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Professional Notes

Barrett and Jarvis Once More

Chiropractic: The Victim’s Perspective by George
Magner, Prometheus Books, Amherst, New York,
1995. The profession should be aware of this physical-
ly impressive hard cover book released for the
Christmas market in North America. It purports to be
by a dissatisfied patient from Georgia and recycles
some of the admittedly embarrassing material pro-
duced by extreme elements in the chiropractic profes-
sion over the years.

In fact the book is simply the latest ‘consumer’ attack
orchestrated by Stephen Barrett MD and William Jarvis
phD who have been behind most attacks on chiropractic
in the US and internationally since the 1970s. Itis
noted:

+ Jarvis, President, National Council Against Health
Fraud Inc., a grand-sounding but small front organiza-
tion founded by him and Barrett, reveals his true colors
in the introduction with the interesting assessment that
“chiropractic has still not made a single noteworthy
contribution to the scientific knowledge of health
care.” Slumber on Dr. Jarvis,

+ Barrett, a psychiatrist from Allentown,
Pennsylvania, is the key figure behind this book and its
editor. His writings on chiropractic in the 1970s were
submitted as evidence before a Commission of Inquiry
into Chiropractic in New Zealand in 1978 and dismissed
as “plainly propaganda”. The Commission concluded:

“Nothing he has written on chiropractic that we have
considered can be relied on as balanced.”

Even an unbalanced psychiatrist should know better,
And cease his tiresome vendetta.
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A. Introduction

1. The last 15 years have produced
explosive change and growth for the
chiropractic profession - in education, in
research and in practice. More text-
books and original research have been
published in the last 10 years than in the
previous history of the profession.
Keeping abreast of this has been a huge
challenge for the average clinician.

You have been invited to talk about
chiropractic on the radio or cable televi-
sion, to make a presentation to a service
club, to medical students, at rounds at a
local hospital, to HMO staff, or to a
meeting of insurance claim managers or
health department officials. You want to
write a short letter enclosing or referring
to the best evidence on the safety and
effectiveness of chiropractic manage-
ment of neck pain or headache. How?

It is no longer sufficient to talk about
spinal nerves being pinched at the inter-
vertebral foramen. Most audiences go to
sleep on general principles. This Report
gives a framework for presentations on
chiropractic and lists main issues and
best current evidence in support.

B. Where to Begin

2. In making a presentation on chiro-
practic, never assume that anyone is as
interested in the subject as a chiroprac-
tor. Remember you only have a few sec-
onds to capture and hold the attention of
most people. Acknowledge that your
audience will have preconceptions and
questions.

As a fundamental rule, you should speak
about what interests your listeners and
answers their questions, rather than what
interests you. If you are going to com-
municate well to a family physician or
insurance manager or lay person you
must think like each of them. They have

never seen the results in your clinic.
They do not see a changed approach to
life through the wonders of chiropractic.
They see a health care service in a mar-
ketplace and question whether it has any
value or relevance to them. To them you
are a sales person selling your product
and therefore presumed to be biased.
How convincing are you?

3. For these reasons abstract discussion
of principles (e.g. the role of the nervous
system and homeostasis) and complicat-
ed professional concepts (e.g. subluxa-
tion and the difference between adjust-
ment and manipulation), are not the
places to start. In the media or a lecture:

a) Start with “Let’s say you have back
pain or neck stiffness or headache and
came to my office. What would happen
to you?” (95% of people are immediate-
ly interested - they or someone close to
them has one of these problems. Fear of
the unknown has likely prevented them
from trying chiropractic care - they want
to know what happens when they walk
into your clinic and about your educa-
tion.)

b) Then explain diagnosis and assess-
ment in practical terms. This may
include comment on differential diagno-
sis to determine whether there is func-
tional pathology within the scope of chi-
ropractic practice or need to refer; then
comment on a specific neuromuscu-
loskeletal diagnosis - orthopedic and
neurologic tests as in medical practice,
imaging as necessary, and specialized
chiropractic analysis (assessing function
and reproducing pain through static and
motion palpaiion; the interrelationship of
pelvic balance and compensations
throughout the spine; the relationship
between sites of muscle and joint dys-
function and pain; referred pain; func-
tional pathology - the concepts of biome-
chanical lesions and their neurophysio-
logical effects.)

¢) Then discuss treatment - no drugs or
surgery but referral to the family physi-
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cian or a specialist when these are need-
ed; manual techniques to restore func-
tion including soft tissue techniques for
muscle, joint mobilization (slower tech-
niques similar to physical therapists) and
joint manipulation (quick, precise tech-
niques that most people identify with
chiropractic - called adjustments);
greater use of adjustment or manipula-
tion because it is more effective; patient
education, prescription of exercises,
physical therapy modalities, etc.

d) Then chiropractic education.

4. These are the things that people
want to hear about - training, clinical
skills, cooperation with other providers.
They give rise naturally to the questions
and issues dealt with below. If you are
in a media interview remember that your
time is up in no time. Therefore speak
in headlines only. In other oral presenta-
tions brevity is a virtue. Question time
is vital, and it is in answer to questions
that you expand into details.

Use practical demonstrations of palpa-
tion and adjustment wherever possible -
other than patients no one appreciates
the levels of specificity and skill in
chiropractic technique. Everyone has an
exaggerated impression of forces used
and ranges of movement.

C. Adjustment, Mobilization and
Manipulation

5. Until recently ‘spinal manipulation’
has been used loosely, often to refer to
all manual techniques used to treat mus-
cles or joints. Chiropractors have pre-
ferred to use their own professional term
‘adjustment’ because it signifies more
controlled, specific and skilled tech-
niques.

However there are some new realities.
Firstly medical manipulators are using
the term adjustment with growing fre-
quency.! Secondly the international
health science research of the past 10
years has drawn a new and clear distinc-
tion between joint mobilization and
manipulation. Thirdly the public clearly
identifies chiropractors with spinal
manipulation, and to talk about adjust-

ment as if it is different from manipula-
tion causes grave confusion. And this at
a time when it is particularly unhelpful,
a time when spinal manipulation has
new acceptance, others with inadequate
training claim to practise it, and there is
increased decision-making by lay per-
sons.

Excellent authorities to use in this area
are David Cassidy pc php, William
Kirkaldy-Willis Mmp and Haymo Thiel pc
in their chapter on manipulation in the
leading multidisciplinary text Managing
Low Back Pain.2 They, reflecting the
general consensus of leading researchers
and clinicians, accept that joint mobi-
lization and joint manipulation are dis-
tinct and different treatments as follows:

* Mobilization: slower (low-velocity)
techniques in which the joint remains
within its passive range of movement.
The treatment can be monitored and
resisted by the patient, who therefore has
final control.

= Manipulation: faster (high-velocity)
techniques that take the joint beyond the
passive range end barrier to what is
known as the ‘paraphysiological” space.
Range of movement is greater. Because
of the speed the patient does not have
control. Potential for harm in unskilled
hands is greater.

The importance of this distinction is
underlined by a growing body of
research showing that manipulation has
superior results to mobilization in reduc-
ing back pain,? reducing neck pain,* and
increasing range of movement in a
joint.*3 Many medical doctors and phys-
ical therapists who take short postgradu-
ate courses in manual therapy and claim
to practise manipulation actually practise
mobilization.

D. How Does Manipulation Work

What happens during joint manipulation
and how does it work? Cassidy, et al are
again good authorities, and say:

a) As the joint is taken beyond the nor-
mal range of movement the two surfaces
separate, and then take approximately 20
minutes to return to their former position

and pressure. The crack (cavitation) is
not from bones, but is the collapse of a
gas bubble (90% carbon dioxide) formed
by low pressure in the joint fluid as the
joint surfaces separate.

“The phenomenon of joint fluid cavita-
tion is central to the definition and effect
of manipulation.” The negative pressure
that normally helps to hold the cartilage
Jjoint surfaces together is temporarily
decreased allowing more freedom and
greater passive range of motion. “None
of this occurs with mobilization.”

b) Mechanisms. Exactly how this
helps a particular patient with back pain,
for example, is uncertain but there are a
number of well-described mechanical
and reflex effects of manipulation.
These include:

i)  Cavitation and increased range of
motion (mechanical) causing inhibition
of pain (reflex). Through Melzack and
Wall’s gate mechanism, the transmis-
sion of pain up the spinal cord can be in-
creased by lack of proprioceptive input
(sensory information on the movements
and positions of muscles) or reduced by
greater proprioceptive input.

The spinal facet joints are rich in
mechanoreceptors - the nerve endings
that give proprioceptive input through
large nerve fibers which compete for
central transmission with adjacent small-
er pain fibers.

Increased proprioceptive input from
increased joint motion reduces - closes
the gate on - pain transmission.

ii) Joint and muscle receptor stimula-
tion (mechanical) causing relaxation of
paraspinal muscles (reflex). Wyke and
others® have shown that stimulation of
the mechanoreceptors by stretching of
the joint has a reflex effect on muscles
over the joint, calming the muscle
excitability and spasms that are often a
part of low-back pain.

Breaking of joint adhesions (mechani-
cal). With chronic pain there is shorten-
ing of connective tissue, long-term
reduced joint mobility, and formation of
adhesions. Manipulation can stretch or
break these adhesions. This results in
continued on page 3
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increased motion which has the reflex effects noted above.

iv) Release of trapped joint inclusions (mechanical).
Impressive anatomical studies done by Lynton Giles dc PhD’ at
the Department of Anatomy and Human Biology, University
of Western Australia during the 1980s demonstrated tags of
fibrous and other tissue that had become trapped in lumbar
and cervical facet joints. Giles discusses how these may cause
irritation and traction in both the affected joints and adjacent
joints, leading to the reflex muscle spasm associated with
acute locked back or neck (torticollis). Manipulation can
release these joint tags or inclusions.

v) Stimulation of the autonomic nervous system (reflex)
through cavitation and increased range of motion ( mechani-
cal). The work of Korr and others® indicates that spinal
manipulation, through reflex effects on the autonomic nervous
system, influences the vasomotor tone (the calibre or diameter
of blood vessels and their function) of the neuromusculoskele-
tal tissues.

vi) Relief of chronic nerve compression and irritation by cor-
rection of abnormal joint mechanics. Kirkaldy-Willis and
Cassidy have reported good results with many back pain
patients with central or lateral stenosis (narrowing of the bony
canals that carry the central nervous system and nerve roots).?
Sophisticated recent anatomical research by Giles!0 has shown
that, while the entrance to the intervertebral foramen is quite
spacious for the exiting spinal nerve root, the “neural and
associated vascular structures within the important interpedic-
ular zone” - where there is minimal extra space - may well be
compromised by abnormal joint mechanics.

Some patients will have a combination of stenosis and
restricted joint motion. For many of them joint manipulation
will increase range of motion, thereby relieving chronic inter-
mittent nerve root compression and stretch, and causing reflex
effects that reduce pain and muscle dysfunction.

E. Objective Effects of an Adjustment

7. Critics once suggested that the benefits of joint manipula-
tion were merely placebo or non-specific effects. The chiro-
practic research of the 1980s laid that criticism to rest. Many
objective effects have now been demonstrated, including the
following. (Note that these are the proven immediate effects
of a single adjustment or chiropractic manipulation. Com-
ment on clinical trials for treatment of conditions appears
below.).

a) Effects on Sensory and Motor Function

i) Increased joint range of motion in all three planes, and
reduction of pain.11.12

ii) Increased skin pain tolerance level.1®
iii) Increased paraspinal muscle pressure pain tolerance. !4
iv) Reduced muscle electrical activity and tension.1s

With respect to skin pain tolerance, for example, Alan Terrett
pc raccs and Howard Vernon pc Fees(C) tested the hypothesis
that local pain tolerance would increase following a single
chiropractic adjustment.

« 50 subjects without spinal pain, but found by electrical stim-
ulus to the skin over the T1-T10 spinal segments to have identi-
fiable zones of increased pain, were admitted to the trial. All
were found to have movement restriction in an adjacent motion
segment and were told they would receive a manipulation.

o  Half, chosen randomly, were given one chiropractic
adjustment (direct thrust/pisiform contact/to hypomobile
aspect) at the level of increased pain. The other half received
a P/A joint springing maneuver as a control procedure, to
screen for any effect from simple laying on of hands.

«  Pain tolerance to repeat electrical stimulus was assessed
at 30 seconds, 2 minutes, 5 minutes and 10 minutes. The con-
trol group had unchanged pain tolerance/sensitivity. However
the group receiving an adjustment experienced a statistically
significant elevation of pain tolerance (140%).

o The researchers concluded that chiropractic adjustment,
as performed, increases skin pain tolerance levels. Their find-
ings suggested “an underlying sub-clinical facilitation of cuta-
neous sensory reflex pathways coupled with a biomechanical
fault in an adjacent motion segment’”.

b) Effects on Sympathetic Function

The sympathetic division of the autonomic nervous system
regulates visceral function, including vasomotor (blood circu-
lation) and sudomotor (sweat gland) activity. Various studies
and trials have demonstrated the immediate effect of a chiro-
practic adjustment or manipulation on sympathetic function
including:

i) Blood flow and distal skin temperature (fingertips).16
ii) Blood pressure.17.18

iii) Blood chemistry. Effects include increased secretion of
melatonin, 1 increased plasma beta endorphin levels,20 and
elevation of substance P and enhanced neutrophil respiratory
burst.2!

iv) Control of pupillary diameter.?2

Briggs pc and Boone php?2 studied the effects of chiropractic
adjustment on changes in pupillary diameter because this was
related to a relatively well-defined autonomic pathway and
was non-invasive.

15 subjects, chosen following screening by an optometrist,
were evaluated for four days pre-treatment to determine a base
line of pupillary diameter under controlled conditions, and to
establish those having cervical subluxation.

Prior to treatment subjects were dark-adapted for 15 minutes
to neutralize the predominant parasympathetic control of the
pupil present under normal light conditions. Pupillary diame-
ter (PD) was then measured from sophisticated photographic
studies.

Subjects with subluxation (8) were given a single adjustment
(toggle recoil or modified cervical break) at the compromised
level - C1, C2 or C5. Those without subluxation (7) formed a
control group and were given a sham adjustment comprising a
slight muscle massage to the upper cervical spine. There was
then repeat photographic procedures and measurement.

There were a number of interesting results. Firstly, in the 4-
day pre-treatment observation period those with subluxation
showed significant variations in PD day to day, whereas those
without subluxation did not. Secondly those without subluxa-
tion experienced no PD change following sham adjustment
whereas those in the treatment group showed clear changes.
However these were variable - following adjustment to C2
and C5 there was a sympathetic response (dilation), following
adjustment of C1 a parasympathetic response (constriction).

The investigators concluded that subluxation and adjustment

continued on page 4
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effect a response in PD mediated by the
autonomic nervous system. They sug-
gest that “the observed autonomic
responses seen in this investigation ...
may be reflections of neural summation
of segmental afferent and supra-spinal
descending fibers on sympathetic pre-
ganglionic neurons”.

F. What is an Appropriate Course
of Treatment?

8. Those unfamiliar with manual treat-
ment including joint manipulation, and
medical manipulators in the UK and
elsewhere influenced by the late Dr.
James Cyriax, often think manipulation
should work in 1 or 2 treatments, failing
which the patient should be referred.

It is therefore important to explain why
a continuing course of treatments is nec-
essary as in other physical modalities -
mentioning the effects of each treatment
(as in para 6 above), multiple lesions,
aggravations from ongoing daily activi-
ties, monitoring of patient compliance
with exercises and postural advice, etc.

The frequency and duration of treatment
as set forth in national, consensus,
literature-based chiropractic guidelines
in the US23 and Canada,?4 have now
been widely accepted as appropriate.
Key points are:

a) Acute Care. Explain that the RAND
Report?> and the recent US interdiscipli-
nary government-sponsored guideline
on Acute Low-back Problems in Adults?6
both recommend an initial course of
four weeks of manipulation for patients
with acute low-back pain. If there is
documented objective improvement, as
shown for example by improved scores
on patient questionnaires on pain (e.g.
VAS) and function (e.g. Oswestry,
Roland Morris, Neck Disability Index),
then chiropractic and multidisciplinary
guidelines agree that the course of treat-
ment may continue.

b) Long-Term Care. Explain the dif-
ference between supportive care (thera-
pautically necessary care for patients
who have reached maximum therapeutic
benefit but have failed to sustain benefit
on withdrawal of treatment) and preven-
tative/maintenance care (elective care to
treat functional pathology before pain
and disability develop.)

c) Algorithms. Use of diagrams or
algorithms is a most helpful way to
explain a course of care. Table 1 gives
an algorithm based on the US and
Canadian Guidelines for management of

patients with acute uncomplicated condi-
tions.

d) Pain/Function. Explaining the dif-
ference between manipulation for pain
and manipulation to restore lost function
(the cause of pain), which is more skil-
ful but provides much better results. The
best non-chiropractic explanation to
quote, because it provides independent
validation which is always more con-
vincing, is that by Lewit.27

G. Back Pain

9. Management of patients with
mechanical low-back pain should be the
single subject addressed most forcefully
and commonly by chiropractors
because:

a) Itisso prevalent - 80% of people
will be disabled by back pain during
their adult lives, and it is the third most
frequent reason (after respiratory disor-
ders and headache) that people consult a
health practitioner.

b) Itis so costly. The World Health
Organization describes disability from
low-back pain as an epidemic.28 In
North America by far the most common
work injury resulting in a workers’ com-
pensation claim is back strain/sprain
(30% of claims) and, because of the
huge cost of chronic cases, 50-60% of
workers’ compensation claims costs are
for back pain.29

c) Back pain patients represent the
majority of chiropractic practice.

d) There is such strong evidence
demonstrating that chiropractic manage-
ment is superior to any other - in terms
of effectiveness, cost-effectiveness,
safety and patient satisfaction.

10. Best evidence to use is:

a) Controlled trial. The British
Medical Research Council trial by
Meade et al, originally published in the
British Medical Journal in June 199030
with long-term follow up results pub-
lished in August 199531,

Reasons why this is the best evidence
include the fact that it was independent
and subsequently endorsed by the
British Medical Association,3? is well-
designed, large, compared chiropractic
practice with medical/physiotherapy
hospital out-patient practice as these
practices exist in the community,
showed excellent short and long-term
results for chiropractic patients, for
patients with both acute and chronic
pain, for patients with moderate or

severe pain, and the researchers express-
ly argued for greater use of and govern-
ment funding for chiropractic services
because of superior effectiveness and
cost-effectiveness.

b) General review. The government-
commissioned 1993 report from Canada
titled The Effectiveness and Cost-
Effectiveness of Chiropractic
Management of Low-Back Pain by
Professor Pran Manga et al, health econ-
omists from the University of Ottawa.
Manga et al looked at all the internation-
al evidence, from hard science to work-
ers’ compensation and other economic
data, and concluded:

“In our view, the constellation of the
evidence of:

* the effectiveness and cost-effective-
ness of chiropractic management of
low-back pain.

e the untested, questionable or harm-
ful nature of many current medical ther-
apies.

*  the economic efficiency of chiro-
practic care for low-back pain compared
with medical care.

»  the safety of chiropractic care.

» the higher satisfaction levels
expressed by patients of chiropractors

together offers an overwhelming case in
favour of much greater use of chiroprac-
tic services in the management of low-
back pain. There should be a shift in
policy to encourage and prefer chiro-
practic services for most patients with
low-back pain ...”

Manga Report to Ontario Ministry of
Health (August 1993)33

The Manga Report has an excellent
Executive Summary, well-referenced
chapters on each of effectiveness, cost-
effectiveness, safety and patient satisfac-
tion, and its independent findings have
been accepted as well-founded by the
government3 and multidisciplinary
observers.35

c) Guidelines. The December 1994
US26 and UK3¢ government-sponsored
multidisciplinary guidelines for manage-
ment of back pain. These review the
controlled trial evidence and recom-
mend only spinal manipulation and
over-the-counter drugs for most patients
with acute low-back pain. Patients
should be encouraged to remain active
and be given appropriate education on
posture and exercises, as typical in
chiropractic practice, and not be recom-
mended to rest or ‘wait and see’.
continued on page 5
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The US Guideline, currently the single
most important document anywhere on
management of acute low-back pain
(defined as a current episode of pain for
up to three months), has clear recommen-
dations against most traditional medical
and physical therapy treatments.

11. Cost-effectiveness. The workers’
compensation studies from the US and
Australia referenced and summarized in
the Manga Report show a trend of 50-
60% overall savings in treatment and
compensation costs when workers with

similar injuries are treated by chiroprac-
tors as opposed to medical doctors.
Given the vast cost of back pain these
savings are dramatic. This is particularly
so when combined with the evidence of
greater patient satisfaction.

Why is chiropractic management cost-
effective? The basic position is:

a) Over 80% of the cost of back pain to
society arises from the 5-10% of patients
who develop chronic back pain.3?

b) Thus the three major concerns in the

overall management of patients with
back pain are:

i) Efficient management of acute back
pain.

ii) Preventing acute pain patients from
developing chronic pain. (This is part
of 1), but preventing chronicity is so
important that it deserves mention as a
separate goal).

ii1) Effective management of chronic
problems.

continued on page 6

Table 1

Management Algorithm for Patients with Uncomplicated Acute Pain

Frequency of Care Based on Canadian and US Guidelines. Adapted from Hansen (1994) and Ontario Chiropractic Association (1995).

Patient suitable for
chiropractic treatment?

Initial course of manual therapy, 3-5
visits per week over 1-2 weeks
(A) g

Demonstrable improvement?

Emphasize active care components

i .

Decrease visit frequency, continue
treatment up to 8 wks based on results of
reassessments

Maximum clinical and func-
tional improvement reached?

|

Yes

Y :

Discharge or Elective Care

©) *

No ————®  Refer patient

Patient is insincere, or non
No compliant, or not suitable for
continued care? (B)

Yes — | Discharge or refer

No

Y

7

Onset greater than 8 days? Presence
of severe pain? 4 or more episodes?
Underlying structural change?

No

10

Initiate second course, 3-5 visits per week
for 2 weeks using a different approach.

v

112

L Demonstrable improvement? No

13

No ——— @

15 Discharge or refer

Complicating factors not No

previously considered?

Go 1o
Algorithm 2

Annotation A: Promotion of active care and the
prescription of exercises should be initiated as
soon as possible.

Annotation B: Patients may present with underlying
conditions that may not be managed by spinal manual
therapy or require psycholagical assessment.

Annotation C: Shift to active care and dissuasion of
pain behaviour.
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c) The evidence shows that chiropractic is effective in all
three areas. This is because it is based upon early aggressive
intervention aimed at resolving largely mechanical problems
with what is now known to be the most effective mechanical
treatment. And this is in a context of education and earliest
possible return to activities of daily living. Potential problems
of illness behaviour and psychological overlay, which develop -
with more passive approaches to management, are avoided.

d) Early aggressive intervention, which involves more visits
and more patient education and motivation, may cost more in
short-term practitioner costs over the first 1-3 months.
However it produces huge overall savings through less recur-
rences and disability, and fewer other costs (e.g. surgeries, hos-
pital costs, specialist referrals, medications, etc).

Any study that looks just at short-term results and cost with
acute patients, as in the new study from North Carolina dis-
cussed below, is of marginal relevance. It fails to deal with
over 80% of the cost and the global problem.

12. North Carolina Study. Timothy Carey mMp mpH and col-
leagues from the North Carolina Back Pain Project, affiliated
with the University of North Carolina, Chapel Hill, and funded
by the US AHCPR, have just published a regional survey sug-
gesting that chiropractic care for back pain patients may not be
cost-effective.3® This was published in the New England
Journal of Medicine and rapidly picked up by the general
media. It is one in a series of continuing studies. Therefore it
is addressed in some detail:

a) 208 health care practitioners providing primary care for
patients with low-back pain in North Carolina were randomly
selected from six groups - urban primary care physicians (n =
32), rural primary care physicians (n = 48), urban chiropractors
(n = 32) rural chiropractors (n = 32), orthopedic surgeons (n =
29) and primary care providers at a health maintenance organi-
zation or HMO (n = 28).

b) A total of 1555 consecutive patients who saw these
providers between June 1992 and March 1993 were surveyed
by telephone for up to 24 weeks to assess functional status,
work status, use of health care services and satisfaction with
care.

c) Significantly these were patients with acute low-back pain -
less than 10 weeks of back pain and no previous care for the
pain. In fact approximately 65% of all patients had experi-
enced pain for less than two weeks.

d) Results of the study were:

1) “The times to functional recovery, return to work, and
complete recovery from low-back pain were similar among
patients seen for all six groups of practitioners”.

ii) “Satisfaction was greatest among the patients who went to
the chiropractors.”

iii) Median costs per episode of low-back pain, from lowest to
highest, were urban primary care MD ($169), HMO provider
($184), rural primary care MD ($214), rural chiropractor
($348), orthopedist ($383) and urban chiropractor ($545).

The higher cost for chiropractic care reflects a larger number of
Visits - patients saw urban chiropractors (average of 15.0 visits)
and rural chiropractors (10.1) more frequently than orthope-
dists (5.5) urban (4.4) and rural (4.6) primary MDs and HMO
providers (3.1).

e) The researchers conclude that their study “has implications

for health care policy” because the cost of acute back pain is
substantial.

13. There are several compelling reasons why this study is
seriously flawed and deserves much less significance than it
has already been given including:

a) The basic design is suspect in several respects. Most
importantly, as the authors admit, there were no proper controls
for matching severity of condition - to see that populations of
patients who saw each type of provider were similar. For
example only 15% of HMO patients had sciatica whereas
almost twice as many urban chiropractic patients (28%) had
this complicating condition. There is nothing on comparative
severity of pain.

b) This is not a controlled trial, and is only one regional sur-
vey that is inconsistent with a large body of evidence. The lit-
erature shows that cost of care can be heavily influenced by
local reimbursement laws and conditions. Even if the design
was strong and the results were valid in North Carolina, they
would have little external validity outside the state.

c) This study is misleading because it only looks at early
treatment of patients with acute back pain. The costs given do
not look at overall costs for these patients. To understand the
importance of this, note that 31% of the patients reported con-
tinuing low-grade disability at six months. This fact, which
may have been the most significant from the whole study, is
not even analysed - there is no report on who treated these
patients, their long-term results, frequency of reoccurrences,
etc.

d) Finally there is evidence of a political agenda which would
make this research highly biased and suspect. In a May 1994
proposal to AHCPR for funds for continuing research on back
pain which will use medical physicians to provide spinal
manipulation, Carey et al acknowledge that, “even if immedi-
ate chiropractic referral is an effective strategy in the treatment
of low-back pain, it is unlikely to become a dominant strategy
because of the reluctance of primary care MDs to refer out to
other providers such a common problem as acute low-back
pain.” 3% The grant application explicitly acknowledges turf
protection. It is made on the basis of reduced medical referrals
to chiropractors, and adoption of the practice of spinal manipu-
lation by MDs with manifestly inadequate training and far less
skill and competence than chiropractors.

H. Neck Pain

Best evidence to use is the May 1995 Quebec Task Force
Report Redefining Whiplash and its Management3© which is an
evidence-based guideline on management from an international
interdisciplinary panel. The chiropractic member was David
Cassidy pcphp.  Details of the Quebec Report are discussed in

i the July 1995 issue of The Chiropractic Report. Main issues to

discuss on management of neck pain are:

a) The same principles apply as in the management of back
pain. The Quebec Report supports the safety and effectiveness
of cervical manipulation and makes management recommenda-
tions similar to the US and UK Guidelines on back pain.

b) It should be acknowledged that there is less controlled trial
evidence for any treatments for non-specific mechanical neck
pain than for back pain. However there are trials showing the
effectiveness of joint manipulation, and one by Cassidy, Lopes
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et all2 shows that manipulation has better
immediate effects than mobilisation in
terms of increased ranges of joint
motion.

¢) You may be asked questions on safe-
ty. Points to be made are that the occur-
rence of vertebral artery injury which
may lead to stroke is appreciated and
thoroughly dealt with in the chiropractic
literature; that the risk is extremely rare
(about 2 per million or .0002%), and that
those in the medical profession who have
considered the risk/ benefit ratio of cervi-
cal manipulation find it entirely accept-
able - e.g. the Quebec Task Force, and
Charles Godfrey mp, Professor Emeritus
in Physical Medicine and Rehabilitation,
University of Toronto, giving evidence in
the recent Canadian case involving med-
ical manipulation of Leung v Campbell 4!

I. Headache

15. Cervicogenic Headache. Much
headache arising from the cervical spine
continues to be diagnosed as tension
headache or migraine headache. Medical
leaders acknowledge that there is still
grave confusion in the diagnosis of
headaches, and it was only in 1988 that
the International Headache Society rec-
ognized cervicogenic headache as a dis-
tinct entity.*2

16. Prevalence. The recent study from
Niels Nilsson pc mp phD, Faculties of
Medicine and Biomechanics, University
of Odense, Denmark, published in Spine
reports that 8% of headache sufferers in
the general population have cervicogenic
headache - making it as common as
migraine.43

17. Management. Details of chiro-
practic management, and the research in
support, are given in the May 1995 issue
of this Report. Note the new US trial by
Patrick Boline pc and Kassem Kassak phD
showing chiropractic management to be
more effective than standard medical
management for patients diagnosed med-
ically as having tension headaches.#

J.  Other Conditions

18. Chiropractors treat neuromuscu-
loskeletal functional pathology which
they have traditionally called subluxa-
tion, rather than conditions. Patients
with many conditions respond. The pro-
fession’s effort to explain these matters
outside the practice environment have
not only been unsuccessful but consis-

tently misunderstood and harmful to the
profession’s acceptance. Other than in
exceptional circumstances, where there is
adequate time and demonstrated interest,
chiropractors should talk about muscu-
loskeletal pain conditions and headache.
Chiropractic management of headache
remains controversial enough to people
outside the profession.

A good illustration of this is the survey
by Jennifer Jamison mp php, Professor of
Diagnostic Sciences, Department of
Chiropractic, RMIT University,
Melbourne in JMPT titled Chiropractic
Referral: The Views of a Group of
Conventional Medical Practitioners with
an Interest in Unconventional
Therapies.#> In a survey of 820
Australian MDs with an interest in alter-
native nutritional interventions, those
who referred patients to chiropractors
sometimes (at least once each month) or
regularly (at least weekly) fully acknowl-
edged “the usefulness of chiropractic
management for musculoskeletal com-
plaints” but even from these referring
MDs “the role of chiropractic care in the
management of visceral disorders
received scant support.”

K. Education and Literature

19. Education. There are still wide
misconceptions about the length and
quality of chiropractic education and the
importance of dealing with these cannot
be over-emphasized. Emphasis should
be given to the independent medical and
government studies that find that basic
and clinical sciences are taught at the
same level as in medical school, and sec-
ondly to the elements distinctive to chiro-
practic education - applied biomechanics,
applied neurology, manual sciences, and
clinical training. For details see the July
1994 issue of The Chiropractic Report.

20. Literature. A picture is worth a
thousand words. What this means in this
context is that, when you are speaking on
chiropractic, you should have impressive
samples of chiropractic literature with
you. Some of the best are:

a) Technique. Chiropractic
Technique: Principles and Procedures
by Bergmann TF (Northwestern),
Peterson DH (Western States) and
Lawrence DL (National), Churchill
Livingston, New York 1993, 803 pages.
This is extremely impressive. Itis
unquestionably the best text on manual
technique by anyone anywhere. It illus-
trates vividly why joint manipulation is a

complex and sophisticated matter, and
why short-term or part-time postgraduate
courses are an inadequate and unaccept-
able basis for practice.

b)  General Principles. Principles and
Practice of Chiropractic ed. by
Haldeman S, Appleton and Lange,
Norwalk, CT, 1992. Comprehensive,
impressive and notable for its contribu-
tions from leading chiropractic and med-
ical authors from North America,
Europe, Australia and Japan.

c) Back Pain. Managing Low-Back
Pain, by Kirkaldy-Willis WH (orthope-
dic surgeon) and Burton CV (neurosur-
geon), Churchill Livingston, New York,
3rd edition 1992. A multidisciplinary
text with an excellent chapter on spinal
manipulation, written appropriately by
chiropractors. The text describes a
whole approach to management of back
pain that gives a primary role to chiro-
practic management, including the con-
servative management of back pain
patients where there is frank pathology
such as disc herniation or spinal stenosis.

d)  Scientific Periodicals. A recent
issue of the Journal of Manipulative and
Physiological Therapeutics (JMPT) ed.
by Dana Lawrence pc, Williams and
Wilkins, Baltimore, MD. Many chiro-
practors may not have seen a copy of
JMPT since it changed its artwork in
January 1995. In appearance and sub-
stance this journal illustrates the maturity
and commitment to research of the chiro-
practic profession better than any other
words or pictures.

¢) Clinical Practice Guidelines. All
health professionals have lacked, and are
now being asked for, clinical guidelines
describing their practices. The US and
Canadian national consensus guidelines
are important documents to discuss and
display before many audiences.
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