhanced and protected in 
contemporary health care systems. Whatever individual prac-
titioners may be able to do in their own practices, their future 
ultimately rests in the hands of higher forces. 

Despite some notable exceptions, chiropractic organizations 
have generally had limited impact and success until recent 
years. Difficulties have included divisions in the profession but 
also overall lack of numbers, corporate partners and resources. 
During the past decade organizations have grown larger and 
more ready to pool resources and influence, and this has led to 
significant breakthroughs into mainstream health care, thereby 
offering major new potential for growth of individual practices 
and the profession.

6. To illustrate these matters let us explore the major and 
unfolding impact of two developments in the US only made 
possible by the strength of the American Chiropractic Associa-
tion, the largest national chiropractic association in the world, 
and its strategic partnerships with the Association of Chiroprac-
tic Colleges (ACC), the International Chiropractors’ Association 
(ICA – a second national association in the US), the National 
Board of Chiropractic Examiners (NBCE) and the major cor-
porate supporters that now exist. These include for example the 
NCMIC Insurance Company which, with 33,000 malpractice 
insurance policyholders, has serious assets with which to assist 
the profession. The two developments are:

a) Chiropractic Services in the Military Health Care System. 
Until the fall of 1995 no chiropractic services were funded or 
available within the vast US military health care system admin-
istered by the Department of Defense (DOD). That year, after 
a major lobbying effort led by the ACA and ACC, Congress 
approved a three year demonstration project that placed chi-
ropractors in 13 major army, navy and air force base medical 
centers throughout the US. This pilot project produced data 
confirming the cost-effectiveness of chiropractic services and 
their successful integration with medical services, and led to the 
decision of Congress in 2000 to provide chiropractic services 
for the military on a comprehensive and permanent basis. What 
is important to understand is the magnitude of the benefits that 
flow from this beachhead. Accordingly:

i) Chiropractic services are now in the process of being estab-
lished in all communities in the US and worldwide where there 
are active US military personnel.

ii) The chiropractic clinics and units established are often the 
focus for clinical training for both medical and chiropractic 
students, and offer broad new opportunities and resources for 
research.

Therefore, for example, the two chiropractors stationed at the 
chiropractic clinic at the navy’s flagship hospital, the National 
Naval Medical Center (NNMC) at Bethesda, Maryland, are 
Palmer West graduates Dr. William Morgan (ex-navy) and Dr. 
Terry Kearney (ex-air force). Dr. Kearney also treats patients 
at each of the Navy Yard, Washington DC and Andrews Air 
Force Base, Maryland. Dr. Morgan, because of his affiliation 
with NNMC, the hospital that traditionally provides care for 
the President and many of the nation’s leaders, now also treats 
congressmen two days weekly at a chiropractic clinic located 
within the Capitol. Drs. Morgan and Kearney have a constant 
stream of medical residents visiting their chiropractic unit on 

Main Article continued from page 3
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ACA’s general counsel Mr. George McAndrews from Chicago, 
and following his address at the Conference a further $410,000 
was raised inside one hour, including $210,000 from NCMIC 
Insurance, $100,000 from the practice management firm 
Breakthrough Coaching, and further contributions of $70,000 
from state associations and $27,000 from Foot Levelers. Over 
1000 individuals are now on monthly givings averaging $100 
per month each, and that number is expected to double during 
this year. Over $500,000 has been raised from individuals and 
organizations through the Parker Seminars during the past 12 
months and the profession is unifying as never before. 

Will David beat Goliath? First skirmishes are already won. In 
Oklahoma, for example, the Blues’ affiliate quietly increased 
its reimbursement for a chiropractic treatment visit from $25 to 
$36 within 24 hours of the lawsuit against Trigon being filed.

7. There are similar stories of chiropractic corporate action in 
other countries. It was strong and consistent leadership in the 
Danish Chiropractors’ Association from the early 1980s that 
led to government-supported chiropractic education at the Uni-
versity of Southern Denmark, Odense in the 1990s and the now 
well-advanced integration of chiropractic services into the Dan-
ish health care system.

The simple point of these stories is that health care systems in 
developed countries are now subject to extremely strong and 
complex competitive forces, and chiropractors must create and 
support effective political structures if they are to protect and 
promote the ability of patients to choose and receive chiroprac-
tic care.

D. PROFESSIONAL STANDARDS

8. Any new enterprise must go the extra mile to win acceptance 
and, within health care, chiropractic remains a new enterprise. 
As such it continues to suffer disproportionate harm from the 
unprofessional acts of a few, much more for example than the 
professions of dentistry or medicine or engineering or law.

Leading accountants assisted gross fraud at Enron without a 
backlash against the profession as a whole. Insurance com-
panies report a similar percentage of health care fraud by the 
members of each health profession – 2-3% of providers – but 
the most prominent media story always seems to be about the 
chiropractic profession. Recently the Institute of Medicine 
reported 98,000 deaths from medical errors in US hospitals in 
one year with little public reaction, but one case of suspected 
stroke following chiropractic treatment provokes national head-
lines warning of danger.

9. There is no quick fix to this situation. Chiropractic, like other 
professions before it, must simply keep developing its standards 
of education and practice consistently until it achieves the criti-
cal level of acceptance, or “cultural authority” to use the techni-
cal term from sociology, at which the actions of a minority of 
chiropractors are not identified with the profession as a whole. 
And, in the meantime, regulatory boards must be willing to sus-
pend and cancel licences for those guilty of serious professional 
misconduct. Few things are more important.

10. The profession has taken major strides during the past gen-
eration. In many countries there is rapidly increasing integra-
tion of chiropractic and medical education and practice. At the 
ACA’s Legislative Conference this month Dr. William Dallas, 
President of Western States Chiropractic College (WSCC) in 
Portland, Oregon, explained that 10 years ago there was no 

communication between WSCC and the University of Oregon 
Medical School. Now they are working on collaborative 
research, funded by the US National Institutes of Health, to test 
and develop the most effective methods to provide medical stu-
dents with an introduction to chiropractic services during their 
training. The goal is to develop a curriculum on chiropractic 
and other complementary health care services that will then be 
implemented at all 126 US medical schools.

11. What must chiropractors do in their daily lives to prepare 
for and assist this integration and acceptance of chiropractic 
services, and the access to care that it will give to many more 
patients than currently receive chiropractic treatment? Key sum-
mary points seem to be:

a) Maintain Clinical Success. High levels of patient satisfac-
tion have been the foundation for the success of the profession, 
and chiropractors must continue to assure that the average 
patient visit leaves the patient well satisfied. All the data col-
lection and political action in the world will be of no avail if 
patient satisfaction and support is lost. 

b) Maintain a Consistent Brand. Chiropractors must remain 
faithful to the essence of their profession, providing a consistent 
brand and quality of chiropractic care wherever it is delivered. 
The road map for this has been provided by the Association 
of Chiropractic Colleges’ Paradigm of Chiropractic, adopted 
by the profession internationally at the World Federation of 
Chiropractic’s Paris Congress in 2001, together with WFC/ACC 
consensus statements on the philosophy of chiropractic (Fort 
Lauderdale, Florida 2000) and clinical practice (Sao Paulo, 
2002). Essential clinical elements include:

• Maintaining the distinctive chiropractic approach to diagnosis 
of neuromusculoskeletal dysfunction, including joint dysfunc-
tion or subluxation – featuring manual and visual assessment of 
ranges of motion throughout the full spine and skeletal system 
because of its interrelated function.

• In the words of the ACC Paradigm, treatment “to restore bio-
mechanical and neurological integrity,” with an emphasis on 
joint adjustment, other manual methods, exercise and advice. 
The personal, holistic and integrated nature of the chiropractic 
approach to patient management must not be lost as new meth-
ods of diagnosis and treatment and measurement of outcomes 
emerge.

c) Focus on time-limited outcomes-based care. As in den-
tistry there will always be a place for ongoing preventive care in 
chiropractic practice. However for the great majority of chiro-
practic patients, those seeking relief from musculoskeletal pain 
and headache, the course of chiropractic treatment must seem 
reasonable and necessary – to them, to their third party payers, 
and to medical doctors and others who have referred them or are 
jointly participating in their care. This means time-limited care 
with results or outcomes properly measured with validated and 
accepted outcome measures.

There is a public and medical perception that chiropractic 
treatment is endless. That is inconsistent with formal clinical 
guidelines adopted by the profession and the now substantial 
body of evidence of cost-effectiveness. It is inconsistent with 
the new national survey figures from Wolsko, Eisenberg et al.1 
which report an annual average for back and neck pain patients 
of 8.5 visits, which for example compares with 5.6 visits for 
massage therapy, 13.6 visits for energy healing and 17.4 visits 
for relaxation techniques. However, the perception is fueled by 
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and is consistent with some practices and practice management 
schemes that boast lifetime care, promote unreasonable fre-
quency of care, and press patients for large advance payments 
for future treatments. As has been the case in Australia recently, 
licensing boards need to deal aggressively with unprofessional 
behavior in these areas.

d) Improve communication skills. This is arguably the single 
greatest field in which chiropractors must make a quantum 
change. Educated in private colleges and practising in isolation 
from mainstream medical services, chiropractors have always 
communicated well with patients with their hands but poorly 
with the public in explanation of their profession. Many have 
made sweeping statements on scope of practice and effective-
ness that are not supported by evidence, and criticisms from the 
medical profession and others – unjust as these may often have 
been – have been answered with attitudes of defensiveness and 
aggression.

The chiropractic profession now finds itself in an era of accep-
tance increasingly dominated by public rather than professional 
interests. Patients want care, cooperation and mutual respect 
from their medical and chiropractic doctors. This demands 
significant changes in attitude and communication skills. Other 
health professionals must now be treated as colleagues rather 
than opponents, and communication must feature common ter-
minology and attitudes that promote mutual respect and coop-
eration.

As delegates to the ACA’s Legislative Conference were told this 
month by Dr. Dallas, a former ACA President, reviewing his 
career and the dramatic changes of recent years, “we’re on an 
entirely new page”. Chiropractors must understand this deeply 
and be willing and available partners in the health care team 

if they and their profession are to prosper as they might in the 
health care system of tomorrow.   TCR
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