Is manual therapy helpful for
children with ear infections?

Over a 6 month period, what percent of
children with recurrent ear infections go on to
require ear surgery ("tubes")?
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Data taken from:

The use of osteopathic manipulative treatment as adjuvant therapy in children with recurrent
acute otitis media.

Mills MV, Henley CE, Barnes LL, Carreiro JE, Degenhardt BF. Arch Pediatr Adolesc Med. 2003
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The use of osteopathic manipulative treatment as adjuvant therapy in children with recurrent acute
otitis media.

Mills MV, Henley CE, Barnes LL, Carreiro JE, Degenhardt BF. Arch Pediatr Adolesc Med. 2003
Sep;157(9):861-6.

Departments of Pediatrics and Family Medicine, Oklahoma State University Center for Health Sciences,
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Study background: Study took place from 2/99 - 7/01. Subjects were pts of pediatricians. 76 recurrent
acute otitis media (AOM) pts were studied (a 6-mth study). Definition of AOM: inflammatory changes of the
middle ear (diffuse opaque redness, bulging, or pus behind the tympanic membrance), at least 1 of 3
systemic sx (irritability, fever, or otalgia), and clearing of sx for at least 2 wks between episodes. Inclusion
criteria: 6 mths - 6 yoa (23 mths old, avg.), recurrent AOM episodes (3 in the past 6 mths or 4 in the past
yr). Exclusion criteria: No prior manipulation (DC or DO) and No previous ear surgery.

The pts were randomly assigned to 2 tx groups (randomized was stratified 60:40 in favor of the PED
group in anticipation of more drop-outs; both groups received 9 visits/txs over 6 mths - 3 weekly, 3 biweekly,
and 3 monthly):

1) Routine pediatric care (PED): Whatever the pediatrician thought was appropriate, including antibiotics,
surgery referral, etc. The pediatrician was blinded to pt group assignment;

2) Routine pediatric care + osteopathic manipulative treatment (OMT): Pediatric care as above + OMT.
Osteopathic txs lasted 15-25 min’s, “treatments were gentle techniques on areas of restriction” (articulation,
myofascial release, positional release technique, strain-counterstrain, etc.). “No high-velocity (popping)
techniques were used”. The entire body was tx’'d “with attention to the head and neck”. The OMT physician
was unaware of the pt's clinical course or the pediatrician’s recommendations (episodes of AOM, use of
antibiotics, and surgical referrals).

Results:
1) Follow-up rate (all drop-outs were d/t loss of continuity of care or inconvenience of the 6-mth study):
*PED - 71% (32/45),
*OMT - 81% (25/31);
2) Avg. # of AOM episodes per mth (6 mths before start of study vs. 6-mth study period):
*PED - 47% decrease (from .51 to .27),
*OMT - 69% decrease (.61 to .19; ss superior to PED);
3) Avg. # of antibiotic prescriptions per mth (6 mths before start of study vs. 6-mth study period):
*PED - 39% decrease (.69 to .42),
*OMT - 62% decrease (.79 to .30; ns superior to PED);
4) % of pts who received surgery (“tubes”):
*PED - 25% (8/32),
*OMT - 4% (1/25; ss superior to PED).

Conclusion: There is “a potential benefit of osteopathic manipulative treatment as adjuvant therapy in
children with recurrent AOM”. OMT “may prevent or decrease surgical intervention or antibiotic overuse.”

Theory: “The [auditory] tube is vulnerable to extrinsic compression”. It's patency “may be amenable to
OMT".

Comments: “The parents knew the child’s treatment group”



Chronic spine pain:
Chiropractic vs. medication vs.
acupuncture

Percent of chronic spine pain patients who are completely
free of symptoms after 2-5 weeks of treatment
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Chronic Spinal Pain: A Randomized Clinical Trial Comparing Medication, Acupuncture, and
Spinal Manipulation.

Giles LG, Muller R. Spine. 2003 Jul 15;28(14):1490-1502.
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Medicine, James Cook University, Townsville, Queensland, Australia.



Chronic Spinal Pain: A Randomized Clinical Trial Comparing Medication, Acupuncture, and Spinal
Manipulation.

Giles LG, Muller R. Spine. 2003 Jul 15;28(14):1490-1502.

National Unit for Multidisciplinary Studies of Spinal Pain, The University of Queensland, The Townsville Hospital,
Townsville, Queensland, and the dagger School of Public Health and Tropical Medicine, James Cook University,
Townsville, Queensland, Australia.

Study background: Study took place from 2/01 - 10/01 at a public hospital’s outpatient multidisciplinary spinal pain
unit. 115 chronic spinal pain pts (55% male, avg. age - authors don’t say) were enrolled for the study. Inclusion
criteria: mechanical back and/or neck pain, 13+ wks of sx (6 yrs, avg.). Exclusion criteria: sig. pathology on x-ray
(spondylo, severe OA, etc.), nerve root involvement, previous spine surgery. All pts were examined initially by a
sportsmedicine MD to ensure study eligibility.

They were randomly assigned to 1 of 3 txs (allowed 2x/wk txs for 9 wks, 20 min’s per tx):

1) Medication: Pts were told a “promising ‘new’ medication would be tried” (the goal was to try a med the pt had not
tried before). The MD chose one of the following meds for ea. pt (listed in order of preference) - Celebrex (200-400
mg/day), Vioxx (12.5-25 mg/day), acetaminophen (up to 4g/day). No other tx was provided;

2) Needle acupuncture: Tx was given by 1 of 2 licensed acupuncturists. 8-10 local points in the area of pain were tx'd
(needles placed 20-50 mm deep), and approx. 5 corresponding remote points were also tx’'d (needles place 5 mm
deep). Needles were “agitated” every 5 min’s by turning or flicking them. No other tx was provided,;

3) Chiropractic spinal manipulation: HVLA manipulation “to the spinal level of involvement”. No other tx was provided.

Results (pts were followed-up at 2, 5, and 9 wks after the start of the study):
1) General:
a) 9-wk follow-up rate - 91% (105/115);
b) # of pts who did not pursue tx at all: meds - 3/43, acu - 4/36, DC - 3/36;
¢) % of pts who crossed over to another tx during the 9-wk tx period: meds - 45% (18/40; 11 d/t no tx effect, 7
d/t side effects), acu - 31% (10/32; 10 d/t no tx effect), DC - 24% (8/33; 8 d/t no tx effect);
2) % of pts who became asymptomatic:
a) after 2-5 wks of tx: meds - 2.5% (1/40), acu - 3.1% (1/32), DC - 24% (8/33; ss superior to the other 2
groups);
b) after 9 wks of tx: meds - 5% (2/40), acu - 9.4% (3/32), DC - 27.3% (9/33; ss superior to the other 2 groups);
3) Pain and disability scales (after 9 wks; results for all 105 pts, including those who crossed over to another tx; #'s
are medians - means weren’t provided):
a) % change in back pain (on 0-10 VAS): meds - none (from 5 to 5), acu - 33% better (6 to 4), DC - 40% better
(5to 3);
b) % change in neck pain (on 0-10 VAS): meds - 20% worse (5 to 6), acu - 50% better (6 to 3), DC - 50% better
(6 to 3);
¢) % change in Oswestry: meds - none (32 to 32), acu - 11% better (27 to 24), DC - 50% better (24 to 12);
d) % change in neck disability index (NDI): meds - 11% better (47 to 42), acu - 22% better (36 to 28), DC - 35%
better (26 to 17).

Conclusion: “... in patients with chronic spinal pain, manipulation, if not contraindicated, results in greater short-term
improvement than acupuncture or medication.” “Spinal manipulation appears to provide the best short-term benefit for
some patients with chronic spinal pain syndrome” (“...except for those with neck pain”).

Comments: The DC pts had more chronic sx: meds - 4.5 yrs, avg., acu - 6.4 yrs, avg., DC - 8.3 yrs, avg. (“...itis
notable that manipulation...achieved asymptomatic status for every fourth patient”).

Other: FYI, the pain and disability scales results for the 66% of pts (69/105) who did not cross over to another tx during
the 9-wk study are as follows: a) % change in back pain (on 0-10 VAS): meds - none (from 5 to 5), acu - 17% worse (6
to 7), DC - 50% better (6 to 3); b) % change in neck pain (on 0-10 VAS): meds - 20% worse (5 to 6), acu - 33% better
(6 to 4), DC - 17% better (6 to 5); c) % change in Oswestry: meds - none (32 to 32), acu - 13% better (30 to 26), DC -
36% better (22 to 14); d) % change in neck disability index (NDI): meds - 11% better (47 to 42), acu - 19% better (37 to
30), DC - 21% better (28 to 22).




Manipulation or exercise for
tennis elbow pain?

Percent of tennis elbow patients who are
"completely recovered" or "much improved" after
3 weeks of treatment
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Data taken from:

Manipulation of the wrist for management of lateral epicondylitis: a randomized pilot
study.

Struijs PA, Damen PJ, Bakker EW, Blankevoort L, Assendelft WJ, van Dijk CN. Phys Ther.
2003 Jul;83(7):608-16.
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Manipulation of the wrist for management of lateral epicondylitis: arandomized pilot study.

Struijs PA, Damen PJ, Bakker EW, Blankevoort L, Assendelft WJ, van Dijk CN. Phys Ther. 2003 Jul;83(7):608-16.
Department of Orthopaedic Surgery, Orthopaedic Research Center Amsterdam, Academic Medical Center,
Meibergdreef 9, PO Box 22600, 1100 DD Amsterdam, The Netherlands.

Study background:
Study took place from 4/2000-8/2000. The pts were recruited from 10 medical general practitioners in the Netherlands.
31 tennis elbow pts (47 yoa, avg., 54% male) were studied. All had tennis elbow (pain on the lat. elbow, pain
aggravated by both pressure over the lat. epicondyle and resisted wrist ext.) for for 6 wks - 6 mths (12 wks, avg.).
They were randomly assigned to 2 tx groups:
1) Exercise: 3 txs the 1st wk, 2 txs the 2nd wk, 1 tx/wk for the remaining 4 wks (9 txs total over 6 wks). Tx consisted of
ultrasound (7.5 min’s, 2 W/cm?2, pulsed), friction massage (10 min’s), and stretches/exercises for wrist/elbow (2x/day,
authors provide no further details);
2) Wrist manipulation: 2x/wk up to a max of 9 txs over 6 wks. See indented paragraph below for technique description.
Results:
1) Dropout rate - 10% (3/31; 2 manip. pts - had to travel too far for tx, 1 exercise pt - not happy w/ results after 1 wk);
2) % of pts “completely recovered” or "“much improved™
a) after 3 wks of tx:
sexercise - 20% (3/15),
*manip. - 62% (8/13; ss superior to exercise);
b) after 6 wks of tx:
sexercise - 67% (10/15),
emanip. - 85% (11/13; ns superior to exercise);
3) % change in “pain during the activity that caused the most discomfort” (on 0-10 numerical scale):
a) after 3 wks of tx:
eexercise - 29% better (from 7.3 to 5.2),
emanip. - 41% better (6.4 to 3.8; ns superior to exercise);
b) after 6 wks of tx:
sexercise - 51% better (7.3 to 3.6),
emanip. - 69% better (6.4 to 2.0; ns superior to exercise).

Conclusion:

“Manipulation of the wrist appeared to be more effective than ultrasound, friction massage, and muscle stretching and
strengthening exercises for the management of lateral epicondylitis...”

Comments:

There were ss baseline diff's between the 2 groups:

1) duration of sx: exercise - 9 wks, manip. - 14 wks;

2) sex: exercise - 40% male, manip. - 69% male.

Description of wrist manipulation protocols:
Tx consisted of 3 parts:
1) Wrist manipulation:
a) pt position:
- pt rests affected forearm on a table w/ palm down and wrist in neutral position
b) therapist position/setup:
- therapist sits lateral to the affected forearm (at a right angle)
- thumb and index finger of one hand grip the pt's scaphoid
- thumb and index finger of other hand reinforce tx’ing hand
C) tx description:
- extend pt’s wrist as therapist’s thumbs thrust through the pt's scaphoid
- “the manipulative maneuver is a thrust technique”
d) repeat 15x
2) Followed by forced passive wrist extension for 30s
- followed by the above-referenced wrist manipulation
3) Followed by wrist extension against resistance for 30s
4) Repeat steps 1-3 10x (takes a total of 15-20 min’s)




How helpful is chiropractic
for patients with neck pain?

What percent of neck pain patients
have an immediate decrease in pain after
a single chiropractic treatment?
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Data taken from:

Efficacy of cervical endplay assessment as an indicator for spinal manipulation.

Haas M, Groupp E, Panzer D, Partna L, Lumsden S, Aickin M. Spine. 2003 Jun 1;28(11):1091-6.
Division of Research and the Division of Chiropractic and Clinical Sciences, Western States
Chiropractic College, Portland, Oregon.



Efficacy of cervical endplay assessment as an indicator for spinal manipulation.

Haas M, Groupp E, Panzer D, Partna L, Lumsden S, Aickin M. Spine. 2003 Jun 1;28(11):1091-6.
Division of Research and the Division of Chiropractic and Clinical Sciences, Western States Chiropractic
College, Portland, Oregon.

Study background (DB, PC, RCT):

Study was conducted at WSCC & a private private practice in the Portland area. 104 neck pain pts (43 yoa,
avg., 63% female) recruited by ads & therapist referral were studied. They had pain of at least 10/100, 57%
had sx for 3+ mths, and none had received C/S SMT in the past 48 hours.

All underwent cervical “endplay restriction” examination:

1) Examination description: pt in supine position, DC checked occiput-C7 flex/ext, rotation, and lat. Bending.
DC recorded any endplay restrictions (level & side) that were “considered to be of significant magnitude to
indicate spinal manipulation”;

2) Who did the examinations? 2 WSCC DC'’s (18 & 11 yrs of teaching experience), ea. did half of the
examinations.

The pts were then randomly assigned to 1 of 2 tx groups (they received only 1 chiropractic tx session):
1) Study, or “specific” group: Received “manipulation targeted to individual cervical vertebrae according to
endplay restriction noted by the examining clinician.” Avg. # of endplay restrix’s per pt - 1.9, avg. # of
manipulations per pt - 1.9;

2) Control, or “random” group: Same as above, except that the segments that were manipulated (level and
side) had been chosen at random (by a computer program).

2 DC'’s provided all of the txs:

1 had 20 yrs of experience, 1 had 2 yrs of experience. They were blinded to the findings of the “examining”
DC'’s (so were the pts). They were given a form that told them where to adjust. Each DC tx’d half of the pts in
ea. group. They used supine HVLA SMT of the neck, and they were “instructed to perform manipulation gently”
to optimize specificity.

Results:
1) Immediately after the tx:
a) % change in pain (on 0-100 VAS): specific - 37% decrease (from 42.3 to 26.6), random - 39%
decrease (40.4 to 24.7);
b) % change in stiffness (on 0-100 VAS): specific - 43% decrease (45.3 to 26), random - 45%
decrease (44.7 to 24.4);
2) That evening (at least 5 hrs later):
a) % change in pain: specific - 25% decrease (42.3 to 31.9), random - 29% decrease (40.4 to 28.7);
b) % change in stiffness: specific - 24% decrease (45.3 to 34.6), random - 32% decrease (44.7 to
30.2).
Conclusion:
“The study and control groups showed clinically important improvement in neck pain and stiffness.” “Endplay
assessment [did not contribute to the] relief observed in neck pain patients receiving spinal manipulation”
(there were no ss diff's between the 2 tx groups). “...the mechanical effects of manipulation may lack spatial
specificity.” This study “cannot rule out efficacy of endplay assessment for longer-term therapy...”
Other:
1) 81% of pts “had immediate pain improvement”, 2% had no change, and 17% had mild exacerbation (no diff.
between the 2 groups).
2) What were the most popular levels of “endplay restriction” in the “specific” pts? (% of pts w/ the indicated
restriction; FYI, 77% of the restrictions were found from occiput to C3):
*Occiput - 7% (R - 4%, L - 3%),
*C1-29% (R - 16%, L - 13%),
*C2-32% (R - 14%, L - 18%),
*C3-16% (R - 7%, L - 9%),
*C4 - 4% (R - 4%, L - none),
*C5-7% (R - 2%, L - 5%),
*C6 - 4% (R - 2%, L - 2%),
*C7 - none.




Do medical doctors think
manual therapy Is effective?

What percent of medical doctors believe
that manual therapy is beneficial for back, neck,
and muscle problems?

1%

Data taken from:

Physicians' and patients' attitudes toward manual medicine: implications for
continuing medical education.

Stoll ST, Russo DP, Atchison JW. J Contin Educ Health Prof. 2003 Winter;23(1):13-20.
Department of Osteopathic Manipulative Medicine, Texas College of Osteopathic
Medicine, University of North Texas Health Science Center, 3500 Camp Bowie Boulevard,
Fort Worth, TX 76107, USA



Physicians' and patients' attitudes toward manual medicine: implications for continuing medical education.
Stoll ST, Russo DP, Atchison JW. J Contin Educ Health Prof. 2003 Winter;23(1):13-20.

Department of Osteopathic Manipulative Medicine, Texas College of Osteopathic Medicine, University of North Texas
Health Science Center, 3500 Camp Bowie Boulevard, Fort Worth, TX 76107, USA

Study background: Study consisted of 2 parts - a physician survey and a pt survey.

First half of the study (physician survey): 304 physicians (91% were MD’s) at a “primary care continuing medical
(CME) education conference” in Lexington, KY were surveyed in 1997. They were given a 12-item questionnaire on
“manual medicine” (MM). MM was defined as “Manual medicine (also known as manipulative medicine) is the practice
(similar to chiropractic) wherein a medical professional utilizes his/her hands in the diagnosis and treatment of primarily
back, neck, and muscle problems.”

Results:

1) 54% response rate (165/304)

2) Have you received manual medical therapy?
syes - 29%

3) If you have received manual medical therapy, was it beneficial?
*yes - 79%

4) Would you seek manual medical therapy in the future?
*yes - 40% (undecided - 32%, no - 28%)

5) Do you feel manual medicine can be useful in the treatment of back, neck, and muscle problems?
*yes - 81%

6) Have any of your patients benefited from manual medical therapy?
yes - 77%

7) Have you ever referred a patient for manual medicine?
syes - 52%

8) Is manual medicine safe?
*yes - 46% (undecided - 47%, no - 7%)

9) Have you ever administered manual medicine?
syes - 20%

Second half of the study (pt survey): 470 primary-care pts (43 yoa, avg., 62% female) randomly chosen “from a
service region in which most conference attendees practiced” were given an 11-item questionnaire on “manual
medicine” in 1997.

Results:

1) 35% response rate (166/470)

2) Have you received manual medical therapy?
syes - 29%

3) Would you seek manual medical therapy in the future?
*yes - 46% (undecided - 41%, no - 13%)

4) Do you feel manual medicine can be useful in the treatment of back, neck, and muscle problems?
*yes - 72%

5) Has your doctor (MD or DO) ever recommended that you receive manual medicine?
*yes - 17% (undecided - 1%, no - 82%)

6) Is manual medicine safe?
*yes - 53% (undecided - 45%, no - 2%)

Conclusion:
“The majority of physicians and patients feel that MM is beneficial, safe, and appropriate for use in a primary care
setting.”



Does manual therapy result in
fewer days of missed work?

Which type of treatment results in neck pain patients
missing the least amount of work?
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Data taken from:

Cost effectiveness of physiotherapy, manual therapy, and general practitioner care for neck
pain: economic evaluation alongside a randomised controlled trial.

Korthals-de Bos IB, Hoving JL, van Tulder MW, Rutten-van Molken MP, Ader HJ, de Vet HC, Koes
BW, Vondeling H, Bouter LM. BMJ 2003 Apr 26;326(7395):911

Institute for Research in Extramural Medicine, VU University Medical Centre, Van der Boechorststraat
7, 1081 BT Amsterdam, Netherlands. ibc.korthals-de_bos.emgo@med.vu.nl



Cost effectiveness of physiotherapy, manual therapy, and general practitioner care for neck pain: economic evaluation
alongside a randomised controlled trial.

Korthals-de Bos 1B, Hoving JL, van Tulder MW, Rutten-van Molken MP, Ader HJ, de Vet HC, Koes BW, Vondeling H, Bouter LM.
BMJ 2003 Apr 26;326(7395):911

Institute for Research in Extramural Medicine, VU University Medical Centre, Van der Boechorststraat 7, 1081 BT Amsterdam,
Netherlands. ibc.korthals-de_bos.emgo@med.vu.nl

Study background (an evaluator-blinded, RCT): 183 pts (45 yoa, avg./60% female) were studied. All had nonspecific neck pain for
at least 2 wks (52% had sx for 7+ wks, 65% had a hx of neck pain) that was reproducible during exam. Their avg. pain level was
6/10. None had received PT or MT the 6 mths previous, and all were referred for the study by their general practitioner (from 2/97-
10/98). During the study, the pts were allowed to continue on meds/exercises rx'd by their MD before the start of the study.

They were randomly assigned to:

1) Manual therapy: Tx given by “six experienced manual therapists...” All were physical therapists who had “followed a three year
curriculum in manual therapy after training in physiotherapy”; a) Tx description: Consisted of “muscular mobilization techniques,
“specific articular mobilization techniques”, and “stabilization techniques”. “Spinal manipulations (low-amplitude, high-velocity thrust
techniques) were not included in this protocol”; b) Tx frequency/duration: Tx'd 1x/wk for 6 wks, ea. tx lasted 45 min’s;

2) Physical therapy: Tx provided by “five experienced physical therapists who were not manual therapy specialists”; a) Tx
description: “active exercise therapies were the cornerstone of their strategy” (“postural exercises, stretching, relaxation exercises,
and functional exercises”). Traction, massage, or modality applications “could precede the exercise therapy.” “Specific manual
therapy mobilization techniques were not included in this protocol”; b) Tx frequency/duration: Tx'd 2x/wk for 6 wks, ea. tx lasted 30
min’s;

3) Continued medical care by their general practitioner (GP): They received advice on prognosis, psychosocial issues, self-care
(heat application, home exercises), ergonomics (size of pillow, work position, etc.); “encouragement to await further recovery”, “an
educational booklet containing ergonomic advice and exercises”, and analgesics and NSAIDs, if necessary; a) Tx
frequency/duration: 10-minute follow-up visits were scheduled ea. 2 wks; b) Tx period lasted 6 wks.

Results (12 months after start of study):
1) Follow-up rate - 97% (178/183 pts);
2) % of pts who were “completely recovered” or “much improved” (pts rated themselves on a 6-pt scale from “much worse” to
“completely recovered”): medical care - 56%, physical therapy - 63%, manual therapy - 72% (not ss superior to the other 2 txs);
3) % change in avg. pain on 0-10 VAS: medical care - 65% better (6.3 to 2.2), physical therapy - 54% better (5.7 to 2.6), manual
therapy - 71% better (5.9 to 1.7; ss superior to PT only);
4) % of pts who had absences from work d/t neck pain: medical care - 33% of the employed pts (15/46), physical therapy - 29%
(12/42), manual therapy - 19% (9/47; not ss less than the other 2 txs);
5) Total healthcare costs:
emedical care - $1241
ephysical therapy - $1167
emanual therapy - $403 (65%-68% less expensive than the other 2 txs; alternatively, the other 2 txs are approx. 3x more
expensive).

Conclusion: “Manual therapy is more effective and less costly than physiotherapy or care by a general practitioner for treating neck
pain.” “Manual therapy had significantly lower costs...”

Comments:

1) What costs were included in “healthcare costs”?: Pts completed a weekly cost diary that included all of the following: a) direct
healthcare costs: costs of manual therapy, PT, or MD care, visits to other healthcare providers, drugs, professional home care, and
hospitalization; b) direct non-healthcare costs: out of pocket expenses, costs of paid and unpaid help, and travel expenses; c)
indirect costs: loss of production d/t missed work, days of inactivity (w/ or w/o a paid job);

2) Breakdown of healthcare costs: a) medical care ($1241): direct healthcare costs - $284, direct non-healthcare costs - $67,
indirect costs - $890; b) physical therapy ($1167): direct healthcare costs - $351, direct non-healthcare costs - $114, indirect costs -
$702; ¢) manual therapy ($403; ss less than the other 2 tx groups): direct healthcare costs - $200, direct non-healthcare costs - $43,
indirect costs - $160.

Other:

Avg. # of healthcare visits: a) medical care pts: general practitioner — 3, manual therapy — 7, physical therapy — 3; b) physical
therapy pts: general practitioner —1, manual therapy — 2, physical therapy — 15; ¢) manual therapy pts: general practitioner — 1,
manual therapy — 7, physical therapy — 1.

Absenteeism from paid work (avg. # of missed days for ea. pt): medical care - 10 days, physical therapy - 8 days, manual therapy
- 1 day (ss superior - ?; authors don't say).




How cost-effective I1Is manual
therapy for neck pain?

Manual therapy is nearly twice as
effective as medical care for neck pain*. Is manual therapy
also more cost-effective?
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Data taken from:

*Manual therapy, physical therapy, or continued care by a general practitioner for patients with neck pain. A
randomized, controlled trial.

Hoving JL, Koes BW, de Vet HC, van der Windt DA, Assendelft WJ, van Mameren H, Deville WL, Pool JJ, Scholten
RJ, Bouter LM. Ann Intern Med 2002 May 21;136(10):713-2

Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia. Jan.Hoving@med.monash.edu.au

"Cost effectiveness of physiotherapy, manual therapy, and general practitioner care for neck pain:
economic evaluation alongside a randomised controlled trial.

Korthals-de Bos IB, Hoving JL, van Tulder MW, Rutten-van Molken MP, Ader HJ, de Vet HC, Koes BW, Vondeling
H, Bouter LM. BMJ 2003 Apr 26;326(7395):911

Institute for Research in Extramural Medicine, VU University Medical Centre, Van der Boechorststraat 7, 1081 BT
Amsterdam, Netherlands. ibc.korthals-de_bos.emgo@med.vu.nl



Cost effectiveness of physiotherapy, manual therapy, and general practitioner care for neck pain: economic evaluation
alongside a randomised controlled trial.

Korthals-de Bos 1B, Hoving JL, van Tulder MW, Rutten-van Molken MP, Ader HJ, de Vet HC, Koes BW, Vondeling H, Bouter LM.
BMJ 2003 Apr 26;326(7395):911

Institute for Research in Extramural Medicine, VU University Medical Centre, Van der Boechorststraat 7, 1081 BT Amsterdam,
Netherlands. ibc.korthals-de_bos.emgo@med.vu.nl

Study background (an evaluator-blinded, RCT): 183 pts (45 yoa, avg./60% female) were studied. All had nonspecific neck pain for
at least 2 wks (52% had sx for 7+ wks, 65% had a hx of neck pain) that was reproducible during exam. Their avg. pain level was
6/10. None had received PT or MT the 6 mths previous, and all were referred for the study by their general practitioner (from 2/97-
10/98). During the study, the pts were allowed to continue on meds/exercises rx'd by their MD before the start of the study. They
were randomly assigned to: 1) Manual therapy: Tx given by “six experienced manual therapists...” All were physical therapists
who had “followed a three year curriculum in manual therapy after training in physiotherapy”; a) Tx description: Consisted of
“muscular mobilization techniques, “specific articular mobilization techniques”, and “stabilization techniques”. “Spinal manipulations
(low-amplitude, high-velocity thrust techniques) were not included in this protocol”; b) Tx frequency/duration: Tx'd 1x/wk for 6 wks,
ea. tx lasted 45 min’s; 2) Physical therapy: Tx provided by “five experienced physical therapists who were not manual therapy
specialists”; a) Tx description: “active exercise therapies were the cornerstone of their strategy” (“postural exercises, stretching,
relaxation exercises, and functional exercises”). Traction, massage, or modality applications “could precede the exercise therapy.”
“Specific manual therapy mobilization techniques were not included in this protocol”; b) Tx frequency/duration: Tx'd 2x/wk for 6 wks,
ea. tx lasted 30 min’s; 3) Continued medical care by their general practitioner (GP): They received advice on prognosis,
psychosocial issues, self-care (heat application, home exercises), ergonomics (size of pillow, work position, etc.); “encouragement
to await further recovery”, “an educational booklet containing ergonomic advice and exercises”, and analgesics and NSAIDs, if
necessary; a) Tx frequency/duration: 10-minute follow-up visits were scheduled ea. 2 wks; b) Tx period lasted 6 wks. Results (12
months after start of study): 1) Follow-up rate - 97% (178/183 pts); 2) % of pts who were “completely recovered” or “much
improved” (pts rated themselves on a 6-pt scale from “much worse” to “completely recovered”): medical care - 56%, physical
therapy - 63%, manual therapy - 72% (not ss superior to the other 2 txs); 3) % change in avg. pain on 0-10 VAS: medical care -
65% better (6.3 to 2.2), physical therapy - 54% better (5.7 to 2.6), manual therapy - 71% better (5.9 to 1.7; ss superior to PT only);
4) % of pts who had absences from work d/t neck pain: medical care - 33% of the employed pts (15/46), physical therapy - 29%
(12/42), manual therapy - 19% (9/47; not ss superior to the other 2 txs); 5) Total healthcare costs: medical care - $1241, physical
therapy - $1167, manual therapy - $403 (65%-68% less expensive than the other 2 txs; alternatively, the other 2 txs are approx. 3x
more expensive). Conclusion: “Manual therapy is more effective and less costly than physiotherapy or care by a general
practitioner for treating neck pain.” “Manual therapy had significantly lower costs...” Comments: 1) What costs were included in
“healthcare costs”?: Pts completed a weekly cost diary that included all of the following: a) direct healthcare costs: costs of
manual therapy, PT, or MD care, visits to other healthcare providers, drugs, professional home care, and hospitalization; b) direct
non-healthcare costs: out of pocket expenses, costs of paid and unpaid help, and travel expenses; c) indirect costs: loss of
production d/t missed work, days of inactivity (w/ or w/o a paid job); 2) Breakdown of healthcare costs: a) medical care ($1241):
direct healthcare costs - $284, direct non-healthcare costs - $67, indirect costs - $890; b) physical therapy ($1167): direct healthcare
costs - $351, direct non-healthcare costs - $114, indirect costs - $702; ¢) manual therapy ($403; ss less than the other 2 tx groups):
direct healthcare costs - $200, direct non-healthcare costs - $43, indirect costs - $160. Other: Avqg. # of healthcare visits: a)
medical care pts: general practitioner — 3, manual therapy — 7, physical therapy — 3; b) physical therapy pts: general practitioner —1,
manual therapy — 2, physical therapy — 15; ¢) manual therapy pts: general practitioner — 1, manual therapy — 7, physical therapy — 1.
Absenteeism from paid work (avg. # of missed days for ea. pt): medical care - 10 days, physical therapy - 8 days, manual therapy
- 1 day (ss superior - ?; authors don't say).

Manual therapy, physical therapy, or continued care by a general practitioner for patients with neck pain. A randomized,
controlled trial.

Hoving JL, Koes BW, de Vet HC, van der Windt DA, Assendelft WJ, van Mameren H, Deville WL, Pool JJ, Scholten RJ, Bouter LM.
Ann Intern Med 2002 May 21;136(10):713-2

Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia. Jan.Hoving@med.monash.edu.au

Study background: See “study background” from the study above. Results (1 wk after tx ended): 1) % of pts who rated
themselves as “completely recovered” or “much improved”: medical care - 36% (note: 14% received manual therapy during
study period), physical therapy - 51% (not ss superior to medical care), manual therapy - 68% (ss superior to the other 2 txs); 2) %
change in avg. pain on 0-10 VAS (ss-?): medical care - 41% better (6.3 to 3.7), physical therapy - 49% better (5.7 to 2.9), manual
therapy - 59% better (5.9 to 2.4); 3) absences from work d/t neck pain (ns): medical care - 26% of the pts, physical therapy - 29%,
manual therapy - 13%. Conclusion: “...manual therapy is a favorable treatment option for patients with neck pain compared with
physical therapy or continued care by a general practitioner.” “Primary care physicians should consider manual therapy when
treating patients with neck pain.”

BONUS NOTE COMMENTS:
The “Manual therapy is nearly twice as effective as medical care for neck pain” comment comes from the 2002 Annals of Internal
Medicine study (% of pts who were “completely recovered” or “much improved”: medical care - 36%, manual therapy - 68%).



Chiropractic and “visceral”
(non-pain) responses

Nearly 25% of chiropractic "pain" patients note
other positive responses to care. What kinds
of responses are the most common?
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Data taken from:

The types and frequencies of improved nonmusculoskeletal symptoms
reported after chiropractic spinal manipulative therapy.

Leboeuf-Yde C, Axén |, Ahlefeldt G, Lidefelt P, Rosenbaum A, Thurnherr T. J
Manipulative Physiol Ther 1999 Nov-Dec;22(9):559-64



The types and frequencies of improved nonmusculoskeletal symptoms reported after chiropractic
spinal manipulative therapy.

Leboeuf-Yde C, Axén |, Ahlefeldt G, Lidefelt P, Rosenbaum A, Thurnherr T. J Manipulative Physiol Ther
1999 Nov-Dec;22(9):559-64

Study background (study took place in May 1998): All of the members of the Swedish Chiropractic
Association were invited to participate in a patient-based, survey study. 79% (87/110) of the DC’s
participated. Up to 20 consecutive pts from ea. practice were allowed to participate. All of the pts were >=18
yoa, and all had presented for tx of a musculoskeletal complaint (67% - LBP, 33% - neck pain, 27% -
thoracic pain, 12% - HA.

The pts filled out a questionnaire (within 2 weeks of undergoing spinal manipulation) which asked:
“Have you experienced any positive changes that don’t seem to have anything to do with your back
problem? For example, anything positive with your hearing, sight, ability to smell, breathing, circulat-ion,
digestion, lower parts, sexual organ, skin or other?”

Results:
1) Survey response rate - 86% (1504/1704)
2) % who had a “visceral” change - 23% (342/1504)
*75% (257/342) of these had just 1 change
3) Most common visceral reactions:
(there were a total of 462 visceral reactions from the 342 “visceral-response” pts)
*21% - easier to breath (98/462 responses)
*20% - improved digestive function (92/462)
*11% - clearer/better/sharper vision (49/462)
*7% - improved circulation (34/462)
*4% - improved hearing or less ringing (18/462)
4) Visceral reax’s broken down by top 6 categories:
srespiratory system - 26% (120/462)
«digestive system - 25% (118/462)
scirculatory system - 14% (67/462)
svisual system - 14% (64/462)
egenitourinary system - 10% (47/462)
sauditory system - 5% (25/462)
5) Visceral response based on # of spinal areas tx'd:
(The 4 spinal regions were: C0-3, C4-T1, T2-L1, L2-pelvis)
1 area tx'd - 15% of pts had a response
*4 areas tx'd - 35% of the pts had a response

Conclusion:

25% of patients, when asked, report improvements in visceral symptoms. It's unclear whether “they are the
result of the treatment or...coincidental events.” “...the finding of a positive dose response does warrant
further investigation.”

Comments:
Some of the more interesting responses were: back of thigh is drier - 1, hiccups gone - 1, look younger - 1,
increased libido - 2.



Chiropractic care or
medical care: which do patients
rate as most effective?

What percent of back and neck pain patients rate
their treatment as "very helpful"?
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Data taken from:

Patterns and perceptions of care for treatment of back and neck pain: results of a national
survey.

Wolsko PM, Eisenberg DM, Davis RB, Kessler R, Phillips RS. Spine 2003 Feb 1;28(3):292-7
Center for Alternative Medicine Research and Education, Division of General Medicine and Primary
Care, Beth Israel Deaconess Medical Center, Department of Medicine, Boston.



Patterns and perceptions of care for treatment of back and neck pain: results of a national
survey.

Wolsko PM, Eisenberg DM, Davis RB, Kessler R, Phillips RS. Spine 2003 Feb 1;28(3):292-7
Center for Alternative Medicine Research and Education, Division of General Medicine and Primary
Care, Beth Israel Deaconess Medical Center, Department of Medicine, Boston.

Study background: From 11/97-2/98 a nationwide telephone survey of 3425 randomly chosen US
adults was performed. In addition to other questions, subjects were asked about common medical
conditions suffered in the last 12 mths, as well as conventional and “complementary medicine” txs
used in last 12 mths.

Results (60% - 2055/3425 - response rate):
1) 31% (644/2055) had back or neck pain in the last 12 mths (past studies have shown an annual
LBP rate of 15-30%)).
*38% of these had LBP only (242/644),
*16% had neck or upper back pain only (102/644),
eand 46% had pain in >1 location (300/644);
2) % of back or neck pain pts who had used the following forms of tx in the last 12 mths:
a) “Complementary medicine” - 54% (345/644).
*Of these, 20% had used chiropractic (128/644), and for an avg. of 9 txs.
*Other txs included massage (14%), relaxation techniques (12%), imagery (6%), oral
remedies (5%), etc.;
b) “Conventional provider” - 37% (236/644);
3) % who rated their tx for back or neck pain (in the last 12 mths) as “very helpful”:
a) Chiropractic - 61%
*LBP only - 53%,
supper back or neck pain only - 57%,
epain in >1 location - 65%);
b) Conventional providers - 27%
*LBP only - 40%,
supper back or neck pain only - 25%,
epain_in >1 location - 19%).

Conclusion: “Chiropractic [and other alternative methods] play an important role in the care of
patients with back or neck pain.”



How effective Is chiropractic
for chronic low back pain?

How much improved are chronic low
back pain patients after a course

of chiropractic care?
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Data taken from:

Changes in sagittal lumbar configuration with a new method of extension traction:
nonrandomized clinical controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002
Nov;83(11):1585-91

Department of Rehabilitative Medicine, University of Southern California School of Medicine, 1339
Luna Vista Drive, Pacific Palisades, CA 90272, USA.



Changes in sagittal lumbar configuration with a new method of extension traction: nonrandomized clinical
controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002 Nov;83(11):1585-91
Department of Rehabilitative Medicine, University of Southern California School of Medicine, 1339 Luna Vista Drive,
Pacific Palisades, CA 90272, USA.

Study background (study period was 6-98 through 2-00): 78 consecutive pts from Deed Harrison’s practice in Elko,
NV were studied. All had CLBP (6+ wks of LBP, or a hx of “recurrent disabling LBP”), no LE sx, normal LE neuro exam,
and “-” SLR. All had a decreased lumbar lordosis (< 40° L1-5 absolute rotation angle {ARA}, the angle between the
posterior body tangents of L5 & L1).

The pts were assigned to 1 of 2 groups: 1) Chiropractic biophysics (CBP) tx: 48 pts (56% male/37 yoa, avg.) who
chose to receive CBP tx; 2) Control: 30 pts (60% male/39 yoa, avg.) who chose not to receive CBP tx.

CBP tx description:

1) SMT: “torsion lumbar spinal manipulation” during the 1st 3 wks of tx for “short-term pain relief”, 3x/wk (9 txs);

2) 3-point bending lumbar extension traction:
a) Description:
Pt in the supine position, a strap around the lower torso applied an anterior force to the lumbar spine (“tension
was applied according to the individual patient’s tolerance”; the angle depended on the pt's “area of maximum
deviation from the normal lumbar elliptical shape”), a strap around the upper anterior thighs “constrained the
femurs to permit increased forward rotation of the pelvis”;
b) Tx frequency/duration:
3-4x/wk for approx. 12 wks (36 sessions, avg.). Started w/ 3 min’s of trax/session, and added 1min/session
(worked up to a 20-min max). “Most of the lumbar creep will be completed during a 20-minute period of
sustained loading” (creep = permanent shape change d/t prolonged stress).

Results:
1) % change in pain (0-10 VAS):
*CBP - 86% better when checked at least 1 day after last tx (from 4.4 to .6; ss vs. control),
scontrol - 12% better when checked 9 mths after study start (from 4.2 to 3.7);
2) X-ray changes:
a) CBP (ss):
*T12-S1 Cobb angle - +9.1° (from 47.6 to 56.7; 19% better),
*Ferguson’s sacral base angle - +4.7° (30.5 to 35.2; 15% better),
oL1-L5ARA - +11.3° (22.4 to 33.7; 50% better); NOTE: L4-5 RRA change = +5.7°;
b) control:
*T12-S1 Cobb angle - -.2° (59.4 to 59.2; .3% worse),
*Ferguson’s sacral base angle - 0° (37.1 to 37.1; no change),
*L1-L5 ARA - -.9° (36.7 to 35.9; 2% worse).

Conclusion: CBP tx achieved “clinically significant reductions in pain and increases in lumbar lordosis...in chronic LBP
subjects”. Comments:

What about long-term results? The CBP pts were checked 18 mths after study start:
1) pain (0-10 VAS):

*86% better (from 4.4 to .6);
2) x-ray changes:

*T12-S1 Cobb angle - +10.2° (from 47.6 to 57.8; 21% better),

*Ferguson’s sacral base angle - +5.4° (30.5 to 35.9; 18% better),

*L1-L5 ARA - +12.1° (22.4 to 34.5; 54% better).

Where to get the traction equipment;
1) lumbar traction unit: $1499
from CBP’s website at
2) Regainer “Select” table: $550
from “Promote Chiropractic”. Sauaus. MA. 781-231-3575. www.promotechirooractic.com




Can chiropractic help restore
the normal curves In your back?

Average improvement in the
normal curvature of the lumbar spine
after a course of chiropractic care
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Data taken from:

Changes in sagittal lumbar configuration with a new method of extension traction:
nonrandomized clinical controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002
Nov;83(11):1585-91

Department of Rehabilitative Medicine, University of Southern California School of
Medicine, 1339 Luna Vista Drive, Pacific Palisades, CA 90272, USA.



Changes in sagittal lumbar configuration with a new method of extension traction: nonrandomized clinical
controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002 Nov;83(11):1585-91
Department of Rehabilitative Medicine, University of Southern California School of Medicine, 1339 Luna Vista Drive,
Pacific Palisades, CA 90272, USA.

Study background (study period was 6-98 through 2-00): 78 consecutive pts from Deed Harrison’s practice in Elko,
NV were studied. All had CLBP (6+ wks of LBP, or a hx of “recurrent disabling LBP”), no LE sx, normal LE neuro exam,
and “-” SLR. All had a decreased lumbar lordosis (< 40° L1-5 absolute rotation angle {ARA}, the angle between the
posterior body tangents of L5 & L1).

The pts were assigned to 1 of 2 groups: 1) Chiropractic biophysics (CBP) tx: 48 pts (56% male/37 yoa, avg.) who
chose to receive CBP tx; 2) Control: 30 pts (60% male/39 yoa, avg.) who chose not to receive CBP tx.

CBP tx description:

1) SMT: “torsion lumbar spinal manipulation” during the 1st 3 wks of tx for “short-term pain relief”, 3x/wk (9 txs);

2) 3-point bending lumbar extension traction:
a) Description:
Pt in the supine position, a strap around the lower torso applied an anterior force to the lumbar spine (“tension
was applied according to the individual patient’s tolerance”; the angle depended on the pt's “area of maximum
deviation from the normal lumbar elliptical shape”), a strap around the upper anterior thighs “constrained the
femurs to permit increased forward rotation of the pelvis”;
b) Tx frequency/duration:
3-4x/wk for approx. 12 wks (36 sessions, avg.). Started w/ 3 min’s of trax/session, and added 1min/session
(worked up to a 20-min max). “Most of the lumbar creep will be completed during a 20-minute period of
sustained loading” (creep = permanent shape change d/t prolonged stress).

Results:
1) % change in pain (0-10 VAS):
*CBP - 86% better when checked at least 1 day after last tx (from 4.4 to .6; ss vs. control),
scontrol - 12% better when checked 9 mths after study start (from 4.2 to 3.7);
2) X-ray changes:
a) CBP (ss):
*T12-S1 Cobb angle - +9.1° (from 47.6 to 56.7; 19% better),
*Ferguson’s sacral base angle - +4.7° (30.5 to 35.2; 15% better),
oL1-L5ARA - +11.3° (22.4 to 33.7; 50% better); NOTE: L4-5 RRA change = +5.7°;
b) control:
*T12-S1 Cobb angle - -.2° (59.4 to 59.2; .3% worse),
*Ferguson’s sacral base angle - 0° (37.1 to 37.1; no change),
*L1-L5 ARA - -.9° (36.7 to 35.9; 2% worse).

Conclusion: CBP tx achieved “clinically significant reductions in pain and increases in lumbar lordosis...in chronic LBP
subjects”. Comments:

What about long-term results? The CBP pts were checked 18 mths after study start:
1) pain (0-10 VAS):

*86% better (from 4.4 to .6);
2) x-ray changes:

*T12-S1 Cobb angle - +10.2° (from 47.6 to 57.8; 21% better),

*Ferguson’s sacral base angle - +5.4° (30.5 to 35.9; 18% better),

*L1-L5 ARA - +12.1° (22.4 to 34.5; 54% better).

Where to get the traction equipment;
1) lumbar traction unit: $1499
from CBP’s website at
2) Regainer “Select” table: $550
from “Promote Chiropractic”. Sauaus. MA. 781-231-3575. www.promotechirooractic.com




Manual therapy & “visceral”
(non-pain) disorders

What are the most common "visceral" conditions
treated by manual therapists?
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Data taken from:

Conditions and diagnoses for which osteopathic primary care physicians and
specialists use osteopathic manipulative treatment.

Johnson SM, Kurtz ME. J Am Osteopath Assoc 2002 Oct;102(10):527-32, 537-40
Department of Family and Community Medicine at the Michigan State University
College of Osteopathic Medicine in East Lansing, USA.



Conditions and diagnoses for which osteopathic primary care physicians and
specialists use osteopathic manipulative treatment.

Johnson SM, Kurtz ME. J Am Osteopath Assoc 2002 Oct;102(10):527-32, 537-40
Department of Family and Community Medicine at the Michigan State University
College of Osteopathic Medicine in East Lansing, USA.

Study background: In 1998, a 2-page survey was sent to 3,000 randomly selected
U.S. DO'’s (family practitioners = FP, specialists = SP).

Survey topics included:
1) % of pts they tx w/ OMT (OMT = osteopathic manipulative treatment);

2) “For what conditions and diagnoses do you utilize OMT?” (question was open-
ended).

Results (response rate was 33%):
1) Frequency of OMT usage:
*< 5% of pts - 54% (FP - 30%, SP - 69%),
*> 50% of pts - 10% (FP - 8%, SP - 11%);
2) “For what conditions and diagnoses do you utilize OMT?” (the top 3 in ea.
category are listed, in order):
a) pediatric - .7% (colic, ADHD, developmental delay);
b) behavioral - .8% (anxiety, stress, tension);
c) cardiovascular - 1% (HTN, CHF, edema);
d) rheumatology - 1.6% (arthritis, osteoarthritis, costochondritis);
e) gastrointestinal - 1.7% (IBS, Gl pain, constipation);
f) genitourinary - 2% (pelvic complaint, pregnancy, pain);
g) respiratory - 9% (sinusitis, URI, asthma);
h) neurologic - 11% (HA, sciatica, radiculopathy);
) injuries and trauma - 18% (strain, sprain, MVA);
[) musculoskeletal - 51% (pain, regional problems,somatic dysfunction).

Conclusion: “...many osteopathic physicians still administer OMT to manage a
broad range of medical problems.”



Is Chiropractic Effective
For Headaches?

On average, how much improved are headache
patients within nine chiropractic treatments?
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Data taken from:

Possible effect of chiropratic manipulation and combined manual traction and manipulation on
tension-type headache: A pilot study.

Donkin RD, Parkin-Smith GF, Gomes AN. Journal of the Neuromusculoskeletal System
2002;10(3):89-97

Technikon Natal, Durban, South Africa




Possible effect of chiropratic manipulation and combined manual traction and
manipulation on tension-type headache: A pilot study.

Donkin RD, Parkin-Smith GF, Gomes AN. Journal of the Neuromusculoskeletal
System 2002;10(3):89-97

Technikon Natal, Durban, South Africa

Study background: 30 pts (37 yoa, avg./20 men) were studied. They all had

tension-type HA (“a bilateral, commonly occipitonuchal head pain”, “heavy, pressing,
and tight quality”, associated with contracted neck/scalp muscles).

They were randomly assigned to 2 groups (a max of 9 txs over 4 wks):
1) Chiropractic manipulation only (SMT):
C-T spine only, manipulated “fixated levels” (w/ diversified tech.);
2) Chiropractic manipulation + traction (SMT+T):
same as above, followed by manual traction of the cervical spine:
*pt supine w/ neck flexed 20-30°,
*Dr applies mod. traction {w/in pt's comfort level} w/ 1 hand around base
of pt's occiput and 1 hand around pt's mandible,
*hold trax for 10s, relax for 10s,
srepeat 20x {approx. 7 min’s of total tx time}.

Results (after last tx):
1) Overall improvement (avg. % improvement on 0-100 pain scale;ns):
*SMT - 64% (from 40.3 to 14.67),
SMT+T - 47% (from 45 to 23.86);
2) Intensity (avg. decrease on 0-10 scale;ss):
*SMT - 60% (4.54 to 1.81),
*SMT+T - 20% (4.87 to 3.88);
3) Frequency (avg. decrease in # of HA’s/mth;ss):
*SMT - 58% (5.2 to 2.2),
SMT+T - 17% (5.33 t0 4.4);
4) Duration (avg. decrease in HA duration in minutes;ns):
*SMT - 55% (67.87 to 30.43),
*SMT+T - 18% (54.6 to 45.03).

Conclusion: SMT alone “had some advantage” over SMT+T. “...the combined
approach yields no better results than chiropractic manipulation alone.”



Is chiropractic care helpful
for children?

What percent of children with low back pain
get relief from chiropractic care?

Data taken from:

Evaluation of chiropractic management of pediatric patients with low back
pain: A prospective cohort study.

Hayden JA, Mior SA, Verhoef MJ. J Manipulative Physiol Ther 2003 Jan;26(1):1-8
Institute for Work and Health, Toronto, Ontario, Canada, and Department of Health
Policy, Management, and Evaluation, Clinical Epidemiology, University of Toronto,
Toronto, Ontario, Canada., Canadian Memorial Chiropractic College, Toronto,
Ontario, Canada., Department of Community Health Sciences, University of Calgary,
Calgary, Alberta, Canada.



Evaluation of chiropractic management of pediatric patients with low back pain: A prospective cohort study.
Hayden JA, Mior SA, Verhoef MJ. J Manipulative Physiol Ther 2003 Jan;26(1):1-8

Institute for Work and Health, Toronto, Ontario, Canada, and Department of Health Policy, Management, and
Evaluation, Clinical Epidemiology, University of Toronto, Toronto, Ontario, Canada., Canadian Memorial Chiropractic
College, Toronto, Ontario, Canada., Department of Community Health Sciences, University of Calgary, Calgary,
Alberta, Canada.

Study background (a prospective cohort study): 143 Canadian chiropractors were randomly chosen to participate in
the study (tx at least 2 ped’s/wk, in practice for at least 5 yrs {13 yrs, avg.}). A max of 5 consecutive pediatric cases per
chiropractor was accepted into the study (4-18 yoa; a new episode of “mechanical” LBP not previously tx’d by a DC
{LBP = pain between lower border of buttocks and the lower border of the posterior ribs}). Pts were followed until
discharged, referred, or until they discontinued care. They were assessed at ea. visit.

Pt characteristics (54 pts from 15 DC's):
1) General:
13 yoa, avg., 57% male, DC tx in the past - 60%, hx of LBP - 40%, non-DC tx for this episode - 26%;
2) Symptoms:
a) sx duration: < 3 wks - 61%, >12 wks - 24%;
b) hx of trauma at onset - 46%;
¢) sx changes since onset: worse - 32%, no change - 50%, better - 19%;
d) presence of leg pain - 17%;
e) avg. pain (0-10 VAS) - 5.6;
3) Lumbar exam:
espinal subluxation noted - 98%,
epain repro w/ orthopedic testing - 85%,
*ROM limitation - 79%,
*x-rays taken - 9%;
4) Diagnosis:
elumbar joint dysfunction/syndrome - 50%,
Sl dysfunction/syndrome - 31%,
smuscle strain - 6%;
5) Treatment:
a) techniques:
emanipulation - 95%,
eother manual therapy (TPT, mob., etc.) - 43%,
smodalities - 11%;
b) tx parameters:
o# of visits - 5 (median);
*tx duration - 22 days (median).

Results:
1) DC participation: 38% (55) of the DC’s participated, 32% were ineligible, & 30% didn’t respond,;
2) Pt response (used a 5-pt Likert scale; 1 = worse, 2 = same, 3 = improved, 4 = much improved, 5 = resolved):
a) % of pts who got better:
*“‘improved” - 92.3%,
*“much improved” - 78.9%,
*“resolved” - 47.2%;
b) % of pts who were “much improved” at the following time points:
7 days - 40%,
30 days - 82%,
*45 days - 87%;
¢) median time to “much improved” - 16 days.

Conclusion: “...pediatric patients with LBP do respond positively to chiropractic treatment.” “Patients responded
favorably to chiropractic management, and there were no reported complications.”



Manual therapy vs.
physical therapy vs. medical care
for neck pain

Which type of treatment results in neck pain
patients having to miss the most amount of work?
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Data taken from:

Manual therapy, physical therapy, or continued care by a general practitioner for patients with
neck pain. A randomized, controlled trial.

Hoving JL, Koes BW, de Vet HC, van der Windt DA, Assendelft WJ, van Mameren H, Deville WL,
Pool JJ, Scholten RJ, Bouter LM. Ann Intern Med 2002 May 21;136(10):713-2

Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia.
Jan.Hoving@med.monash.edu.au



Manual therapy, physical therapy, or continued care by a general practitioner for patients
with neck pain. A randomized, controlled trial.

Hoving JL, Koes BW, de Vet HC, van der Windt DA, Assendelft WJ, van Mameren H, Deville WL,
Pool JJ, Scholten RJ, Bouter LM. Ann Intern Med 2002 May 21;136(10):713-2

Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia.
Jan.Hoving@med.monash.edu.au

Study background (an evaluator-blinded, RCT): 183 pts were studied (45 yoa, avg./60% female).
All had nonspecific neck pain, sx for at least 2 wks, and sx reproduced during exam. The avg. pain
level was 6/10. They had received no PT or MT the 6 mths previous. They were referred for the
study by general practitioners from 2/97-10/98. During the tx-phase of the study, the pts were
allowed to continue on meds/exercises rx'd by their MD (before they were sent for the study).

The pts were randomly assigned tol of 2 tx groups: 1) manual therapy: a) tx description:
consisted of “muscular mobilization techniques, “specific articular mobilization techniques”, and
“stabilization techniques”. “Spinal manipulations (low-amplitude, high-velocity thrust techniques)
were not included in this protocol.”; b) tx frequency/duration: tx’d 1x/wk for 6 wks, ea. tx lasted 45
min’s. Tx was given by “six experienced manual therapists...” (PT's w/ formal manual therapy
training); 2) physical therapy: a) tx description: “Active exercise therapies were the cornerstone of
their strategy” (“postural exercises, stretching, relaxation exercises, and functional exercises”).
Traction, massage, or modality applications “could precede the exercise therapy.” “Specific manual
therapy mobilization techniques were not included in this protocol.”; b) tx frequency/duration: tx'd
2x/wk for 6 wks, ea. tx lasted 30 min’s. Tx was provided by “five experienced physical therapists
who were not manual therapy specialists”; 3) continued medical care by a GP: a) tx description: pts
received advice on prognosis, psychosocial issues, self-care (heat application, home exercises),
ergonomics (size of pillow, work position, etc.), and “encouragement to await further recover”. They
also “received an educational booklet containing ergonomic advice and exercises.” Analgesics and
NSAIDs were prescribed, if necessary; b) tx frequency/duration:10-minute follow-up visits were
scheduled ea. 2 wks., if needed. Tx period lasted 6 wks.

Results (1 wk after tx ended): 1) % of pts who were “completely recovered” or “much
improved” (pts rated themselves on a 6-pt scale from “much worse” to “completely recovered”):
medical care - 36% (note: 14% received manual therapy during study period), physical therapy -
51% (not ss superior to medical care), manual therapy - 68% (ss superior to the other 2 txs); 2) %
change in avg. pain on 0-10 VAS (ss-?): medical care - 41% better (6.3 to 3.7), physical therapy -
49% better (5.7 to 2.9), manual therapy - 59% better (5.9 to 2.4); 3) absences from work d/t neck
pain (ns): medical care - 26% of the pts, physical therapy - 29%, manual therapy - 13%.

Conclusion: “...manual therapy is a favorable treatment option for patients with neck pain
compared with physical therapy or continued care by a general practitioner.” “Primary care
physicians should consider manual therapy when treating patients with neck pain.”

Side-effects: “Minor, benign, short-term adverse reactions were reported: 1) increased neck pain
for > 2 days: manual therapy - 18%, physical therapy - 7%, medical care - 5%; 2) headache:
manual therapy - 28%, physical therapy - 32%, medical care - 17%; 3) pain or paresthesia of the
arms: manual therapy - 13%, physical therapy - 15%, medical care - 6%; 4) dizziness: manual
therapy - 10%, physical therapy - 12%, medical care - 6%.

Other: avg. # of txs/visits received: manual therapy — 6, physical therapy — 9, medical care — 2.



How safe Is chiropractic care
for neck problems?

Percent increase in strain in the vertebral artery

(Manipulation of the neck increases strain in the vertebral artery, which, in very rare instances
{1 in 6 million neck treatments*}, may lead to a stroke. How does neck manipulation
compare to an everyday activity such as looking over your shoulder?)
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Data taken from:

Internal forces sustained by the vertebral artery during spinal manipulative therapy.
Symons BP, Leonard T, Herzog W. J Manipulative Physiol Ther 2002 Oct;25(8):504-10
Human Performance Laboratory, Faculty of Kinesiology, University of Calgary, Canada.

*Arterial dissections following cervical manipulation: the chiropractic experience.
Haldeman S, Carey P, Townsend M, Papadopoulos C. CMAJ 2001 Oct 2;165(7):905-6



Internal forces sustained by the vertebral artery during spinal manipulative therapy.
Symons BP, Leonard T, Herzog W. J Manipulative Physiol Ther 2002 Oct;25(8):504-10
Human Performance Laboratory, Faculty of Kinesiology, University of Calgary, Canada.

Study background: 6 “fresh” and unembalmed cadavers (86 yoa, avg./3 males) were studied. A) In situ measurements: Dissection
procedure:Two subjects underwent right vertebral artery (VA) dissection, 2 underwent left VA dissection, and lunderwent bilateral VA dissection.
“Minimal dissection was performed to preserve the in situ mechanical behavior of the VA...”, and none of the mm or lig's were transected. Following
dissection, pairs of “piezoelectric ultrasonic crystals were sutured onto the upper & lower loops of the VA”. One crystal acted as a receiver and one
as a transmitter, allowing for the distance (or strain) between them to be measured. The upper loop location (C0-1) was between the foramen
magnum and the C1 transverse foramen, and the lower loop location (C6-SA) was between the subclavian artery and the C6 transverse foramen.
Testing procedure (strain measurements were taken for 3s before ea. test mvmt to 3s after): 1) neutral position; 2) ROM - head moved “passively
to the end-range point, when no further movement could be produced” (in flexion, extension, rotation, & lateral bending); 3) vertebrobasilar
insufficiency (VBI) testing - cervical extension + rotation; 4) cervical spinal manipulation (SMT): a) C3-4 lateral break, rotary break, and “combo”; b)
C1-2 combo; c) C6-7 combo. B) Ex vivo measurements (taken after in situ measurements were taken): Dissection procedure: The VA was
carefully harvested at its end points (from the subclavian artery to the foramen magnum) and kept moist w/ saline solution and US gel. Testing
procedure: The VA was stretched to mechanical failure (the first point at which a decrease in resistance was measured). Two different stretching
speeds were used - 5 mm/min and 500 mm/min (500 mm/min = HVLA {unpublished data}). No diff's in point of failure were found between the 2
speeds.
Results:
A) In situ measurements (% increase in peak strain value compared to neutral position):
1) ROM & VBI:
a) C0-1:
«flexion - 3.6%,
sextension - 1.2%,
sipsilateral rotation - 5.3%,
scontralateral rotation - 12.5%,
sipsilateral lat. bending - 3.3%,
scontralateral lat. bending - 5.5%,
eipsilateral VBI - 4.2%,
scontralateral VBI - 11.8%;
b) C6-SA:
«flexion - 2.4%,
sextension - 2.8%,
sipsilateral rotation - 3.2%,
scontralateral rotation - 4.8%,
sipsilateral lat. bending - 2.0%,
scontralateral lat. bending - 2.2%,
eipsilateral VBI - 3.2%,
scontralateral VBI - 4.9%;
2) SMT measurements (all measurements are from the VA on the contralateral side of the adjustment):
a) C3-4 lateral break: CO-1 - 4.5%, C6-SA - 1.4%;
b) C3-4 rotary break: CO-1 - 7.0%, C6-SA - 2.5%;
c) C3-4 rotary/lateral break combo: C0-1 - 5.2%, C6-SA - 2.7%;
d) C1-2 rotary/lateral break combo: CO-1 - 6.5%, C6-SA - 2.0%;
e) C6-7 rotary/lateral break combo: C0-1 - 8.0%, C6-SA - 2.1%;
B) Ex vivo measurements (% increase in strain, or length, of VA before onset of mechanical failure)
CO0-1 - 53% (almost 9x higher than 6.2% avg. of SMT, and almost 5x higher than 12% avg. of simple cervical rotation, C6-SA -
62%.
Conclusion: “SMT resulted in strains to the VA that were almost an order of magnitude lower than the strain required to mechanically disrupt it.”
CO0-1 strain w/ SMT is “approximately 10% of the ultimate failure strain of the VA...” “...SMT results in strains that are within the range of strains
produced during normal, physiological motion of the cervical spine.” None of the SMT’s produced strains higher than those observed w/ ROM or
VBI testing. “...a single [HVLA] SMT thrust is unlikely to mechanically disrupt the VA.”

Arterial dissections following cervical manipulation: the chiropractic experience.
Haldeman S, Carey P, Townsend M, Papadopoulos C. CMAJ 2001 Oct 2;165(7):905-6

Study background: The authors reviewed the files of all claims of stroke following cervical manipulation (data taken from malpractice claims
against the “Canadian Chiropractic Protective Association”, or CCPA, from 1988 to 1997).

Results: There were 23 cases of stroke or VAD. The pts were 43 yoa, avg., 74% were female, and 65% had onset of sx w/in 20 min’s of their tx
(another 22% had onset within 1 day).

Context: # of DC visits involving cervical manipulation during the same 10 yrs - 134.5 million. This # is based on a survey (78% response rate) of
the 4500+ DC's covered by CCPA, which found an avg. of 60 such visits/wk, on avg. (x 49 wks/yr x 10 yrs X 4500 DC's = 130+ million visits).
Conclusion: What is the “likelihood that a chiropractor will be made aware of an arterial dissection following cervical manipulation”? 1 per 5.85
million cervical manipulations, 1 per 8.06 million office visits, 1 per 1430 chiropractic practice years, 1 per 48 chiropractic practice careers
(assuming an avg. of 30 yrs of prax). “This is significantly less than the estimates of 1:500,000 - 1 million cervical manipulations calculated from
surveys of neurologists.”

Comments: “It is probable that the experience of chiropractors does not reflect all dissections that occur following cervical manipulation.”




Do you have dizziness?
A 5-minute treatment may get rid
of it within 2 days

What percent of "benign
positional vertigo" patients become
vertigo-free within 2 days?

Data taken from:

Therapeutic efficacy of the Epley canalith repositioning maneuver.
Ruckenstein MJ. Laryngoscope 2001 Jun;111(6):940-5

Department of Otorhinolaryngology-Head and Neck Surgery, Hospital of the
University of Pennsylvania, Philadelphia, Pennsylvania 19104, USA.



Therapeutic efficacy of the Epley canalith repositioning maneuver.

Ruckenstein MJ. Laryngoscope 2001 Jun;111(6):940-5

Department of Otorhinolaryngology-Head and Neck Surgery, Hospital of the University of
Pennsylvania, Philadelphia, Pennsylvania 19104, USA.

Background: What is vertigo? A sensation of spinning (you spin=subjective, room
spins=objective). What is “benign, positional vertigo” (BPV)? Recurrent, brief episodes of severe
vertigo precipitated by certain head positions. What causes it? Canalithiasis is the most likely
explanation (free-floating debris {canaliths} in the endolymph of the post. semicircular canal - when
head position changes, their movement stimulates the cupula moreso than normal, which causes
vertigo) What tx works? Studies have shown Epley’s maneuver may work (it's supposed to
reposition the particles in a less sensitive part of the semicircular canals {the utricle}, but the time
between tx and follow-up (1+ weeks) may have allowed for spontaneous recovery. This study used
a 2-day follow-up as the primary end-point of tx success/failure.

Study background: 86 BPV pts were studied. The Dix-Hallpike maneuver repro’d sx in all pts (pt
supine w/ head rotated 45° & extended 20-45°, check bilaterally, the ear that’s closest to the floor
when sx are reproduced is the one with the problem, there is a 1-5s delay before sx start, sx only
last 15-30s, sx fatigue with repetition). They had suffered from vertigo for 9 wks, avg. (a range of .5
- 40 wks), and 30% had a hx of BPV.

Tx description (all received a single “Epley’s canalith repositioning maneuver”):

1) pt supine w/ head rotated 45° toward the bad ear and extended 30° (this will reproduce sx as
particles move out of the cupula), hold for 2 min’s;

2) pt rolls onto good-side shoulder w/ head pointed toward the floor, hold for 2 min’s;

3) pt is brought back to a sitting position as the pt keeps chin tucked to the shoulder to prevent the
conversion to a horizontal canal BPV.

Outcome measure: Pts graded their sx each day for 14 days (pts could circle more than one
answer): 1 - my vertigo did not change, 2 - my vertigo was improved but not gone, 3 - | had no
vertigo, 4 - | was lightheaded and/or imbalanced, 5 - | felt fine.

Results: 70% had their vertigo resolve w/in 2 days, although 47% of these still had
“lightheadedness or imbalance” (none of the sx were disabling); all had a “-” Dix-Hallpike at the 2-
wk follow-up evaluation. Overall, a total of 79% of the pts were vertigo-free w/in 1 wk of tx and 81%
w/in 2 wks.

Conclusion: The Epley tx “appears to result in an immed-iate resolution of symptoms in 70% of
cases...” “It should be established as the treatment of choice for BPV...”

Comments: 86% of the pts also received mastoid oscillation (how long - ?, before/during tx - ?) w/
a Hitachi Mini-massager (5500 cycles/min., costs $30, works on a single “C” battery). Those who
didn’t receive the vibration were given post-tx head position restrictions (head upright for 2 days,
don’t look up/down or rest horizontally). The authors comment that vibration vs. head-mvmt restrix
had no effect on pt outcomes.



How effective iIs spinal manipulation
for patients with LBP?

Nearly 50% of LBP patients improve
significantly within 2 spinal manipulation treatments.
How much better do they feel?
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Data taken from:

A clinical prediction rule for classifying patients with low back pain who demonstrate short-
term improvement with spinal manipulation.

Flynn T, Fritz J, Whitman J, Wainner R, Magel J, Rendeiro D, Butler B, Garber M, Allison S. Spine
2002 Dec 15;27(24):2835-43

U.S. Army-Baylor University Graduate Program in Physical Therapy, San Antonio, Texas, and the

double dagger U.S. Army-Baylor University, Postprofessional Doctoral Program in Orthopaedic &
Manual Physical Therapy, Fort Sam Houston, Texas.



A clinical prediction rule for classifying patients with low back pain who demonstrate short-term improvement with spinal manipulation.
Flynn T, Fritz J, Whitman J, Wainner R, Magel J, Rendeiro D, Butler B, Garber M, Allison S. Spine 2002 Dec 15;27(24):2835-43

U.S. Army-Baylor University Graduate Program in Physical Therapy, San Antonio, Texas, and the double dagger U.S. Army-Baylor University,
Postprofessional Doctoral Program in Orthopaedic & Manual Physical Therapy, Fort Sam Houston, Texas.

Study background (a prospective study): 71 LBP pts (59% male/38 yoa, avg.) were studied. All were referred for PT for their LBP. They had 42
days of LBP, on avg. Thirty percent had a traumatic onset (d/t a fall, lifting, etc.), and 83% had a prior hx of LBP.

Study inclusion criteria: “had a chief complaint of pain and/or numbness in the lumbar spine, buttock, and/or lower extremity”, Oswestry score had
to be at least 30%.

Study exclusion criteria: “signs consistent with nerve root compression” (SLR <45°, abnormal LE neuro exam, pregnancy, prior lumbar surgery).
All underwent a “standardized” hx/exam: 1) sx assessment: 0-10 pain scale, pain diagram, Oswestry questionnaire, Fear-Avoidance Beliefs
Questionnaire (FABQ, which “quantifies a patient’s fear of pain and subsequent avoidance of activity”); 2) exam procedures: Waddell's nonorganic
signs, lumbar ROM, supine SLR, prone hip rotation ROM, PA spring testing of the lumbar spine (“mobility was judged as normal, hypomobile, or
hypermobile”), “numerous” Sl tests (Gillet's, Patrick’s, Gaenslen'’s, etc.).

Then, all underwent a “standardized spinal manipulation treatment program” (3 tx sessions over 4-8 days): 1) supine, rotation manipulation of
the lumbar spine (“a standard technique used in physical therapist education programs”); 2) “supine pelvic tilt range of motion exercise” (10 rep’s, 3-
4x/day); 3) “instruction to maintain usual activity level within the limits of pain”.

Description of SMT protocols:
1) protocol for determining side to be tx'd (the tests are listed in order of importance):
a) the side w/ a positive “standing flexion test” (w/ pt standing, palpate the PSIS’s as the pt forward flexes maximally; the PSIS which
moves headward the most is restricted); b) the side w/ tenderness over the sacral sulcus; c) the side the pt says is more symptomatic; d)
coin flip.
2) manipulation description (“supine, rotation manipulation of the lumbar spine” technique):
(description of the technique being used to manipulate the right lower back)
1) Dr. stands opposite the side to be manipulated:
- stand on the left side of the pt
2) Pt supine:
- legs straight
- hands clasped together behind neck
3) Pt is passively side-bent away from the Dr.
4) Pt's torso is passively rotated toward Dr.:
- Dr. uses right hand on back of pt’s right shoulder to rotate pt
- Dr. places left hand on pt's right ASIS
5) Thrust description:
- Dr.’s left hand delivers a “quick posterior and inferior thrust” through the pt's right ASIS
6) If there was no cavitation:
- Procedure was tried a 2nd time on the same side
- If there was still no cavitation, then procedure was tried on opposite side (2x max)

Results:
1) Oswestry score (results are based on changes noted during the 3rd tx visit, before the 3rd tx was given):
a) avg. improvement in Oswestry score: 41% (from 42 to 25)
b) % of pts successfully tx'd (Oswestry score improved by >50%) - 45% (32/71)
§after 1 tx - 28% (20/71)
§avg. improvement in Oswestry - 73% (from 44 to 12)
¢) % of pts unsuccessfully tx'd (Oswestry score improved by =<50%) - 55% (39/71)
§avg. improvement in Oswestry - 15% (from 41 to 35)
2) “Clinical prediction rule”:
a) 5 best variables for predicting tx success:
1) sx duration < 16 days (successful pts - 24 days, avg., unsuccessful pts - 57 days, avg.);
2) FABQ work subscale score < 19 (successful pts - 9, unsuccessful pts — 16);
3) lumbar hypomobility w/ spring testing (successful pts - 97%, unsuccessful pts - 77%);
4) at least 1 hip w/ internal ROM > 35° (successful pts - 31°, avg., unsuccessful pts - 27°, avg.);
5) no sx distal to the knee (successful pts - 87%, unsuccessful pts - 64%)
b) probability of tx success after 2 txs:
«1 variable present - 46%,
2 variables present - 49%,
3 variables present - 68%,
4 variables present - 95%.
Conclusion: LBP pts “likely to respond to manipulation can be accurately identified before treatment.” “The ability to accurately predict which
patients will have which response a priori would be immensely beneficial for clinical decision-making.”
Comments:
1) 8 PT'’s provided all of the care: “Four were residents in the U.S. Army-Baylor Post-Professional Doctoral Program in Orthopedic and Manual
Physical Therapy” (program is designed to give PT's “advanced training” in orthopedic and manual PT), and four were instructors. They used a 1-
day training session to ensure standardization of exam/tx tech’s.
2) Drop-out data: there were 75 pts originally, but 4 pts (5%) dropped out: 2 d/t personal or work reasons, 1 d/t complications from ongoing Gl
distress, 1 d/t unknown reasons.




Thank you for telling others
about chiropractic care!

What percent of chiropractic patients are self-
referred (by another patient, friend, relative, etc.)

Data taken from:

Characteristics of visits to licensed acupuncturists, chiropractors, massage
therapists, and naturopathic physicians.

Cherkin DC, Deyo RA, Sherman KJ, Hart LG, Street JH, Hrbek A, Davis RB, Cramer
E, Milliman B, Booker J, Mootz R, Barassi J, Kahn JR, Kaptchuk TJ, Eisenberg DM. J
Am Board Fam Pract 2002 Nov-Dec;15(6):463-72

Center for Health Studies, Group Health Cooperative, Seattle 98101, USA.



Characteristics of visits to licensed acupuncturists, chiropractors, massage therapists, and
naturopathic physicians.

Cherkin DC, Deyo RA, Sherman KJ, Hart LG, Street JH, Hrbek A, Davis RB, Cramer E, Milliman B,
Booker J, Mootz R, Barassi J, Kahn JR, Kaptchuk TJ, Eisenberg DM. J Am Board Fam Pract 2002
Nov-Dec;15(6):463-72

Center for Health Studies, Group Health Cooperative, Seattle 98101, USA.

Study background (DC portion of study): DC’s from AZ & MA were studied from 1998-1999. All
were randomly chosen, and 160+ DC'’s participated. All were interviewed via telephone, and they
were were asked “sociodemographic, training, and practice characteristic” questions. Then, the
DC'’s collected data on “20 consecutive patient visits”.

Results:

1) Referral source for DC pts:
a) pt self-referral - 81.1% to 87.2% (MA/AZ); includes referral by another pt, friend, relative,
or an advertisement;
b) MD/DO referral - 3.5% to 6.6% (AZ/MA),
c) CAM referral - 3.5% to 6.2% (AZ/MA); referral by an acupuncturist, DC, massage
therapist, or naturopath;

2) Top 5 reasons for seeking chiropractic care (accounted for 85% of all visits):
a) back sx - 41% to 44% (AZ/MA); FYI, 2.4% of MD visits are for back sx;
b) neck sx -23% to 25% (MA/AZ);,
c) wellness - 9% to 10% (AZ/MA);
d) HA - 5% to 6% (MA/AZ);
e) shoulder sx - 3% to 4% (MA/AZ);

3) % of visits which conclude “with a plan for the patient to return at a specific time” - 75% to 85%;

4) Office visit duration (median): DC - 15 min’s, MD - 17 min’s;

5) % of pts receiving tx for acute/chronic prob’s: chronic - 45%, acute - 40%.

Conclusion: Chiropractors “are not dependent on conventional physicians for referrals.”
Chiropractors treat “mostly musculoskeletal problems.” “...chiropractors appear to spend as much
time with patients as do conventional physicians.”

Bonus note comments: The “84%" number is the rounded avg. of the “pt self-referral” rate for MA
(81.1%) and AZ (87.2%) chiropractic pts.



Low back pain? A simple
exercise can cut your low back
problems by over 5020

Percent of low back pain
patients who suffer another episode of back
pain within one year
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Data taken from:

Long-term effects of specific stabilizing exercises for first-episode low back pain.

Hides JA, Jull GA, Richardson CA. Spine 2001 Jun 1;26(11):E243-8

the Department of Physiotherapy, Mater Misericordiae Public Hospitals, South Brisbane, Queensland,
Australia.



Long-term effects of specific stabilizing exercises for first-episode low back pain.

Hides JA, Jull GA, Richardson CA. Spine 2001 Jun 1;26(11):E243-8

the Department of Physiotherapy, Mater Misericordiae Public Hospitals, South Brisbane, Queensland,
Australia.

Background:

In 1996, the following study was published - Multifidus muscle recovery is not automatic after resolution of
acute, first-episode low back pain. Hides JA, Richardson CA, Jull GA. Spine 1996 Dec 1;21(23):2763-9. It
studied 39 acute, 1st-episode LBP pts, all of whom had a diminished multifidus CSA (cross-sectional area)
on the side (and segmental level) of pain (22-26% smaller compared to opposite side). 1/2 received a
“multifidus” exercise rx (described below), 1/2 did not. Results: 90% of both groups were pain-free after 4
wks, but there was a difference in multifidus size: control pts - 17%, 14% smaller (4, 10 wks), exercise pts -
7%, .2% smaller (4, 10 wks). Conclusion: “Multifidus muscle recovery is not spontaneous on remission of
painful symptoms. Lack of localized, muscle support may be one reason for the high recurrence rate of low
back pain following the initial episode.”

Current study background (long-term results): 39 “acute, 1st-episode LBP” pts (31 yoa, avg., 16 female)
were studied. All had unilateral, mechanical LBP of < 3 wks duration (8.5 days, avg.). They were recruited
from an ER.

They were randomly assigned to:
1) control (“medical management”) - advice on bedrest, absence from work, meds, and advice on
resuming “normal activity as tolerated”, 1 visit only - ?;
2) exercise instruction for “abdominal hollowing” - medical management, as described above, plus
training in an exercise that activates/trains the spinal stabilization function of the multifidus (and the
transversus abdominus). The exercise pts received 8 instruction visits over 1 mth.

“Abdominal Hollowing” exercise description:
1) take a relaxed breath in and out;
2) then, stop breathing momentarily as you “draw in your abdominal wall without moving your spine
or pelvis” (concentrate on the lower abdomen - draw it up and in);
3) “gently swell out or contract your [multifidus] muscle against my fingers” (put fingers just to the
side of the spinous processes to palpate mm activity);
4) hold for 10s while breathing normally;
5) use 40% of MVC for target mm;
6) repeat 10x, do 1x/hr.

Results (# of pts w/ LBP recurrence):
1) 1 year:
scontrol - 84% (4.2 episodes, avg., recurrent episodes as severe as 1st - 56%, 42% sought tx);
sexercise - 30% (2.8 episodes, avg, recurrent episodes as severe as 1st - 33%, 15% sought tx);
2) 3 years (sx in previous 2 yrs):
scontrol - 75% (5 episodes, avg., recurrent episodes as severe as 1st - 17%, 25% sought tx;
sexercise - 35% (4.6 episodes, avg., recurrent episodes as severe as 1st - 14%, 20% sought tx.

Conclusion: “Specific exercise therapy may be required to restore normal muscle function.” They “help to
reduce the high recurrence rate of LBP after the initial acute episode...”

Comments: There was a 100% follow-up rate at 1 yr and a 92% follow-up rate at 3 yrs (3 were lost in the
control group; for data analysis, “no recurrence” was assumed for these pts). A telephone questionnaire was
used, which was given by a blinded research assistant.



Tennis elbow?
A 30-second treatment may stop
the pain immediately

What percent of tennis elbow
patients feel significant improvement
after just one treatment?
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Data taken from:

The initial effects of an elbow mobilization with movement technique on grip strength in
subjects with lateral epicondylalgia.

Abbott JH, Patla CE, Jensen RH. Man Ther 2001 Aug;6(3):163-169

Institute of Physical Therapy, University of St. Augustine for Health Sciences, St. Augustine, Florida,
USA



The initial effects of an elbow mobilization with movement technique on grip strength in
subjects with lateral epicondylalgia.

Abbott JH, Patla CE, Jensen RH. Man Ther 2001 Aug;6(3):163-169

Institute of Physical Therapy, University of St. Augustine for Health Sciences, St. Augustine,
Florida, USA

Study background (a case series): 25 pts (46 yoa, avg., 17 males) w/ tennis elbow sx were
studied. All complained of lat. elbow pain w/ gripping activities or resisted wrist or finger extension.
Their sx were present for 16 mths, on avg., and the dominant arm was affected in 60% of the
cases.

Examination: They assessed for the primary “comparable sign” (the main mvmt that repro’d pain)
using 6 different mvmts: making a fist, gripping a rolled elastic bandage (5cm diam.), unresisted
wrist ext., resisted wrist ext., unresisted 3rd finger ext., and resisted 3rd finger ext. Pain-free grip
strength was also checked.

Tx description (the tennis elbow “MWM?”, which is supposed to “cause repositioning of bony
positional faults”):
1) Pt position - pt supine w/ arm at 45° abd.;
2) Dr contact - brace distal humerus w/ one hand, web of other hand contacts the medial
proximal forearm of the pt;
3) Dr movement - apply a laterally directed pressure to the ulna;
4) Pt movement - pt performs the primary “comparable sign” motion slowly (there should be
NO pain if this type of tx is an appropriate intervention for the pt's condition);

5) repeat 10x.

Results (there was just the one tx):
1) % who could do their “comparable sign” mvmt w/o pain during the MWM tx: 92%;
2) Pain-free grip strength:

ebefore - 51.6 Ibs,

eafter - 62.0 Ibs (a 20% improvement).

Conclusion: “MWM may be a useful [tx] for patients with LE.”



Is manipulation more
effective than physiotherapy
for shoulder pain?

What percent of shoulder pain
patients are symptom-free 2-3 years after undergoing
manipulation vs. physiotherapy treatment?

75%

50% -

25%

Manipulation Patients Physiotherapy Patients

Data taken from:

Treatment of shoulder complaints in general practice: long term results of a randomised,
single blind study comparing physiotherapy, manipulation, and corticosteroid injection.
Winters JC, Jorritsma W, Groenier KH, Sobel JS, Jong BM, Arendzen HJ. BMJ 1999 May
22;318(7195):1395-6

Department of Family Practice, University of Groningen, Ant Deusinglaan 4, 9713 AW Groningen,
Netherlands.



Treatment of shoulder complaints in general practice: long term results of a randomised, single blind study
comparing physiotherapy, manipulation, and corticosteroid injection.

Winters JC, Jorritsma W, Groenier KH, Sobel JS, Jong BM, Arendzen HJ. BMJ 1999 May 22;318(7195):1395-6
Department of Family Practice, University of Groningen, Ant Deusinglaan 4, 9713 AW Groningen, Netherlands.

Study background: 172 unilateral shoulder pain pts (49 yoa, avg./56% female) were enrolled for the original study
from 7 general medical care practices from 9-94 through 9-95. Pts had to have pain in the deltoid, AC joint, superior
trapezius, and/or scapular area. Pain radiation into the arm was allowed, as was limited ROM of the upper arm and/or
shoulder girdle. Pts w/ complaints d/t “minor trauma” were included, but pts w/ a herniated cervical disc were not.

Diagnostic group assignment: Based on HX,PE, and response to 1 wk of NSAID tx (Voltaren), pts were allocated
into 2 diagnostic groups:
1) “shoulder girdle” (58 pts):
- pain thought to arise from “functional disorders of the cervical spine, upper thoracic spine, or the upper ribs”.
- 3.5 wks of sx, avg.;15/28 pain score, avg. (7 = no pain, 14 = mild, 21 = moderate, 28 = severe)
2) “synovial” (114 pts):
- pain thought to arise from “the synovial structures” (subacromial structures, AC joint, and/or glenohumeral
joint).
- 7 wks of sx, avg.; 16/28 pain score, avg.

Pts were randomly assigned to various txs:

1) “shoulder girdle” pts:
a) Physiotherapy (PT) - 2x/wk txs for 6 wks by a PT using “classic physiotherapy” (exercises, massage, and
modalites; no mob./manip. techniques were allowed).
b) Manual therapy (MT) - 1x/wk txs for 6 wks by an MD or PT using mob./manip. of the cervical spine, upper
thoracic spine, upper ribs, AC joint, and the glenohumeral joint. All of the manual therapists were graduates of
the “Eindhoven course for manipulative therapy.”

2) “synovial” pts:
a) Physiotherapy (PT) - same as above
b) Manual therapy (MT) - same as above
c¢) Corticosteroid injection (CI) - 1-3 injections (1.8, avg.) were given (at baseline, 1 wk later, and 3 wks later)

Long-term followup: Pts were sent a questionnaire 2-3 yrs after receiving the above-referenced tx. The questionnaire
asked about their current and previous sx, further txs, etc. 40/58 (69%) of the “shoulder girdle” pts and 90/114 (79%) of
the “synovial” pts responded.

Results (ns):
1) % who were free of their shoulder pain:
a) “shoulder girdle” pts:
PT - 41%, MT - 67%
b) “synovial” pts:
PT - 76%, MT - 73%, CI - 76%
2) % who felt “cured” {free of any significant sx}):
a) “shoulder girdle” pts:
PT - 64%, MT - 78%
b) “synovial” pts:
PT - 81%, MT - 73%, CI - 76%
3) % who sought follow-up care:
a) “shoulder girdle” pts:
PT - 50%, MT - 33%
b) “synovial” pts:
PT - 31%, MT - 42%, CI - 26%

Conclusion: “In the long term no significant differences between the various treatment groups were found.” None of
the differences reached statistical significance.



Is Manipulation Better For Shoulder
Pain Than Physiotherapy?

What percent of patients
with shoulder pain feel "cured" after
5 weeks of treatment?
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Data taken from:

Comparison of physiotherapy, manipulation, and corticosteroid injection for treating shoulder
complaints in general practice: randomised, single blind study.

Winters JC, Sobel JS, Groenier KH, Arendzen HJ, Meybom-de Jong B. British Medical Journal 1997
May 3;314(7090):1320-5.

Department of General Practice, University of Groningen, Netherlands.



Comparison of physiotherapy, manipulation, and corticosteroid injection for treating shoulder
complaints in general practice: randomised, single blind study.

Winters JC, Sobel JS, Groenier KH, Arendzen HJ, Meybom-de Jong B. BMJ 1997 May 3;314(7090):1320-5.
Department of General Practice, University of Groningen, Netherlands

Study background: 172 unilateral shoulder pain pts (49 yoa, avg./56% female) were enrolled for the study
from 7 general medical care practices from 9-94 through 9-95. Pts had to have pain in the deltoid, AC joint,
superior trapezius, and/or scapular area. Pain radiation into the arm was allowed, as was limited ROM of
the upper arm and/or shoulder girdle. Pts w/ complaints d/t “minor trauma” were included, but pts w/ a
herniated cervical disc were not.

Diagnostic group assignment: Based on HX,PE, and response to 1 wk of NSAID tx (Voltaren), pts were
allocated into 2 diagnostic groups:
1) “shoulder girdle” (58 pts):
- pain thought to arise from “functional disorders of the cervical spine, upper thoracic spine, or the
upper ribs”.
- 3.5 wks of sx, avg.;15/28 pain score, avg. (7 = no pain, 14 = mild, 21 = moderate, 28 = severe)
2) “synovial” (114 pts):
- pain thought to arise from “the synovial structures” (subacromial structures, AC joint, and/or
glenohumeral joint).
- 7 wks of sx, avg.; 16/28 pain score, avg.

Pts were randomly assigned to various txs:

1) “shoulder girdle” pts:
a) Physiotherapy (PT) - 2x/wk txs for 6 wks by a PT using “classic physiotherapy” (exercises,
massage, and modalites; no mob./manip. techniques were allowed).
b) Manual therapy (MT) - 1x/wk txs for 6 wks by an MD or PT using mob./manip. of the cervical
spine, upper thoracic spine, upper ribs, AC joint, and the glenohumeral joint. All of the manual
therapists were graduates of the “Eindhoven course for manipulative therapy.”

2) “synovial” pts:
a) Physiotherapy (PT) - same as above
b) Manual therapy (MT) - same as above
c) Corticosteroid injection (CI) - 1-3 injections (1.8, avg.) were given (at baseline, 1 wk later, and 3
wks later)

Results (% of pts who felt “cured” {free of any significant sx}):
1) Shoulder girdle pts:

a) after 3 wks of tx (ns): PT - 7%, - MT - 45%

b) after 5 wks (ss): PT - 10%, - MT - 70%

c) after 7 wks (ns): PT - 35%, MT - 85%

*45% of PT pts dropped out d/t tx failure, whereas only 20 % of MT pts dropped out.
2) Synovial pts:

a) 3 wks (ns): PT - 8%, MT - 30%, CI - 58%

b) 5 wks (ss): PT - 20%, MT - 40%, Cl - 75%

c) 7 wks (ns): PT - 36%, MT - 40%, CI - 85%

*59% of MT pts dropped out d/t tx failure, 51% of PT pts, and 17% of CI pts.

Conclusion:
1) Shoulder girdle disorders: “Duration of complaints was significantly lower after manipulation [compared
to PT]...” “...manipulation is to be preferred to physiotherapy for treating shoulder [girdle] complaints...”

2) Synovial disorders: “We found [corticosteroid] injection to be the most effective treatment for shoulder
complaints originating from the synovial structures...”




How harmful can delayed
treatment (“watchful waiting”) be
for a low back injury?

What impact does delaying
treatment for alow back injury have on recovery

time and missed work days?
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Data taken from:

Effectiveness of early physical therapy in the treatment of acute low back musculoskeletal
disorders.

Zigenfus GC, Yin J, Giang GM, Fogarty WT. J Occup Environ Med 2000 Jan;42(1):35-9
Concentra Health Services, Inc, Addison, Texas 75001, USA.



Effectiveness of early physical therapy in the treatment of acute low back musculoskeletal
disorders.

Zigenfus GC, Yin J, Giang GM, Fogarty WT. J Occup Environ Med 2000 Jan;42(1):35-9
Concentra Health Services, Inc, Addison, Texas 75001, USA.

Study background: The records of 3867 eligible low back injury cases were reviewed.

The eligibility criteria were: lumbar sprain dx (847.2), moderate pain severity, 1st medical
evaluation was within 3 wks of injury, and referred for “sports medicine” PT (manual therapy,
exercise including home exercises, pt education, and electro, mechano, and physical agent
modalities). Cases were taken from worker’'s compensation data (Concentra Managed Care, pts
from 7-1-97 through 7-1-98).

Records were divided into 3 different groups:

1) no delay in tx — PT started within 1 day of injury (.6 days on avg.),
2) slight delay — PT started 2-7 days after injury (3.8 avg.),

3) moderate delay — PT started after 8-197 days (12.5 avg.).

Results:
1) no delay in tx:
3.9 PT visits,
3.1 MD visits,
*4.5 days missed work,
8.1 work-restricted days,
9.8 days until released from care;
2) slight delay:
3.8 PT visits,
*3.4 MD visits,
5.2 days missed work,
*9.9 work-restricted days,
*12.3 days until released from care;
3) moderate delay:
*4.9 PT visits,
3.9 MD visits,
7.0 days missed work (56% more lost work days compared to “no delay”),
*13.4 work-restricted days (65% more work-restricted days compared to “no delay”),
*16.5 days until released from care (68% longer recovery time compared to “no delay”).

Conclusion: Waiting more than a week to begin tx results in a 68% longer recovery time
compared to beginning tx within 1 day of injury, as well as 56% more lost days from work. “The
shorter the delay, the fewer medical treatments patients require and the more quickly patients
return to work at full capacity.” “The reduced disability duration...can result in enormous savings in
both medical and non-medical costs of workers’ compensation.”



Is Manual Therapy Effective

For Knee Arthritis?

How much does 4 weeks of
manual therapy and exercise decrease the pain of
knee osteoarthritis?
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Data taken from:

Effectiveness of manual physical therapy and exercise in osteoarthritis of the knee. A

randomized, controlled trial.

Deyle GD, Henderson NE, Matekel RL, Ryder MG, Garber MB, Allison SC. Ann Intern Med 2000 Feb

1;132(3):173-81

Brooke Army Medical Center and US Army-Baylor University, Fort Sam Houston, Texas 78234-6200,
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Effectiveness of manual physical therapy and exercise in osteoarthritis of the knee. A
randomized, controlled trial.

Deyle GD, Henderson NE, Matekel RL, Ryder MG, Garber MB, Allison SC. Ann Intern Med 2000
Feb 1;132(3):173-81

Brooke Army Medical Center and US Army-Baylor University, Fort Sam Houston, Texas 78234-
6200, USA. gail.deyle@amedd.army.mil

Study background (placebo-controlled RCT): 83 knee OA pts who were referred for PT were
studied. They were 62 yoa on avg., had knee pain for 5+ yrs on avg., and 81% were on meds for
their pain.
They were randomly assigned to 1 of 2 tx groups:
Both groups received tx 2x/wk for 4 wks
1) Manual therapy + exercise (30 min’s for eval., tx, and re-eval.):
a) passive ROM & joint play mobilization to the knee, lumbar spine, hip, and ankle.
b) exercise (40 min’s - performed in-office & at home) consisted of 3 x 30s stretches (calf,
hamstring, and quad), 2 x 30s ROM exercises (knee flexion and extension), 5 min’s riding a
stationary bike (increased over time), 10 rep’s of knee extensions (hold for 6s), and a closed
chain knee exercise (30s static knee extension or 30s seated leg press or 30s dips or 30s
step-ups).
2) Sham-US (30 min’s for eval., tx, & re-eval.) consisted of 10 min’s at .1W/cm2 - 10% on.
Results (evaluated by a blinded evaluator):
1) Percent increase in distance walked in 6 min’s:
Manual therapy:
*12% at end of tx,
*13% 4 weeks later,
*11% after 1 year,
Sham-US:
*0% at end of tx,
*2% after 4 weeks later,
»-4% after 1 year;
2) Percent decrease in WOMAC score (24 questions on function, pain, and stiffness):
Manual therapy:
*52% at end of tx,
*56% 4 weeks later,
*36% after 1 year,
Sham-US:
*16% at end of tx,
*15% 4 weeks later,
*8% after 1 year.
Conclusion: Manual therapy + exercise produced “clinically and statistically significant
improvements...” “The beneficial effects of treatment persisted at 4 weeks and 1 year after”
treatment ended.
Comments: These results are roughly 2x as good as those seen from studies on exercise alone.
Exercise studies have also used roughly 4x more clinical visits.




Does Regular Chiropractic
Care Result In Lower
Healthcare Costs?

How much does regular chiropractic care lower yearly
healthcare costs for patients over 65 years of age?
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Maintenance care: health promotion services administered to US chiropractic patients aged 65
and older, part Il.

Rupert RL, Manello D, Sandefur R. J Manipulative Physiol Ther 2000 Jan;23(1):10-9
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Maintenance care: health promotion services administered to US chiropractic patients aged 65 and
older, part Il.

Rupert RL, Manello D, Sandefur R. J Manipulative Physiol Ther 2000 Jan;23(1):10-9

Logan Chiropractic College, St Louis, MO, USA.

Study background: The 73 American DC’s who participated in the study were randomly chosen from a
pool of eligible DC’s.
1) The DC eligibility requirements were: provide maintenance care (MC), 5+ yrs of practice or
currently treating a pt with 5+ yrs of MC, and willing to help with research. Up to 10 consecutive
eligible MC pts were studied from each practice.
2) The pt eligibility requirements were: 65+ yoa, received MC for at least 5 yrs, and received at least
4 MC visits/yr. Pt filled out an overall health status questionnaire (SF-36) and a survey of lifestyle
health habits, medical use, healthcare costs, and perceived value of MC.
The DC’s filled out frequency & duration of each pt's MC and components of MC (manipulation, exercise,
nutrition, and/or PT). Data from MC pts was compared to non-MC pts (data taken from a 1987 general
population survey of 65+ year-olds). Data was collected over 7 mths in 1995.

Results:
1) General:
The 311 pts who were studied (an avg. of 4.26 from each chiropractor’s office) were 73 yoa on avg.,
had received 16.5 yrs of MC, and received 16.95 MC visits/yr.
2) Effects of MC:
a) Overall health status:
No diff. between MC and non-MC pts except for the “positive depression screener” scale of
the SF-36 (17% for MC, 89% for non-MC).
b) # of yearly visits to medical doctors:
MC - 4.76,
non-MC — 9 (based on the most recent government data from 1987).
c) Healthcare costs:
MC — $3,106,
non-MC — $10,041 (based on 1987 government figures of per capita healthcare expenses
for 65+ yoa and adjusted for percentage of growth in healthcare costs for each yr).
d) Pts opinion of MC:
95.8% believe it is “considerably or extremely valuable”.

Conclusion: Elderly pts under chiropractic maintenance care have 69% lower healthcare costs.

Other: What did MC consist of in this study (what type of care did they receive)?
1) manipulation - 100%:
«diversified - used by 70% of DC'’s,
eactivator - 28%,
*Thompson - 22%,
esoft-tissue - 219%,
*Gonstead - 18%,
*AK - 16%,
*SOT - 14%,
2) stretching advice - 68%
3) exercise advice - 56%
4) diet advice - 45%
5) vitamin/mineral advice - 41%
6) PT - 35%



Do Spinal Manipulation Patients
Improve Without The Need
For Extra Care?

How much |ess of other forms of treatment are
needed for spinal manipulation patients compared
to medical patients?
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Data taken from:

A Comparison of Osteopathic Spinal Manipulation with Standard Care for Patients with Low
Back Pain.

Andersson GB, Lucente T, Davis AM, Kappler RE, Lipton JA, Leurgans S. N Engl J Med 1999 Nov
4;341(19):1426-1431

Department of Orthopedic Surgery, Rush-Presbyterian-St. Luke's Medical Center, 1653 W. Congress
Pkwy., 1471 Jelke, Chicago, IL 60612, or at ganderss@rush.edu.



A Comparison of Osteopathic Spinal Manipulation with Standard Care for Patients with Low
Back Pain.

Andersson GB, Lucente T, Davis AM, Kappler RE, Lipton JA, Leurgans S. N Engl J Med 1999 Nov
4;341(19):1426-1431

Department of Orthopedic Surgery, Rush-Presbyterian-St. Luke's Medical Center, 1653 W.
Congress Pkwy., 1471 Jelke, Chicago, IL 60612, or at ganderss@rush.edu.

Study background: 155 subacute LBP pts (sx of 3 wks - 6 mths duration) w/ an “osteopathic
lesion suitable for manipulation” were studied.

They were randomized into 2 tx groups:

1) Standard medical care — medication (NSAIDs, analgesics, or muscle relaxants), active PT (?),
passive PT (US, diathermy, hot/cold packs, tens), a corset, a 10-minute educational videotape on
LBP, and no manual therapy;

2) Osteopathic manual therapy - any of the above plus any of a variety of manual therapy
techniques including thrust, muscle energy, counterstrain, articulation, and myofascial release. A
10-minute educational videotape on LBP was also required.

Tx parameters (8 total txs for both groups): 1x a week for 1 month, then 1x every 2 weeks for 2
months.

Results after 12 weeks:
1) “We found no difference in clinical outcome...” (67% less pain - osteopathic care, 58% less pain
- medical care).
2) There were stat. sig. differences in usage of:
a) NSAIDs - 56% less usage for osteopathic (24.3 vs. 54.3);
b) muscle relaxants - 75% less (6.3 vs. 24.3);
c) physical therapy - 92% less (.2% vs. 2.6%).

Conclusion: Patients in both groups improved similarly and significantly, although the osteopathic
patients used “significantly less” medication and physical therapy (“...the differences in cost were
significant.” This suggests “an important benefit of osteopathic manipulative treatment.”)

Comments: “More than 90% of patients in both groups were satisfied with their care.” “In the
United States, most spinal-manipulation therapy is provided by chiropractors.”



How Effective Is Chiropractic
For Chronic Whiplash?

What percent of chronic whiplash
patients improve significantly following a
course of chiropractic care?
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A symptomatic classification of whiplash injury and the implications for treatment.
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University Department of Orthopaedic Surgery, Bristol, UK




A symptomatic classification of whiplash injury and the implications for treatment.
Khan S, Cook J, Gargan M, Bannister G. Journal of Orthopaedic Medicine 1999;21(1):22-25
University Department of Orthopaedic Surgery, Bristol, UK

Study background:
93 pts w/ chronic whiplash (sx for an avg. of 13 mo’s) were studied:
- 50 in group 1 (neck pain, decreased ROM, no neuro abnormalities),
- 32 in group 2 (same as group 1 except neuro signs or sx were present),
- 11 in group 3 w/ “bizarre symptoms” (severe pain, full ROM, no neuro abnormalities).

Treatment: HVLA chiropractic manipulation (an avg. of 19 tx’s over 4 mths)

Results:
1) By groups:
a) groups 1 and 2:
- 80% (66/82) improved by 1 grade or more
egrade A = absent sx,
egrade B = nuisance,
egrade C = intrusive,
egrade D = disabling
- 30% became asymptomatic, and another 30% improved by 2 grades
b) group 3 (“bizarre symptoms”):
- 27% (3/11) improved by 1 grade or more
- none became asymptomatic, and only 1 improved by 2 grades.
- The authors believe a “psychological component” may need to be assessed in these
pts.
2) Overall:
- 74% (69/93) of the pts improved significantly (1 grade or more) following
chiropractic treatment

Conclusion: “The results from this study provide further evidence that chiropractic is an effective
treatment for chronic whiplash symptoms.” “Chiropractic is the only proven effective treatment in
chronic cases” of whiplash.



Is Chiropractic Care Effective
For Colic?

Percent decrease in daily crying
hours within the first 7 days of medical
or chiropractic treatment
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Data taken from:
The short-term effect of spinal manipulation in the treatment of infantile colic: a randomized

controlled clinical trial with a blinded observer.
Wiberg JM, Nordsteen J, Nilsson N. J Manipulative Physiol Ther 1999 Oct;22(8):517-22

Center for Biomechanics, Odense University, Denmark.



The short-term effect of spinal manipulation in the treatment of infantile colic: a randomized
controlled clinical trial with a blinded observer.

Wiberg JM, Nordsteen J, Nilsson N. J Manipulative Physiol Ther 1999 Oct;22(8):517-22

Center for Biomechanics, Odense University, Denmark.

Background: 25% of infants get colic, which is defined as “unexplainable and uncontrollable crying
in babies 0 to 3 months old...” (3 hrs/day, more than 3 days/wk, for 3 wks or more).

Study background: 50 infants 2-10 wks of age w/ 3+ hrs of crying 5 of the 7 previous days were
studied.

They were randomized into 2 tx groups:

1) chiropractic manipulation (3-5 txs over 2 wks) consisting of fingertip manip./mob. w/ specific light
pressure primarily of the upper/mid-thoracic spine;

2) dimethicone (which is supposed to dissipate intestinal gas) daily for 2 wks.

Results (% decrease in daily hours of crying):
1) Days 4-7:
a) dimethicone - 29% improvement (from 3.4 to 2.4),
b) manipulation - 62% improvement (3.9 to 1.5);
2) Days 8-11:
a) dimethicone - no further change,
b) manipulation - 69% improvement (3.9 to 1.2);
3) Days 12-15:
There were too many dropouts to allow statistical analysis (9 in the dimethicone group, most
of whom were getting worse, compared to 0 dropouts in the manipulation group).

Conclusion: “Spinal manipulation has a positive short-term effect on infantile colic.” Is colic a
visceral or musculoskeletal disorder? “This study does not address this issue.”



How Effective Is Chiropractic
For Migraines?

What percent of migraine patients
note "significant improvement" following a
course of chiropractic care?
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Data taken from:
A randomized controlled trial of chiropractic spinal manipulative therapy for migraine.

Tuchin PJ, Pollard H, Bonello R. IMPT 2000 Feb;23(2):91-5
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A randomized controlled trial of chiropractic spinal manipulative therapy for migraine.
Tuchin PJ, Pollard H, Bonello R. JIMPT 2000 Feb;23(2):91-5
Department of Chiropractic, Macquarie University, New South Wales, Australia

Background: According to the International Headache Society (IHS), a migraine is a pulsating
unilateral HA with nausea or vomiting (or both), or photophobia or phonophobia (or both). How
could manipulation affect migraines? The trigeminal nucleus innervates cranial blood vessels, and
the trigeminal nucleus receives input from C1-3.

Study background: 123 migraine pts were studied: 39 yoa avg., sx for 18.1 yrs, 7.2
migraines/mth, 23 hrs typical HA duration, 77% with aura (visual changes or paresthesias).

Pts were randomized into 2 groups (after a 2-month “baseline” period):
1) spinal manipulative therapy (SMT): 2 mths of diversified manipulation directed at
“limitation of intersegmental motion” segments (a maximum of 16 txs);
2) control: 2 mths of detuned interferential therapy (# of txs - ?).

Results:
“...the tx group showed statistically significant improvement” compared to the control group:
1) # of migraines/mth:
SMT - 42% decrease (7.1 t0 4.1),
control - 5% decrease (7.3 to 6.9);
2) Duration of HA:
SMT - 36% decrease (23.3 to 14.8),
control - 12% decrease (22.6 to 19.8);
3) # of migraine meds taken/mth:
SMT - 54% decrease (21.3 to 9.8),
control - 19% decrease (20.1 to 16.2).

Comments: 22% of SMT pts “reported a greater than 90% reduction of their migraines...” “A
further 49% reported significant improvement in the morbidity of each episode.” 4% felt SMT
temporarily aggravated their HA's.



Can Manual Therapy
Help Impingement Syndrome
Of The Shoulder?

Percent decrease in shoulder
pain following 6 treatment sessions of exercise
or manual therapy + exercise
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Comparison of supervised exercise with and without manual physical therapy for patients with
shoulder impingement syndrome.
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Comparison of supervised exercise with and without manual physical therapy for patients
with shoulder impingement syndrome.

Bang MD, Deyle GD. J Orthop Sports Phys Ther 2000 Mar;30(3):126-37

Department of Medicine, Kaiser Permanente Medical Center, Vallejo, Calif. 94590, USA.

Background: What are the most frequent causes of intrinsic shoulder pain? rotator cuff tendinitis

and shoulder impingement syndrome (subacromial soft-tissues are encroached upon by the

coracoacromial arch). 30% of such pts may eventually require surgery, although “therapeutic

exercise has...long-term benefits for patients with shoulder impingement...”

Study background (a RCT): 52 subjects were studied (30 men, 22 women), 43 yoa, on avg., 5

mths of sx, on avg., with moderate shoulder pain thought to be due to impingement syndrome,

rotator cuff tendinitis, or shoulder tendinitis.

Diagnostic criteria: 1) One of the following tests had to be painful (90% had both +): a) passive

full shoulder flexion with overpressure (with the scapula stabilized), or b) passive internal rotation

with shoulder abducted to 90° (in the scapular plane); 2) One of these tests had to be painful: a)

active shoulder abduction (+ in 96%), or b) resisted break test in abduction, internal rotation, or

external rotation.

Tx descriptions:

Both groups received 6 txs over 3 wks, 30-min. tx sessions (manual therapy pts did their stretches

at home, exercise pts did their stretches with the PT), and all care was rendered one-on-one by

experienced PT’s who had “completed a 1-year full-time residency in advanced orthopedic manual

therapy”.
1) Exercise tx - “a standardized flexibility and strengthening program” consisting of: a) 2
stretches (1x/day - 3x30s, 10s between rep’s): the wall “pec” stretch (abduct shoulder to 90°,
put elbow against wall, rotate trunk contralaterally) and the cross-arm stretch (abduct
shoulder to 90°, elbow to 90°, stretch arm across your body); b) 6 exercises (“the essential
‘core exercises’ of any shoulder rehab program”): 4 theratube exercises (1x/day - 3 sets of
10 rep’s apiece with 60s rest between sets) - shoulder flexion, scaption (internally rotate
shoulder, abduct to 90° in the plane of the scapula), rowing, and horizontal extension with
external rotation; 2 regular exercises (1x/day - a max of 25 rep’s) - seated press-ups and
elbow push-ups.
2) manual therapy + exercise - exercise as described above + manual therapy “directed at
relevant movement limitations found in the upper quarter.” Manual therapy consisted of:
mobilization (up to grade 5) 1° directed at the shoulder, 2° directed at the shoulder girdle,
C-T spine, and ribs; massage/stretching of key involved muscles; 1-2 home exercises to
reinforce manual therapy (chin retractions, for ex.).

Results (1 mth after tx ended): “...there was significantly less pain in the manual therapy group...”

vs. the exercise group: exercise - 35% less pain (557mm to 361mm on a VAS pain scale), manual

therapy + exercise - 70% less pain (576 to 174).

Conclusion: Manual therapy + exercise “is superior to supervised shoulder exercise...for patients

with shoulder impingement syndrome.”

Comments: How does it work? It might “reduce pain by stimulating joint mechanoreceptor

activity...”, or it might stretch “shortened collagenous tissue...”




What Do Medical Pain Specialists
Think About Chiropractic?

What Percent Of Medical Doctors
Who Primarily Treat Pain Think Chiropractic
Is Effective?

Data taken from:
Complementary and alternative medicine: Canadian physiatrists' attitudes and behavior.

Ko GD, Berbrayer D. Arch Phys Med Rehabil 2000 May;81(5):662-7
Department of Medicine, Sunnybrook and Women's College Health Science Centre, University of
Toronto, Ontario, Canada.



Complementary and alternative medicine: Canadian physiatrists' attitudes and behavior.
Ko GD, Berbrayer D. Arch Phys Med Rehabil 2000 May;81(5):662-7

Department of Medicine, Sunnybrook and Women's College Health Science Centre, University of
Toronto, Ontario, Canada.

Study background: A survey of all 116 physiatrists (“a physician specializing in physical medicine
and rehabilitation”) in Ontario, Canada, asking them what they think about CAM (14 categories).
84% responded (98/116).

Results: 80% feel that chiropractic care is useful (acupuncture - 85%, glucosamine - 63%,
herbal medicine - 57%, osteopathy - 55%, homeopathy - 39%, prolotherapy - 14%), and 50% feel
that they “know alot about it” (nothing else scored higher). Overall, 72% refer pts for CAM, with
63% believing that physiatrists would benefit from incorporating some CAM ideas and methods into
their practice.

Conclusion: “We should incorporate into [our] training and practice those techniques that have
demonstrable benefit.” “Incorporating such therapies into practice will help to meet the public
demand for such approaches in the decade to come.”



How Does Chiropractic
Compare To Medical Care For
Chronic Low Back Pain?

What percent of patients are
significantly improved after 4 chiropractic
treatments vs. 1 month of medical care
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Data taken from:

Patient characteristics, practice activities, and one-month outcomes for chronic, recurrent low-
back pain treated by chiropractors and family medicine physicians: A practice-based
feasibility study.

Nyiendo J, Haas M, Goodwin P. J Manipulative Physiol Ther 2000 May;23(4):239-245

Research Division, Western States Chiropractic College, Portland, Ore.




Patient characteristics, practice activities, and one-month outcomes for chronic, recurrent
low-back pain treated by chiropractors and family medicine physicians: A practice-based
feasibility study.

Nyiendo J, Haas M, Goodwin P. J Manipulative Physiol Ther 2000 May;23(4):239-245

Research Division, Western States Chiropractic College, Portland, Ore.

Study background: An observational study of 138 chronic LBP pts (data collected over a 3 mth
period from 40 private DC clinics (93 pts) and 5 family medicine clinics (45 pts). To be eligible, they
had to have constant LBP lasting 6 wks or more, no tx for current episode, and no previous tx with
the doctor providing their care in this study. They were followed over the course of 4 weeks of tx.

Tx description:

1) DC pts - 25% were x-rayed, 96% underwent manipulation (61% full spine), “...modalities were
frequently used...” (massage and trigger-point therapy most often, with electrotherapy, heat, and
US used in a 1/3), 4.3 office visits on avg;

2) MD pts - 24% were x-rayed, 42% received NSAIDs, 13% were referred for PT, 1.1 office visits
on avg.

Results after 1 mth:

1) Pain:
DC - 31% decrease (42.5 to 29.4/100),
MD - 6% decrease (41.9 to 39.4);

2) Disability (Oswestry):
DC - 29% decrease (38.9 to 27.6),
MD - 1% decrease (46.5 to 45.8);

3) % of pts whose pain was “much better/better”:
DC - 56%,
MD - 13%.

4) % of pts who were “very/somewhat satisfied”:
DC - 90%,
MD - 52%.

Conclusion: “...the improvement for chiropractic patients was 5 times greater” than for medical
patients. “Patients with chronic low-back pain treated by chiropractors show greater improvement
and satisfaction at 1 month than patients treated by family physicians.”



How Effective Is Chiropractic

For Fibromyalgia?

Nearly two-thirds of fibromyalgia patients improve
significantly with a course of chiropractic care.
How much better do they feel?
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Data taken from:

A combined ischemic compression and spinal manipulation in the treatment of fibromyalgia: A
preliminary estimate of dose and efficacy.

Hains G, Hains F. J Manipulative Physiol Ther 2000 May;23(4):225-230

Private practice of chiropractic, Trois-Rivieres, Quebec, Canada.



A combined ischemic compression and spinal manipulation in the treatment of
fiboromyalgia: A preliminary estimate of dose and efficacy.

Hains G, Hains F. J Manipulative Physiol Ther 2000 May;23(4):225-230

Private practice of chiropractic, Trois-Rivieres, Quebec, Canada.

Background: Fibromyalgia (FMS) as defined by the American College of Rheumatology (ACR) is
widespread pain for at least 3 mths (left & right side of body, above and below waist) and palpatory
pain on 11/18 tender point sites (suboccipital muscle insertions, ant. aspect of intertransverse
spaces between C5-7, midpoint of the upper border of upper trapezius, supraspinatus origins, 2"
costochondral junctions, 2 cm distal to the lateral epicondyle of the elbows, upper outer quadrants
of the buttocks, piriformis insertions, and the medial aspect of knees proximal to the joint line).

Study background: 15 women with fibromyalgia were studied (51 yoa, avg., widespread pain for
10 yrs on avg., diagnosed with FMS 2 yrs previous on avg., diagnosed by their GP or
rheumatologist, met the ACR criteria for FMS).

Tx description: Underwent a course of 30 chiropractic txs (2-3x each week) consisting of ischemic
compression trigger point therapy (2 thumbs on trigger point, pressure to pt’'s pain-tolerance
threshold, hold for 10 seconds) and spinal manipulative therapy (cervicothoracic diversified
manipulation to motion restricted segments that were also tender - bilateral rotary cervical breaks,
bilateral thenar contact thrusts for thoracic spine).

Results: 1) Pain: after 15 txs - 39% less (75.2 to 45.6/120), after 30 txs - 58% less (to 31.5), 1 mth
later - 55% less (to 28.4); 2) Sleep quality: after 15 txs - 33% better (8.06 to 5.43/10), after 30 txs -

55% better (to 3.63), 1 mth later - 59% better (to 3.19). 3) Eatigue level: after 15 txs - 28% less (6.8
to 4.93/10), after 30 txs - 58% less (to 2.87), 1 mth later - 61% less (to 2.77).

Conclusion: “...chiropractic care combining ischemic compression and spinal manipulation may
help patients with fibromyalgia.” “...this chiropractic approach may have a prolonged effect.”

Comments: 60% (9/15) of the pts were considered “respondents” (had a minimum improvement of
50% in pain, which has been previously described as the minimum for a “clinically relevent”
improvement). Their improvement after 30 txs: pain levels - 77% decrease, sleep quality - 64%
better, fatigue level - 75% better.




What Do Chronic Arthritis Patients
Think About Chiropractic?

What percent of chronic
arthritis patients who have tried chiropractic
care believe it is effective?
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Data taken from:

Use of complementary therapies for arthritis among patients of rheumatologists.

Rao JK, Mihaliak K, Kroenke K, Bradley J, Tierney WM, Weinberger M. Ann Intern Med 1999 Sep
21;131(6):409-16

Roudebush Veterans Affairs Medical Center, Indiana University School of Medicine, and Regenstrief
Institute for Health Care, Indianapolis 46202, USA.



Use of complementary therapies for arthritis among patients of rheumatologists.

Rao JK, Mihaliak K, Kroenke K, Bradley J, Tierney WM, Weinberger M. Ann Intern Med 1999 Sep
21;131(6):409-16

Roudebush Veterans Affairs Medical Center, Indiana University School of Medicine, and
Regenstrief Institute for Health Care, Indianapolis 46202, USA.

Study background: Surveyed 232 consecutive rheumatology pts about their opinions on
complementary and alternative medicine (CAM). 41% had rheumatoid arthritis, 19% had
fibromyalgia, and 16% had osteoarthritis.

Results: Of the 20% that had tried chiropractic (45/232), “73% reported that chiropractic was
helpful. ” For those pts who used CAM, 71% of their rheumatologists recommended they continue
using it (only 14% told them to stop). Overall, 63% of the pts had tried at least one CAM in the past,
and 35% were current users.

Comments: Of the top 12 CAM’s, which rated the worst? “Vinegar preparations” was #11 (16%
had tried them, and only 22% found them helpful) and “copper bracelets or magnets” was #12
(18% had tried them, and only 21% found them helpful).



Is spinal manipulation
more effective than spine injections
for sciatica (leg pain)?

After 2 weeks of care, how much more
relief do spinal manipulation patients have
compared to disc injection patients?
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Data taken from:

Single-blind randomised controlled trial of chemonucleolysis and manipulation in the
treatment of symptomatic lumbar disc herniation.

Burton AK, Tillotson KM, Cleary J. Eur Spine J 2000 Jun;9(3):202-7

Spinal Research Unit, University of Huddersfield, UK.



Single-blind randomised controlled trial of chemonucleolysis and manipulation in the treatment of
symptomatic lumbar disc herniation.

Burton AK, Tillotson KM, Cleary J. Eur Spine J 2000 Jun;9(3):202-7

Spinal Research Unit, University of Huddersfield, UK.

Background: Chemonucleolysis uses a chymopapain injection into the nucleus to break down and shrink
the nucleus pulposis. While it is more effective than placebo, it is generally thought to be less effective than
discectomy, but “2 years after surgery the CN treated patients were significantly better with respect to
Oswestry score, back pain and leg pain recurrence.” (Chemonucleolysis and automated percutaneous
discectomy--a prospective randomized comparison. Krugluger J, Knahr K. Int Orthop 2000;24(3):167-9.
Orthop Spital Wien-Speising, Vienna, Austria. . How would it compare in a
randomized trial with spinal manipulation?

Study background: 40 sciatica pts (42 yoa, avg., avg. of 30 wks of unilaterial, unrelenting sciatica, + SLR,
“unequivocal evidence of single level, non-sequestered lumbar disc herniation” on CT or MRI, and no
previous manipulation or chemonucleolysis) were studied.

They were randomly assigned to:

1) osteopathic lumbar manipulation (SMT): side-posture HVLA manipulation, mobilization, & soft-tissue
stretching (lumbar spine & gluts), 15 minute sessions, avg. of 11 tx’s over 3 mths;

2) chemonucleolysis (CN): a single injection of 2ml of chymopapain, disc level confirmed w/ discogram.
Results:

1) leqg pain:
a) SMT:
- baseline - 4/7,
- 2 wks - 3.2 (20% less),
- 6 wks - 2.68 (33% less),
-1yr-2.13(47% less);
b) CN:
- baseline - 3.65/7,
- 2 wks - 3.26 (11% less),
- 6 wks - 2.72 (25% less),
-1yr-2.27 (38% less);
2) back pain:
a) SMT:
- baseline — 3.79/7,
-2wks —3.16 (17% less),
- 6 wks — 1.68 (19% less),
-1yr-2.27 (40% less);
b) CN:

- baseline — 4.05/7,

- 2 wks —4.00 (1% less),

- 6 wks — 3.58 (12% less),

-1yr—2.87 (29% less).
Conclusion: “Manipulation can thus be considered an effective option for treatment of symptomatic lumbar
disc herniation.” “...the improvement for the manipulated patients occurred sooner...”
Comments: What about tx failures? SMT — 5, CN — 4. What about cost of tx? “There was an overall crude
cost saving from manipulation...” ($430 cheaper per pt than chemonucleolysis). What about the safety of
SMT? “...no evidence was found to question its safety.”
Bonus note comments: The “82%" number is the relative difference in leg pain improvement between the
2 tx groups at the 2-wk follow-up point (the 20% SMT improvement is “82%" greater than the 11% CN
improvement).



How Important Is Early, Active
Treatment For Whiplash?

What percent of patients are nearly
pain-free 6 months after undergoing active
vs. standard whiplash care?
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Data taken from:

Early intervention in whiplash-associated disorders: a comparison of two treatment protocols.
Rosenfeld M, Gunnarsson R, Borenstein P. Spine 2000 Jul 15;25(14):1782-7

Research and Development Unit, Primary Health Care, Alvsborg, Sweden.



Early intervention in whiplash-associated disorders: a comparison of two treatment
protocols.

Rosenfeld M, Gunnarsson R, Borenstein P. Spine 2000 Jul 15;25(14):1782-7

Research and Development Unit, Primary Health Care, Alvsborg, Sweden.
mark.rosenfeld@telia.com

Study background: 88 whiplash pts (35 yoa, avg., 40/100 pain, avg.) were randomized into 2
basic tx groups:
1) standard tx (given a leaflet that advised the following):
Rest the neck, “a soft collar could provide comfort”, 2 wks after injury begin active
movements 3x/day (elevation of shoulders, retraction of the shoulder blades, rotation
of the torso, lateral flexion of the head, rotation of the head, and combined flexion-
rotation of the head). The standard tx pts were further divided into 2 subgroups - early
tx (started within 4 days of injury) and delayed tx (started 2 wks after injury);
2) active tx:
“Told to perform gentle, active, small-range and amplitude rotational movements of
the neck”, 10x each direction every hr, performed up to a maximum comfortable
range. If sx persist 20 days post-MVA, add McKenzie protocols.
NOTE: The active tx pts were also further divided into 2 subgroups - early tx (started within
4 days of injury) and delayed tx (started 2 wks after injury).

Results:
A) Avg. change in pain:
1) standard tx:
a) early tx - 3% increase (from 34/100 to 35);
b) delayed tx - 17% decrease (42/100 to 35);
2) active tx:
a) early tx - 70% decrease (43/100 to 13),
b) delayed - 38% decrease (40/100 to 25).
B) Percent of pts without clinically significant sx (pain < 10/100):
- 90% of the active, early tx pts
- 14% of the standard, delayed tx pts.

Conclusion: “active treatment...resulted in significantly greater pain reduction than standard” care.

Other: Active pts received an avg. of 4 tx’s; 63% had sx for more than 20 days; they then received
the McKenzie protocols.



How helpful Is spinal
manipulation for LBP sufferers?

How much faster do spinal
manipulation patients recover from
LBP compared to other patients?
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Data taken from:

Training Primary Care Physicians to Give Limited Manual Therapy For Low Back Pain: Patient
Outcomes.

Curtis P, Carey TS, Evans P, Rowane MP, Mills Garrett J, Jackman A. Spine 2000 Nov
15;25(22):2954-2961

University of North Carolina, Chapel Hill, North Carolina; the Department of Family Practice, Madigan
Army Medical Center; and the School of Medicine, Case Western Reserve University, Cleveland,
Ohio.



Training Primary Care Physicians to Give Limited Manual Therapy For Low Back Pain: Patient
Outcomes.

Curtis P, Carey TS, Evans P, Rowane MP, Mills Garrett J, Jackman A. Spine 2000 Nov 15;25(22):2954-
2961

University of North Carolina, Chapel Hill, North Carolina; the Department of Family Practice, Madigan Army
Medical Center; and the School of Medicine, Case Western Reserve University, Cleveland, Ohio.

Study background (8-week study): 278 LBP pts were tx'd (4.7/10 pain, avg., 16 days of sx, avg., 42
yoa,avg.) by 31 primary care physicians who had received 18 hrs of manual therapy training (learning
primarily “a sequence of 8 standard manual therapy techniques” directed at the psoas and piriformis mm,
the Sl joint, and the lumbosacral articulations - 5 MET and 3 HVLA thrusts for each side of the spine). The
MD’s were encouraged to use these techniques in their practice for the 3 mths prior to the start of this study.

The pts were randomly assigned to 2 tx groups (all received 1 tx the first wk, then 2 txs/wk for up to 2
more wks): 1) Enhanced care: patient-centered approach to questioning, careful low back exam including
palpation, special handouts on exercise and ADL'’s, plus whatever else the MD wanted to do (injections,
meds, refer out, etc. — anything except manual therapy); 2) enhanced care + manual therapy.

Results:
1) Days to functional recovery:
enhanced - 11.1,
manip. - 9.6 (a 14% faster recovery time);
2) pt satisfaction (1-5 pt scale/1=excellent):
enhanced - 1.1,
manip. - 1.0;
3) % functionally recovered at 8 weeks (“can you do your usual work activities?”):
enhanced - 90%,
manip - 90%.

Conclusion: “There was no clinically or statistically significant benefit of manual therapy compared with
enhanced care alone.” “The addition of manual therapy offers little extra benefit.”

Noteworthy Comments:
“Outcomes may have been modified by failure of some participant physicians to undertake the required
sequence of maneuvers.”
1) What % of the manip. pts received at least half of the planned sequence of maneuvers each tx
session?
- 43.4% (these pts were called the “high-intensity” manual therapy patients)
2) Did the “high intensity” pts do any better?
“Patients receiving high-intensity manual therapy recovered 60% more rapidly than
those with low-intensity manual therapy.”
3) Days to functional recovery:
a) enhanced - 11.1,
b) “low intensity” - 10.4,
c) “high intensity” - 7.8 (the 60% # comes after the authors controlled for baseline
variables).
“Patients receiving more intense manual therapy (at every visit) had a quicker return to functional recovery
than others receiving manual therapy or the control group.” (specific data was not provided).

Other: Half of the MD’s reported continued use of manual therapy 2 years later, and they also had
“increased referrals to chiropractors.”



How effective Is Chiropractic for
patients with ankle pain?

Does chiropractic manipulation
help patients recover more rapidly
from a sprained ankle?
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Data taken from:

The efficacy of adjusting the ankle in the treatment of subacute and chronic grade | and grade
Il ankle inversion sprains

Pellow JE, Brantingham JW. Journal of Manipulative and Physiological Therapeutics 2001 Jan;24(1):
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The efficacy of adjusting the ankle in the treatment of subacute and chronic grade | and
grade Il ankle inversion sprains

Pellow JE, Brantingham JW. JMPT 2001 Jan;24(1):17-24

Technikon Natal, Chiropractic Department, Durban, South Africa.

Study background (single-blind, RCT): 30 ankle inversion sprain pts (5+ days post-injury for
29/30) w/ mild-moderate sprains (localized swelling, no varus laxity, no immediate hemorrhage) not
receiving any other tx or med’s were studied.

They were randomly assigned to a max of 8 tx’s over 4 wks with: 1) sham - 5 min’s of detuned
US; 2) manipulation — an “ankle mortise separation adjustment”.

Manipulation description: Pt lies supine on table, doctor kneels at foot of the table, thumbs on
the sole of the pt’s foot & fingers on the dorsum, dorsiflex the ankle, internally rotate the entire leg,
evert the foot, and thrust (pull) toward the Dr (LOD is parallel to the floor).

Results:
1) ankle dorsiflexion (ss):
a) after 1 mth of tx:
sham - 8° (14% improvement from baseline of 7°),
manip. - 12° (140% improvement from baseline of 5°);
b) after another mth w/o tx:
sham - 8°(14% improvement from baseline),
manip. - 13° (160% improvement from baseline);
2) pain on a 0-100 pt scale (ss):
a) after 1 mth of tx:
sham - 31% better (from 30.7 to 21.3),
manip. - 52% better (from 28.7 to 13.8);
b) after another mth w/o tx:
sham - 45% better (from 30.7 to 16.9),
manip. - 71% better (from 28.7 to 8.3);

3) # of txs:
manip = 6.1,
sham - 7.8.

Conclusion: “Adjusting the ankle was superior to placebo treatment...” “There appears to be
strong evidence that adjusting the ankle may be an effective intervention for the treatment
of...ankle inversion sprains.”

Bonus note comments:

The “68%" number reflects the relative difference in ankle pain improvement after 1 mth of care
(52% for manip. vs. 31% for sham; 52% is “68%” greater than 31%).

The “50%" number reflects the relative difference in ankle mobility after 1 mth of care (12° for
manip. vs. 8° for sham; 12° is “50%” more than 8°).



Over 50%06 of whiplash patients
(treated medically) go on to suffer
from chronic symptoms

What percent of chronic whiplash patients are
still suffering from moderate-to-severe
symptoms 6 months later?

Data taken from:

Prognostic Value of the Quebec Classification of Whiplash-Associated Disorders.

Hartling L, Brison RJ, Ardern C, Pickett W. Spine 2001 Jan 1;26(1):36-41

Departments of Emergency Medicine, and Community Health and Epidemiology, Queen's University,
Kingston, Ontario, Canada.



Prognostic Value of the Quebec Classification of Whiplash-Associated Disorders.
Hartling L, Brison RJ, Ardern C, Pickett W. Spine 2001 Jan 1;26(1):36-41

Departments of Emergency Medicine, and Community Health and Epidemiology, Queen's
University, Kingston, Ontario, Canada.

Background: In 1995 the Quebec Task Force on Whiplash-Associated Disorders (WAD)
concluded that 87% of whiplash pts recover by 6 mths and 97% recoverby 1 yr. The authors
reviewed 2810 whiplash claims from 1987; “recovered” = cessation of compensation for time lost
from work (Scientific monograph of the Quebec Task Force on Whiplash-Associated Disorders:
redefining "whiplash" and its management. Spitzer WO, Skovron ML, Salmi LR, Cassidy JD,
Duranceau J, Suissa S, Zeiss E. Spine 1995 Apr 15;20(8 Suppl):1S-73S Published erratum
appears in Spine 1995 Nov 1;20(21):2372. Department of Epidemiology and Biostatistics, McGill
University, Montreal, Quebec, Canada). They concluded that “Whiplash is short-lived...usually self-
limiting...involves temporary discomfort...has a favorable prognosis”. The study did not/could not
tell us what % of WAD pts are actually sx-free 6 mths post-MVA.

Study background: 334 “rear-ender” pts from Kingston, Ontario, CA (no money is allowed for
injuries in Ontario) were studied, all of whom went to the ER (80% same day). They were assessed
using the “Quebec Classification of Whiplash-Associated Disorders” criteria: grade 0 = no sx/signs
(neck, upper back, or sh. sx/signs), grade | = sx but no signs, grade Il = sx and signs, grade Il = sx
and signs (+ neuro abn.), grade IV = fracture or dislocation.

Results: 1) % of pts in each of the WAD categories at baseline: grade 0 = 10.2% (34/334), grade |
= 31.7% (106/334), grade Il = 57.5% (192/334) [grade II-a (ROM ok) - 31.7% (106/334), grade II-
undefined - 12% (40/334)], grade II-b (ROM abn.) - 13.8%(46/334)], grade 11l = .5% (2/334); 2) %
of pts w/ WAD sx 6 mths later: grade O (at baseline) - 32.4%, grade | (at baseline) - 24.5%, grade Il
(at baseline) - 41.1% [grade IlI-a (ROM ok) - 32.1%, grade llI-b (ROM abn.) - 56.5%,] grade Il (at
baseline) - 100%.

Conclusion: “Risks of reporting WAD at 6 months generally increased with a higher Quebec
Classification grade [at baseline].” “The results indicated that the classification was reasonably
prognostic for the occurrence of symptoms consistent with WAD at various intervals postcollision.”
“The greatest risk was observed among individuals with both point tenderness and limited ROM
[group 1I-b]:” grade O (assume = 1.00), grade | = 21% lower risk, grade Il = 67% greater risk, ll-a =
17% greater risk, lI-b = 310% qgreater risk, grade Il = #'s not crunched d/t just 2 subjects. The
high-risk patients “need to be specifically targeted for therapeutic intervention.”

Comments: Sx status of subjects 6 mths post-mva: sx-free = 46.1%, sx = 53.9%. Description of
sx: grade 1 sx = 5.7% (minor sx occasionally [nuisance sx < 1x/wk]), grade 2 sx = 12.9% (minor sx
daily to moderate sx occasionally), grade 3 sx = 9.6% (moderate sx regularly to severe sx
occasionally), grade 4 sx = 12.6% (moderate sx daily to severe sx regularly), grade 5 sx = 13.2%
(severe sx daily [sx significantly handicap activities]). The majority of whiplash pts (tx'd medically)
are still symptomatic 6 mths post-MVA; of these, 70.8% suffer from mod.-to-severe sx (35.4% of all
rear-ender pts).

Miscellaneous (FYI): The 1995 Quebec Task Force article also concluded the following: 1)
interventions that are effective (for WAD 2-3) - manipulation and mobilization by trained persons,
NSAID’s and analgesics, active exercises, normal activities; 2) when to x-ray? If pt has both signs
and symptoms (WAD 2+).




How Effective Is Manipulation For
Carpal Tunnel Syndrome?

On average, what percent relief do
chronic CTS patients get following three
weeks of specific wrist manipulation?
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Data taken from:

An investigation to compare the effectiveness of carpal bone mobilisation and neurodynamic
mobilisation as methods of treatment for carpal tunnel syndrome.

Tal-Akabi A, Rushton A. Man Ther 2000 Nov;5(4):214-22

Bern, Switzerland.



An investigation to compare the effectiveness of carpal bone mobilisation and
neurodynamic mobilisation as methods of treatment for carpal tunnel syndrome.
Tal-Akabi A, Rushton A. Man Ther 2000 Nov;5(4):214-22

Bern, Switzerland.

Study background: 21 CTS pts were studied (47 yoa, avg. - 2.3 yrs of sx, avg.). All had abnormal
EDX testing, + phalen’s/ tinel's, + “upper limb tension test-1", aka ULTT-1 (test description: pt in
supine position with arm by side, brace the pt’'s shoulder in place & abduct shoulder to 110°, pt
supinates forearm & externally rotates shoulder, extends elbow, wrist and fingers, and laterally
flexes cervical spine to opposite side). All were on a waiting list for surgery.

They were randomly assigned to 1 of 3 groups (all were tx'd 3 days/wk for 3wks):
1) neurodyanamic mobilization - place pt's sx arm in ULTT-1 position and apply “cervical lateral
glide” mobilization (Dr. laterally bends pt’'s head to opp. side for 30s - each lateral bending mob.
should last 1s);
2) Maitland wrist manipulation:
a) P-A carpal bone mobilization - pt's hand palm down, Dr’s thumbs together (tip-to-tip) over
painful carpal bone or joint, Dr’s fingers wrap around pt’'s hand, oscillate P-A 1-3x/sec for
30s);
b) Flexor retinaculum stretch - same as above, only no oscillation (one 30s stretch). Dr’s
fingers should be trying to spread the tunnel (pisiform/hamate vs. trapezium/scaphoid);
3) Control group - no tx at all.

Results:
1) Change in pain (5-pt VAS scale):
a) ULTT-1 mob. - 35% decrease (2.42 to 1.57),
b) manipulation - 69% decrease (2.29 to .71),
c) control - 7% increase (2.00 to 2.14);
2) Rating on the “Pain Relief Scale” (O=no relief, 1=poor relief, 2=moderate, 3=good, 4=excellent,
5=complete relief):
a) ULTT-1 mob. - “good relief” (3.14),
b) manipulation - “excellent relief” (3.71),
c) control - “no relief” (0);
3) How many went on to have their previously scheduled surgery (when checked 3 mths post-tx)?
a) ULTT-1 mob. - 28% (2/7),
b) manipulation - 14% (1/7),
c) control - 86% (6/7).

Conclusion: “patients experiencing CTS can improve after manual therapy...”

Comments: How might the 2 techniques work? They may result in “alteration of the pressure in the
nervous system and subsequently to a dispersion of any existing intraneural oedema.”



How effective i1s manipulation for
patients with chronic CTS?

What percent of patients with chronic carpal
tunnel syndrome go on to have surgery?
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Data taken from:

An investigation to compare the effectiveness of carpal bone mobilisation and neurodynamic
mobilisation as methods of treatment for carpal tunnel syndrome.

Tal-Akabi A, Rushton A. Man Ther 2000 Nov;5(4):214-22

Bern, Switzerland.



An investigation to compare the effectiveness of carpal bone mobilisation and
neurodynamic mobilisation as methods of treatment for carpal tunnel syndrome.
Tal-Akabi A, Rushton A. Man Ther 2000 Nov;5(4):214-22

Bern, Switzerland.

Study background: 21 CTS pts were studied (47 yoa, avg. - 2.3 yrs of sx, avg.). All had abnormal
EDX testing, + phalen’s/ tinel's, + “upper limb tension test-1", aka ULTT-1 (test description: pt in
supine position with arm by side, brace the pt’'s shoulder in place & abduct shoulder to 110°, pt
supinates forearm & externally rotates shoulder, extends elbow, wrist and fingers, and laterally
flexes cervical spine to opposite side). All were on a waiting list for surgery.

They were randomly assigned to 1 of 3 groups (all were tx'd 3 days/wk for 3wks):
1) neurodyanamic mobilization - place pt's sx arm in ULTT-1 position and apply “cervical lateral
glide” mobilization (Dr. laterally bends pt’'s head to opp. side for 30s - each lateral bending mob.
should last 1s);
2) Maitland wrist manipulation:
a) P-A carpal bone mobilization - pt's hand palm down, Dr’s thumbs together (tip-to-tip) over
painful carpal bone or joint, Dr’s fingers wrap around pt’'s hand, oscillate P-A 1-3x/sec for
30s);
b) Flexor retinaculum stretch - same as above, only no oscillation (one 30s stretch). Dr’s
fingers should be trying to spread the tunnel (pisiform/hamate vs. trapezium/scaphoid);
3) Control group - no tx at all.

Results:
1) Change in pain (5-pt VAS scale):
a) ULTT-1 mob. - 35% decrease (2.42 to 1.57),
b) manipulation - 69% decrease (2.29 to .71),
c) control - 7% increase (2.00 to 2.14);
2) Rating on the “Pain Relief Scale” (O=no relief, 1=poor relief, 2=moderate, 3=good, 4=excellent,
5=complete relief):
a) ULTT-1 mob. - “good relief” (3.14),
b) manipulation - “excellent relief” (3.71),
c) control - “no relief” (0);
3) How many went on to have their previously scheduled surgery (when checked 3 mths post-tx)?
a) ULTT-1 mob. - 28% (2/7),
b) manipulation - 14% (1/7),
c) control - 86% (6/7).

Conclusion: “patients experiencing CTS can improve after manual therapy...”

Comments: How might the 2 techniques work? They may result in “alteration of the pressure in the
nervous system and subsequently to a dispersion of any existing intraneural oedema.”



Can Chiropractic Treatment
Help Patients With High
Blood Pressure?

Average drop in systolic blood pressure after
a single chiropractic treatment
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Data taken from:

Significant changes in systolic blood pressure post vectored upper cervical adjustment vs
resting control groups: A possible effect of the cervicosympathetic and/or pressor reflex.
Knutson GA. J Manipulative Physiol Ther 2001 Feb;24(2):101-109

Private Practice of Chiropractic, Bloomington, Ind.



Significant changes in systolic blood pressure post vectored upper cervical adjustment vs
resting control groups: A possible effect of the cervicosympathetic and/or pressor reflex.
Knutson GA. J Manipulative Physiol Ther 2001 Feb;24(2):101-109

Private Practice of Chiropractic, Bloomington, Ind.

Study #1
Study background: 80 subjects were studied (54 yoa, avg.) - 40 established pts w/ “signs of

upper cervical subluxation/dysfunction” (they had “postural distortion” when assessed for pelvic
rotation, leg/foot rotation, & supine leg-length) and 40 established pts w/o such signs. All
underwent a pre-tx BP check (sitting) w/ a digital BP cuff/reader (model 82T from Omron
Healthcare - accurate to +/- 3mm Hg).

Tx descriptions: 1) Tx - pt lied on side and received a “specific upper cervical vectored technique”
(previous x-ray indicated proper vector); 2) Control - pt lied on side for a few seconds. All
underwent a post-tx BP check (sitting) after resting supine for 2 min’s.

Results:

1) decrease in systolic reading: tx - 10.3 mm (from 140.7 to 130.4), control - .5 mm (from 124.0 to
123.5). The diff. between the 2 groups was ss. Also, “the decrease in systolic BP [was larger] for
higher starting systolic pressures”;

2) greater age = greater change - <55 yoa = 7.6 mm decrease, >55 yoa = 13.8 mm decrease.
There was no ss change in the diastolic reading.

Study #2
Study background: 30 established pts w/ “signs of upper cervical subluxation/dysfunction”

underwent testing/tx.

Tx description: a) BP taken sitting; b) rest supine 2 min’s; ¢) BP taken sitting; d) tx (as described
in previous paragraph); e) rest supine 2 min’s; f) BP taken sitting.

Results:

1) general - pre-rest BP = 133.1, post-rest BP = 133.6, post-tx BP = 122.7 (dropped by 10.9 - ss);
2) results based on age - age <55 yoa = 7.8 mm decrease, age >55 yoa = 14.9 mm decrease.

Conclusion: A “vectored atlas adjustment...significantly lowers systolic BP...” “no conclusions can
be drawn as to any general positive health effects of lowering BP.” “these studies did not examine
the long-term effects...”

Comments: Why did BP decrease? 1) “likely due to stimulation or normalization of upper cervical
muscle spindle/GTO output”, which stimulates cervicosympathetic reflexes, which have been
shown to decrease BP, or 2) a reduced pressor reflex - an upper c/s adjustment can reduce
postural distortions, postural distortions=increased mm contractions=BP must increase (to supply
the contracting mm). This is the pressor reflex.

Other: “The lack of blinding of the subjects leaves open the possibility [of] a placebo effect.”



How Effective Is Manual
Therapy For TMJ Pain?

What percent of chronic jaw pain patients
are significantly improved after 6 weeks
of manual therapy + exercise?
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Data taken from:

An Investigation of the Effectiveness of Exercise and Manual Therapy in Treating Symptoms of
TMJ Osteoarthritis

Nicolakis P, Burak EC, Kollmitzer J, Kopf A, Piehslinger E, Wiesinger GF, Fialka-Moser V. Cranio: The
Journal of Craniomandibular Practice 2001 Jan;19(1):26-32

University Department of Physical Medicine and Rehabilitation, Vienna, Austria




An Investigation of the Effectiveness of Exercise and Manual Therapy in Treating
Symptoms of TMJ Osteoarthritis

Nicolakis P, Burak EC, Kollmitzer J, Kopf A, Piehslinger E, Wiesinger GF, Fialka-Moser V. Cranio:
The Journal of Craniomandibular Practice 2001 Jan;19(1):26-32

University Department of Physical Medicine and Rehabilitation, Vienna, Austria

Study background: 20 chronic TMJ pain pts (49 yoa, avg.) were studied (all had TMJ OA on x-ray
and at least 3 mths of TM pain [2.7 yrs of sx, avg.]). All were evaluated at baseline, then put on a
waiting list for several weeks to see what their sx would do w/o tx. Then they received tx by an
“experienced” PT specifically trained in craniomandibular dysfuntion according to Bumann
principles (German).

Tx description: massage of painful mm, muscle stretching, gentle isometric tension exercises
against resistance, guided opening and closing mvmts, manual joint distraction, disk/condyle
mobilization, correction of body posture, and relaxation techniques. They were also shown a home-
tx program. Each tx session lasted 30 min’s.

Results:

1) Median scores (on a 0-100 VAS scale): a) pain at rest: baseline score — 35/100, after waiting
(on waiting list for 35 days, avg.) — 33/100, after tx ( an avg. of 11 txs over 47 days) — 4/100 (88%
improvement), 6 mths post-tx — 0/100; b) maximum pain last 2 days: baseline score — 72, after
waiting — 68, after tx — 23 (63% improvement), 6 mths post-tx — 11; ¢) “overall impairment”
(assessment of chewing, speaking, & yawning on a 0-100 scale): baseline score — 79, after waiting
— 76, after tx — 29 (60% improvement), 6 mths post-tx — 21;

2) Avg. scores (on a 7-pt scale [excellent, distinct, or moderate improvement, no change,
moderate, distinct, or severe deterioration]): a) perceived improvement in jaw pain: after tx - 80%
“excellent” or “distinct”, 6-mth followup — same; b) perceived improvement in jaw function: after tx -
85% “excellent” or “distinct”, 6-mth followup — same.

Conclusion: “17 out of 20 patients were treated effectively, thus the success rate was 85%...” (3
pts needed splint therapy). “A combination of exercise and manual therapy...significantly alleviates
jaw pain...”



Are Physical Therapists
Using Effective Treatments
For Acute Low Back Pain?

Percent of physical therapists that use
spinal manipulation, the "only physical
treatment with proven efficacy"
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Data taken from:

A survey of primary care physician practice patterns and adherence to acute
low back problem guidelines

Di lorio D, Henley E, Doughty A. Arch Fam Med 2000 Nov;9(10):1015-21
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Physical Therapy Management of Low Back Pain: An Exploratory Survey of
Therapist Approaches.

Li LC, Bombardier C. Phys Ther 2001 Apr;81(4):1018-1028

Health Care Research Division, Arthritis & Autoimmunity Research Centre, University
Health Network, 610 University Ave, 16th Floor, Toronto, Ontario, Canada M5G
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A survey of primary care physician practice patterns and adherence to acute low back
problem guidelines

Di lorio D, Henley E, Doughty A. Arch Fam Med 2000 Nov;9(10):1015-21

1 S 570 Nimitz Rd, Oakbrook Terrace, IL 60181. dr.dan.diiorio@att. net.

Study background: 87 of 182 primary care MD'’s (48 family practitioners and 39 internal medicine
doctors) responded to a survey asking them what they do for acute LBP (ALBP) pt's (“any adult
patient with activity intolerance due to lower back or back-related leg symptoms of less than 3
months duration”). Are they aware of the “red flags” that indicate possibly serious underlying
pathology, and do they rx proven tx techniques (based on the AHCPR guidelines, that would
initially consist of NSAIDs/analgesics and spinal manipulation). Results: 1) General: 7% of their pts
present w/ ALBP; overall, 39% of the internal medicine doctors are satisfied (“more” or “most
satisfied”) w/ tx’'ing ALBP vs. 75% of family practitioners; 2) Awareness of the “red flags”: They
“recognized 5 of 7 red flags representing serious underlying abnormality 50% or less of the time”
(saddle numbness - 90%, trauma - 75%, pain 1+ mths - 52%, age >50 - 47%, pain when
recumbent - 46%, pseudoclaudication - 40%, recent UTI - 28%; 3) Treatment techniques : written
information - 40%, med’s (NSAIDs - 98%, mm relaxants - 91%, acetaminophen - 72%, narcotics -
62%, oral steroids - 45%, anti-depressants - 23%), physical txs (heat/ice - 89%, massage - 66%,
ultrasound - 55%, injections - 52%, bed rest - 35%, manipulation - 22% {the AHCPR quidelines
recognize manipulation as the “only physical treatment with proven efficacy”}). Conclusion:
“For many primary care practitioners, the [tx of ALBP] does not follow the AHCPR guideline.”

Physical Therapy Management of Low Back Pain: An Exploratory Survey of Therapist
Approaches.

Li LC, Bombardier C. Phys Ther 2001 Apr;81(4):1018-1028

Health Care Research Division, Arthritis & Autoimmunity Research Centre, University Health
Network, 610 University Ave, 16th Floor, Toronto, Ontario, Canada M5G 2M9.lli@netcom.ca

Background: The purpose of this study was to see if physical therapists are following the 1994
AHCPR guidelines from the U.S. Do they use the AHCPR-recommended txs for acute LBP
(NSAIDs/analgesics, spinal manipulation)? Study background: Surveyed 785 PT’s from Ontario,
CA. 569 responded (a 73% response rate), w/ 274 eligible for their survey results to be included in
the study (their weekly caseload was at least 10% LBP). They were asked to describe the tx
they would recommend for the following acute LBP pt: a 28-year-old woman w/ 1 wk of LBP,
started after lifting a 25 Ib. Box, can sit 10 min’s and walk 1 block before she has to stop d/t pain,
can sleep through the night but has about 10 min’s of stiffness in the AM, hasn’t been able to do
her job as a cafeteria manager since the injury. Results: 1) are you “very comfortable managing
patients with LBP?” 85% - yes; 2) tx recommendations: pt education - 99%, exercise at home -
96% (AHCPR rx’s aerobic activity w/in first 2 wks), exercise at clinic - 84%, physical modalities -
83% (interferential - 39%, heat - 37%, ice - 35%, US - 33%, TENS - 19%, acupuncture - 4%;
AHCPR says they “have no proven efficacy in the treatment of acute low back symptoms.”), work
modification - 76%, spinal mobilization - 44%, back school - 18%, bed rest - 6%, traction - 5%,
spinal manipulation - 5% (30% thought it was effective, although only 9% had any training in
spinal manipulation; AHCPR says spinal manipulation “is safe and effective for patients in the first
month of acute low back symptoms...”). Conclusion: PT’s “in general, followed the guidelines in
managing acute lumbar impairment.” Comments: The study had 2 other vignettes (subacute LBP
and acute sciatica). The responses were similar, althought 10% of the PT’s did say they would
recommend spinal manipulation for the subacute LBP pt.




Does Manual Therapy
Speed Recovery Time For Patients
With Pneumonia?

Hospitalized pneumonia patients who
receive manual therapy are discharged
an average of 2 days sooner
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Data taken from:

Benefits of osteopathic manipulative treatment for hospitalized elderly patients

with pneumonia.

Noll DR, Shores JH, Gamber RG, Herron KM, Swift J Jr. J Am Osteopath Assoc 2000
Dec;100(12):776-82

Division of Medicine, Kirksville College of Osteopathic Medicine, 800 W Jefferson St,

Kirksville, MO 63501, USA.



Benefits of osteopathic manipulative treatment for hospitalized elderly patients with
pneumonia.

Noll DR, Shores JH, Gamber RG, Herron KM, Swift J Jr. J Am Osteopath Assoc 2000
Dec;100(12):776-82

Division of Medicine, Kirksville College of Osteopathic Medicine, 800 W Jefferson St, Kirksville, MO
63501, USA.

Study background: 58 elderly pts (77 yoa, avg.) hospitalized w/ acute pneumonia were studied.
All had pulmonary infiltrate on chest x-ray and at least 2 other consistent clinical findings: fever,
leukocytosis, new cough, and/or acute change in mental status. All received conventional medical
tx as directed by their attending physician (attending physicians were blinded to their pt's group
assignment to OMT or non-OMT).

The pts were randomly assigned to:
a) OMT tx: “a standardized OMT protocol treatment consisting of seven [OMT] techniques...”
1) bilateral paraspinal inhibition,
2) soft-tissue technique to the cervical muscles,
3) myofascial release to the anterior thoracic inlet,
4) condylar decompression,
5) redoming of the diaphragm (stand beside the supine pt, gently grasp the lower margins of
the rib cage, pull and/or push to its “rotation restriction and hold as the patient deeply
breathes in and out”, hold for 3 big breaths; purpose - allow deeper breathing = better
respiration and better lymphatic drainage [the diaphragm is the main extrinsic pump for the
lymphatic system]),
6) thoracic lymphatic pump (stand at head of supine patient w/ pt's head turned, both hands
on upper chest of pt at the mid-clavicular lines, apply steady pressure as pt exhales,
suddenly release chest pressure shortly after pt begins to inhale, repeat for up to 5 min’s;
purpose - mobilize lung fluids and increase lymphatic drainage),
7) and bilateral rib raising, which is the 1° tx technique (sit beside the supine pt, insert both
hands under the pt contacting the angles of the ribs w/ your fingers, flex fingers and pull
slightly lateral to the point of tissue resistance [pt's chest will move toward ceiling], hold for
30-90s until the tissues relax, reposition your hands to the next group of untreated ribs and
repeat tx, special emphasis on T1-6; purpose - reduce sympathetic hyperactivity to the lungs
& reduce mechanical impediments to thoracic cage respiratory motions;
b) Control tx - “a standardized light touch protocol treatment...” directed at the same regions as
the OMT tx.
NOTE: Pts in both tx groups were tx’d 2x/day every day of the week w/ each session lasting 10-15
min’s. All study txs were started w/in 24 hrs of admission.

Results: 1) duration of antibiotic tx: control - 8.13 days, tx - 6.14 days; 2) length of hospital stay:
control - 8.6 days, tx - 6.6 days.

Comments: 2™ year osteopathic medical students performed the txs



How Effective Is Manual Therapy For
Chronic Headaches?

On average, what percent relief do
chronic headache patients get following
an average of just six treatments?
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Data taken from:

The use of manual therapy and exercise in the treatment of chronic cervicogenic headaches: A
series of case studies.

Whorton RL, Kegerreis S. Journal of Manual & Manipulative Therapy 2000 Oct-Dec;8(4):193-203
Utlaut Memorial Hospital, Greenville, IL 62246.



The use of manual therapy and exercise in the treatment of chronic cervicogenic
headaches: A series of case studies.

Whorton RL, Kegerreis S. Journal of Manual & Manipulative Therapy 2000 Oct-Dec;8(4):193-203
Utlaut Memorial Hospital, Greenville, IL 62246.

Background: Cervicogenic HA = pain localized to the neck and occipital region which may
unilaterally radiate toward the forehead; pain is caused or agg’d by neck mvmt or sustained neck
posture; c/s exam shows mm tenderness, hypertonicity, or decreased ROM.

Study background: 6 chronic cervicogenic HA pts (33 yoa, avg.) were studied — 3-20 yrs of sx
duration and mild disability, on avg. (PDI, or pain disability index, =29%). The PDI rates 7
categories on a 0-10 scale (0 = no disability, 10 = total disability): family/home responsibilities,
recreation, social activity, occupation, sexual behavior, self care, and life support activity.
“Treatment was performed and adjusted on an individual basis”. In-office tx consisted of manual
therapy involving soft tissue and non-thrust joint manipulation, aerobic conditioning, and resistance
exercise.

Tx descriptions: 1) Manual therapy: a) suboccipital release performed for 2-4 min’s (wt of pt's
head evenly distributed across digits 2-4 of therapist’s hands); b) scapular bordering (pt is in side-
lying w/ side to be tx’d up, stroke along the scapular borders 10-15 rep/s ea.); ¢) laminae release
(pt lies prone, stroke proximal to distal on the erector spinae 10-15 rep’s); d) first rib mobilization (pt
supine, use web of hand to provide pressure inferiorly and diagonally toward opposite hip, apply a
grade IV manipulation at end range 3x); €) upper T/S and C/S mobilization (unilateral P-A pressure
in the plane of the facets, 3-5 rep’s w/ a grade IV manipulation); f) C1-2 mobilization (pt seated,
therapist supports pt's head against therapist’s body, block C2 SP w/ one hand, rotate pt’'s head
toward therapist’s body until resistance is felt, pt performs 3-4 contract/relax mvmts, repeat on
opposite side). 2) Aerobic conditioning w/ upper body cycle (6-8 min’s, reverse direction at
halfway point, speed is maintained at pt comfort). 3) Resistance exercise: a) “rep band” shoulder
program (see description below); b) overhead rebounders (a 2-4 Ib ball is bounced and returned at
an overhead level for 2-3 sets {1 minute/set}); c) seated rowing w/ “rep band” (pt seated w/ band
wrapped around a pole, shoulders are retracted as arms are pulled toward the body in a rowing
motion, 20-30 rep’s. 4) Self-tx (2-3x/day): a) tennis ball suboccipital release (place two balls in a
sock, lie on back w/ balls at base of skull, do occipital flexions {chin “crunches”}, 5-10 min’s); b)
towel roll thoracic extension stretching while performing suboccipital release (roll a small towel into
a firm roll 2-3” thick, lie supine w/ towel down the middle of back, do chin “crunches”, 2-10 min’s);
c) shoulder retraction (pinch shoulder blades together, hold 10 sec’s, do 10-20 rep’s); d) neck
lateral flexion (laterally bend head & apply overpressure, hold 10 sec’s, perform as needed
throughout the day); e) neck lateral flexion + same-side rotation (same as above); f) rep band
shoulder program for “strengthening and scapular stabilization” (shoulder flexion - hold 5 sec’s, do
10 rep’s, do 2-3x/day; shoulder abduction - same as above; shoulder retraction {rows} - same as
above); g) home modality education in heat and ice.

Results (mean results): 1) PDI: baseline - 29%, discharge - 8% (after an avg. of 6 txs over 4 wks —
a 73% improvement), 6 mths post-tx - 6% (80% improvement); 2) Change in HA intensity (on a
10-pt scale): baseline - 4.7, discharge - 1.7 (64% decrease), 6 mths post-tx - no data.




How effective Is manual therapy
for sacroiliac (S1) pain?

What percent of Sl pain patients are
significantly improved after a course of
manual therapy + exercise?
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Data taken from:

Sacroiliac joint dysfunction: a long-term follow-up study.

Sasso RC, Ahmad RI, Butler JE, Reimers DL. Orthopedics 2001 May;24(5):457-60
Indianapolis Neurosurgical Group, Indiana University School of Medicine, 46260, USA.



Sacroiliac joint dysfunction: a long-term follow-up study.
Sasso RC, Ahmad RI, Butler JE, Reimers DL. Orthopedics 2001 May;24(5):457-60
Indianapolis Neurosurgical Group, Indiana University School of Medicine, 46260, USA.

Study background: 69 subjects (40 yoa, avg., 80% female) suffering from Sl pain (LBP primarily
below L5-S1 in the post. iliac area) were studied. All had + exam for Sl dysfunction - provocation
tests repro’d sx (Patrick’s, palpation, Fortin, etc.), abnormal Sl joint motion was present (PSIS’s
don’t move up and out as pt flexes, for ex.). The pain duration breakdown was: 10 pts - acute (<7
days), 26 - subacute (7-49 days), 23 - chronic (49+ days).

All underwent a “structured physical therapy program” (by the same PT), which consisted of:
1) mobilization of the affected Sl joint, 2) pelvic stabilization exercises (esp. for the rectus) , 3) pt
education on lifting, bending, etc.

Results (a min. of 2-yrs post-tx): 95% rated their results as “good or excellent” (on a 4-pt scale
where 1 = excellent, 2 = good, 3 = fair, 4 = poor).

Conclusion: “A structured [PT] program can produce good long-terms results in most patients.”

Comments: How much tx did the pts receive? The authors don’t say. Also, 8 pts were lost to
follow-up, but the authors don’t say how they did.



How effective Is chiropractic
care for chronic LBP?

What percent of chronic LBP patients
will note "definite improvement”
within just 4 treatments?
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Recovery pattern of patients treated with chiropractic spinal manipulative therapy for
long-lasting or recurrent low back pain.

Stig LC, Nilsson O, Leboeuf-Yde C. J Manipulative Physiol Ther 2001 May;24(4):288-91
Private Practice, Arendal, Norway.



Recovery pattern of patients treated with chiropractic spinal manipulative therapy for long-
lasting or recurrent low back pain.

Stig LC, Nilsson O, Leboeuf-Yde C. J Manipulative Physiol Ther 2001 May;24(4):288-91

Private Practice, Arendal, Norway.

Study background: 164 chronic LBP pts (w/ the present episode lasting at least 2 wks, w/ at least
4 wks of LBP in past year, and no SMT 6 mths prior to start of study) were studied. The data was
taken from 19 Norwegian DC practices, w/ each DC allowed to enroll 10 consecutive pts.

The pts answered this question before each tx - “Do you feel that you have improved since you
began receiving chiropractic treatment? Possible answers included “definite improvement”, “some
improvement”, “no change”, “maybe some worsening”, and “lI am worse now than when the tx
started”.

Results: 50% of the pts noted “definite improvement” by the 4th visit (within 14 days) and 75%
noted “definite improvement” by the 12th visit (within 35 days).

Conclusion: CLBP pts “report ‘improvement’ within a short period of time and after a few
treatments.”



Are medical school
graduates adequately trained In
musculoskeletal medicine?

What percent of medical school
graduates fail atest of "basic competency"”
iIn musculoskeletal medicine?
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The adequacy of medical school education in musculoskeletal medicine.
Freedman KB, Bernstein J. J Bone Joint Surg Am 1998 Oct;80(10):1421-7
University of Pennsylvania School of Medicine, Philadelphia, USA.

Study background: 85 first-year medical & surgical residents (graduates of some of the US’s best
medical schools — Harvard, Yale, Johns Hopkins, etc.) were given a 25-question test to assess
basic competency in musculoskeletal medicine.

Question excerpts:
1) “A pt has LBP that wakes him up from sleep. What 2 diagnoses are you concerned
about?” Tumor and infection (33% answered correctly)
2) “How is motor function of the 5th lumbar nerve root tested?” Extend the big toe (20%
answered correctly)
3) “What mm are involved in tennis elbow?” Wrist extensors (18% answered correctly)

Results: 82% of “medical school graduates failed a valid musculoskeletal competency
examination.” Their avg. score was 60% (73% was considered a passing score).

Conclusion: “...medical school preparation in musculoskeletal medicine is inadequate.”

Comments: Musculoskeletal symptoms are the 2nd most common reason patients seek medical
help, accounting for 20% of all visits (URI is #1).



Do medical doctors feel
they are poorly prepared to treat
pain patients?

What percent feel "very unprepared”
to only "somewhat prepared" to counsel
patients suffering with pain?
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Preparedness for Clinical Practice: Reports of Graduating Residents at Academic Health
Centers

Blumenthal D, Gokhale M, Campbell EG, Weissman JS. JAMA 2001 Sep 5;286(9):1027-1034
Institute for Health Policy, Massachusetts General Hospital, 50 Staniford St, 9th Floor, Suite 901,
Boston, MA 02114 (e-mail: dblumenthal@partners.org).

Background: A 1998, national, random-sample survey of over 4000 U.S. medical residents from 8
specialties (internal medicine, family practice, pediatrics, obstetrics/gynecology, general surgery,
orthopedic surgery, psychiatry, and anesthesiology) was undertaken. All were within 3-4 mths of
finishing their training. 65% responded (2626/4040). They were asked how prepared (very
unprepared, somewhat unprepared, somewhat prepared, very prepared) they felt they were to
manage common conditions they would expect to encounter in practice. The survey took 15 min’s.

Results (only a portion are shown here):
1) family practice residents:
a) Dx/Tx: diabetes - none, 1%, 19%, 81%, asthma - none, 3%, 24%, 73%, LBP - none, 1%,
27%, 71%, headache - none, 2%, 36%, 62%;
b) counsel pts: pain management - 3%, 22%, 52%, 23%;
c) choose cost-effective txs - none, 7%, 55%, 37%;
2) internal medicine residents:
a) Dx/Tx: diabetes - none, 1%, 9%, 91%, asthma - none, none, 7%, 93%, LBP - none, 5%,
43%, 52%, headache - none, 7%, 45%, 48%;
b) counsel pts: pain management -4%, 23%, 51%, 21%;
c) choose cost-effective txs -2%, 11%, 62%, 25%;
3) orthopedic surgery:
a) perform knee replacement - none, 1%, 12%, 86%;
b) perform spine surgery - 16%, 22%, 42%, 20%;
c) choose cost-effective txs - 1%, 11%, 50%, 38%.

Conclusion: “Overall...residents finishing their training programs felt well satisfied with their
preparedness for clinical practice.” “However...gaps may still exist in the prepared-ness of
physicians to manage the full range of [problems] they may confront...”



Are medical doctors
unaware of the most cost-
effective treatments?

What percent feel "very unprepared"
to only "somewhat prepared"” to choose
cost-effective treatments?
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Data taken from:

Preparedness for Clinical Practice: Reports of Graduating Residents at Academic Health
Centers

Blumenthal D, Gokhale M, Campbell EG, Weissman JS. JAMA 2001 Sep 5;286(9):1027-1034
Institute for Health Policy, Massachusetts General Hospital, 50 Staniford St, 9th Floor, Suite 901,
Boston, MA 02114



Preparedness for Clinical Practice: Reports of Graduating Residents at Academic Health
Centers

Blumenthal D, Gokhale M, Campbell EG, Weissman JS. JAMA 2001 Sep 5;286(9):1027-1034
Institute for Health Policy, Massachusetts General Hospital, 50 Staniford St, 9th Floor, Suite 901,
Boston, MA 02114 (e-mail: dblumenthal@partners.org).

Background: A 1998, national, random-sample survey of over 4000 U.S. medical residents from 8
specialties (internal medicine, family practice, pediatrics, obstetrics/gynecology, general surgery,
orthopedic surgery, psychiatry, and anesthesiology) was undertaken. All were within 3-4 mths of
finishing their training. 65% responded (2626/4040). They were asked how prepared (very
unprepared, somewhat unprepared, somewhat prepared, very prepared) they felt they were to
manage common conditions they would expect to encounter in practice. The survey took 15 min’s.

Results (only a portion are shown here):
1) family practice residents:
a) Dx/Tx: diabetes - none, 1%, 19%, 81%, asthma - none, 3%, 24%, 73%, LBP - none, 1%,
27%, 71%, headache - none, 2%, 36%, 62%;
b) counsel pts: pain management - 3%, 22%, 52%, 23%;
c) choose cost-effective txs - none, 7%, 55%, 37%;
2) internal medicine residents:
a) Dx/Tx: diabetes - none, 1%, 9%, 91%, asthma - none, none, 7%, 93%, LBP - none, 5%,
43%, 52%, headache - none, 7%, 45%, 48%;
b) counsel pts: pain management -4%, 23%, 51%, 21%;
c) choose cost-effective txs -2%, 11%, 62%, 25%;
3) orthopedic surgery:
a) perform knee replacement - none, 1%, 12%, 86%;
b) perform spine surgery - 16%, 22%, 42%, 20%;
c) choose cost-effective txs - 1%, 11%, 50%, 38%.

Conclusion: “Overall...residents finishing their training programs felt well satisfied with their
preparedness for clinical practice.” “However...gaps may still exist in the prepared-ness of
physicians to manage the full range of [problems] they may confront...”



How effective iIs chiropractic care
for “pain between the shoulders”?

How much less pain do chiropractic
patients have after just 6 treatments?

54%

less pain

0% 10% 20% 30% 40% 50% 60% 70%

Data taken from:

Effectiveness of spinal manipulative therapy in the treatment of mechanical thoracic spine
pain: A pilot randomized clinical trial.

Schiller L. J Manipulative Physiol Ther 2001 Jul;24(6):394-401

Private practice of chiropractic, East Croydon, United Kingdom.



Effectiveness of spinal manipulative therapy in the treatment of mechanical thoracic spine
pain: A pilot randomized clinical trial.

Schiller L. J Manipulative Physiol Ther 2001 Jul;24(6):394-401

Private practice of chiropractic, East Croydon, United Kingdom.

Study background: 30 pts (16-60 yoa, 14 male) w/ mechanical T/S pain were studied. They had
midline pain (77% had pain at the T5-9 levels) that increased w/ spine ext. and T/S fixation(s) upon
motion palpation.

They were randomly assigned to 1 of 2 txs (tx’d 6x over 2-3 wks): 1) T/S chiropractic SMT -
HVLA, diversified thrusts (hypothenar-thenar transverse, hypothenar-spinous-thenar transverse,
sternal-spinous standing or sitting — how is this done?, crossed bilateral) directed at fixations; 2)
detuned ultrasound for 10 min’s. No other tx was received.

Results (change in pain 0-100 scale): 1) after last tx (ss): placebo - 23% better (from 47/100 to
36), tx - 54% better (from 48/100 to 22); 2) 1 mth later (ns): placebo - 28% better (from 47 to 34), tx
- 56% better (from 48 to 21).

Conclusion: “SMT is an effective treatment...for mechanical thoracic spine pain.” “SMT was more
effective than placebo therapy at the final treatment” but not at the 1-mth follow-up.



Is manual therapy helpful for
“moderate” depression?

What percent of patients
became depression-free after just
8 weeks of treatment?
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Data taken from:

Adjunctive osteopathic manipulative treatment in women with depression: a pilot study.

Plotkin BJ, Rodos JJ, Kappler R, Schrage M, Freydl| K, Hasegawa S, Hennegan E, Hilchie-Schmidt C,
Hines D, lwata J, Mok C, Raffaelli D. J Am Osteopath Assoc 2001 Sep;101(9):517-23

Department of Microbiology, Chicago College of Osteopathic Medicine of Midwestern University, USA.
Bplotk@Midwestern.edu



Adjunctive osteopathic manipulative treatment in women with depression: a pilot study.
Plotkin BJ, Rodos JJ, Kappler R, Schrage M, Freydl K, Hasegawa S, Hennegan E, Hilchie-Schmidt
C, Hines D, Iwata J, Mok C, Raffaelli D. J Am Osteopath Assoc 2001 Sep;101(9):517-23
Department of Microbiology, Chicago College of Osteopathic Medicine of Midwestern University,
USA. Bplotk@Midwestern.edu

Study background: 17 women (47 yoa, avg., none had back pain, authors sought OMT-naive
subjects for the study) w/ newly dx’d “moderate” depression (based on the “Zung Depression
Scale”, a 20-question survey) were studied. All received 8 wks of anti-depressant medication (Paxil
- 20 mg/day) and 30 min’s of weekly psychotherapy (cognitive therapy and neurolinguistic
programming).

They were also randomly assigned to 8 wks of concurrent osteopathic tx or sham tx: 1)
OMT: “No specific OMT protocol was applied...” (tx duration - 20 min’s, tx frequency - ?). OMT
techniques that were used included: direct and indirect tx, inhibitory pressure, MET, myofascial tx,
fascial release, strain/counterstrain, positional release, cranial tx, Galbreath tx, mandibular
drainage, lymphatic pump, and exaggeration tx. The pts also received 3 osteopathic structural
examinations at the beginning, midpoint, and end of study; 2) sham OMT : Pts received just the 3
osteopathic exams. The counselors were blinded to tx status, and the OMT was provided by
student physicians.

Results: 1) depression score (a score of <= 50 is “normal”): a) baseline: OMT — 68, control — 66; b)
after 8 wks of tx: OMT - 35 (49% improvement), control - 55 (17% improvement); 2) % who
became depression-free: OMT - 100%, control - 33%.

Conclusion: “OMT may be a useful adjunctive treatment for alleviating depression in women.”

Comments: 31 women were in the study originally; 14 dropped out primarily d/t refusal to take
meds and/or failure to keep counseling appts. “There was no pattern to the osteopathic
manipulative structural dysfunctions recorded.” However, they did note that “CRI may be useful as
an independent readout of an individual’s status of depression” (CRI = cranial rhythmic impulse;
normal = 10-14/min): 1) OMT pts: baseline - 6.2/min, after 8 wks of tx - 8.8 (3/6 were 10+ {3 pts
weren't included d/t “charting inconsistencies}); 2) sham OMT pts: baseline - 5.2, after 8 wks - 6.8
(1/5 were 10+ {3 pts weren't included d/t “charting inconsistencies™}).




Low back pain impacting your
work? Chiropractic can help

On average, what percent
of chronic low back pain patients have

to change jobs each year?
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Data taken from:

A descriptive study of medical and chiropractic patients with chronic low back pain and sciatica:
Management by physicians (practice activities) and patients (self-management).

Nyiendo J, Haas M, Goldberg B, Lloyd C. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):543-51
Western States Chiropractic College, Division of Research, Center for Outcomes Studies, Portland, Ore.



A descriptive study of medical and chiropractic patients with chronic low back pain and
sciatica: Management by physicians (practice activities) and patients (self-management).
Nyiendo J, Haas M, Goldberg B, Lloyd C. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):543-51
Western States Chiropractic College, Division of Research, Center for Outcomes Studies, Portland,
Ore.

Study background: A practice-based, observational study of DC & MD self-referred CLBP pts.
Study period was 12-94 through 6-96. 268 chronic LBP pts w/ pain radiating below the knee were
studied (LBP duration => 6 wks, 57% female, 44 yoa, avg., first time visiting this particular
physician). 121 were medical pts (from 111 practices), 147 were chiropractic pts (from 60
practices). They were followed for 1 yr, and pt & physician data were obtained from self-
administered questionnaires.

Results:
1) pain severity:
MD - 57/100,
DC - 53/100;
2) disability (Oswestry) at baseline (ss):
MD - 56,
DC - 45;
3) # of visits (ss):
MD - 3.5,
DC - 8.7,
4) txs used the most:
MD: meds - 81%, exercise plan - 42%, self-care education - 30%, PT referral - 18%;
DC: SMT - 92%, modalities - 66% (massage - 52%, electrotherapy - 47%, ultrasound
- 25%), exercise plan - 56% (ss), self-care education - 57% (ss);
5) “I knew what to do to take care of my back after the visit with my doctor” (% who “agree”
or “strongly agree” at 1 yr — ss):
MD - 56%,
DC - 89%:;
6) % of pts who changed jobs between episodes (ss):
MD - 23%,
DC - 8%;
7) % who requested work modification between episodes (ss):
MD - 28%,
DC - 8%.

Conclusion: “...we cannot determine with certainty which variables were most responsible for the
finding of better pain and disability outcomes for the DC patients...” “The chiropractic encounter
may have enhanced patients’ self-efficacy motivation, leading to...better outcomes.”

Comments: At baseline, 12.5% of MD pts and 9.3% of DC pts were Workers Comp cases.



Are chiropractic patients
taught more about their back problems
than medical patients?

What percent of medical and chiropractic patients
felt that they "knew what to do to take care of my back"
after their consultation?
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Data taken from:

A descriptive study of medical and chiropractic patients with chronic low back pain and
sciatica: Management by physicians (practice activities) and patients (self-management).
Nyiendo J, Haas M, Goldberg B, Lloyd C. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):543-51
Western States Chiropractic College, Division of Research, Center for Outcomes Studies, Portland,
Ore.



A descriptive study of medical and chiropractic patients with chronic low back pain and
sciatica: Management by physicians (practice activities) and patients (self-management).
Nyiendo J, Haas M, Goldberg B, Lloyd C. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):543-51
Western States Chiropractic College, Division of Research, Center for Outcomes Studies, Portland,
Ore.

Study background: A practice-based, observational study of DC & MD self-referred CLBP pts.
Study period was 12-94 through 6-96. 268 chronic LBP pts w/ pain radiating below the knee were
studied (LBP duration => 6 wks, 57% female, 44 yoa, avg., first time visiting this particular
physician). 121 were medical pts (from 111 practices), 147 were chiropractic pts (from 60
practices). They were followed for 1 yr, and pt & physician data were obtained from self-
administered questionnaires.

Results:
1) pain severity:
MD - 57/100,
DC - 53/100;
2) disability (Oswestry) at baseline (ss):
MD - 56,
DC - 45;
3) # of visits (ss):
MD - 3.5,
DC - 8.7,
4) txs used the most:
MD: meds - 81%, exercise plan - 42%, self-care education - 30%, PT referral - 18%;
DC: SMT - 92%, modalities - 66% (massage - 52%, electrotherapy - 47%, ultrasound
- 25%), exercise plan - 56% (ss), self-care education - 57% (ss);
5) “I knew what to do to take care of my back after the visit with my doctor” (% who “agree”
or “strongly agree” at 1 yr — ss):
MD - 56%,
DC - 89%:;
6) % of pts who changed jobs between episodes (ss):
MD - 23%,
DC - 8%;
7) % who requested work modification between episodes (ss):
MD - 28%,
DC - 8%.

Conclusion: “...we cannot determine with certainty which variables were most responsible for the
finding of better pain and disability outcomes for the DC patients...” “The chiropractic encounter
may have enhanced patients’ self-efficacy motivation, leading to...better outcomes.”

Comments: At baseline, 12.5% of MD pts and 9.3% of DC pts were Workers Comp cases.



Chiropractic care vs.
medical care: which do patients
feel Is more effective?

What percent of chronic low back and
leg pain patients believe their chiropractic or
medical treatment is working?
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Data taken from:

Pain, disability, and satisfaction outcomes and predictors of outcomes: a practice-based study of
chronic low back pain patients attending primary care and chiropractic physicians.

Nyiendo J, Haas M, Goldberg B, Sexton G. J Manipulative Physiol Ther 2001 Sep;24(7):433-9

Western States Chiropractic College, Division of Research, Center for Outcome Studies, Portland, OR
97230, USA.



Pain, disability, and satisfaction outcomes and predictors of outcomes: a practice-based
study of chronic low back pain patients attending primary care and chiropractic physicians.
Nyiendo J, Haas M, Goldberg B, Sexton G. J Manipulative Physiol Ther 2001 Sep;24(7):433-9
Western States Chiropractic College, Division of Research, Center for Outcome Studies, Portland,
OR 97230, USA.

Study background: A practice-based, observational study of DC & MD self-referred CLBP pts.
The study period was 12-94 through 6-96. 835 chronic LBP pts were studied (LBP duration => 6
wks, first time visiting this particular physician). 309 were medical pts (from 111 practices), and 526
were chiropractic pts (from 60 practices). They were followed for 1 yr, and pt data was obtained
from self-administered questionnaires.

Results:
1) general:
a) leg pain present - 73% of MD pts, 59% of DC pts (ss);
b) overall avg. pain (0-100 VAS) - 54 for MD pts, 48 for DC pts (ss);
2) pain on 0-100 VAS:
a) BASELINE:
MD pts: LBP only - 48.5, + pain above knee - 56.1, + pain below knee - 57.1;
DC pts: LBP only - 43.3, + pain above knee - 48.6, + pain below knee - 53.0;
b) AFTER 6 MTHS (56-62% follow-up rate):
MD pts: LBP only - 24.5 (50% better), + pain above knee - 27.7 (51%), + pain below
knee - 43.5 (24%);
DC pts: LBP only - 18.5 (57%), + pain above knee - 21.6 (56%), + pain below knee -
25.1 (53% - ss);
c) AFTER 1 YEAR (60-61% follow-up rate):
MD pts: LBP only - 27.8 (43%), + pain above knee - 24.1 (57%), + pain below knee -
43.1 (25%);
DC pts: LBP only - 18.4 (57%), + pain above knee - 23.7 (51%), + pain below knee -
21.8 (59% - ss);
3) Pt satisfaction (evaluated at 1 yr - % who felt “very satisfied” or “satisfied”):
a) Pt confident treatment was working: MD - 36%, DC - 74%;
b) Pt given sufficient info about the cause of pain: MD - 40%, DC - 73%.

Conclusion: There is “an advantage for DC care over MD care for patients with pain below the
knee.” “Much better pain and disability outcomes were realized for chiropractic patients...”

Comments: ss diff's held even after authors controlled for general health and mental status,
depression, income, baseline pain & disability, sex, age, etc.



What do patients think about
chiropractic care?

What percent of patients give an "excellent"
rating to their overall satisfaction with
chiropractic care?"

Data taken from:
Patient satisfaction with chiropractic physicians in an independent physicians’

association.
Gemmell HA, Hayes BM. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):556-9

Director of Research, Oklahoma State Chiropractic Independent Physicians'
Association, and private practice of chiropractic, Tulsa, Okla.



Patient satisfaction with chiropractic physicians in an independent physicians' association.
Gemmell HA, Hayes BM. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):556-9

Director of Research, Oklahoma State Chiropractic Independent Physicians' Association, and
private practice of chiropractic, Tulsa, Okla.

Study background: 150 DC pts were sent a satisfaction survey between 3-00 through 6-00. They
were randomly chosen from a database of pts from the Oklahoma State Chiropractic Independent
Physicians’ Association. They had all sought care in 1-00 or 2-00. 44% responded (46 yoa, avg.,
68% female).

Results (% who answered “excellent”): 1) length of time to get an appointment - 85%; 2) length of
wait at the office - 76%; 3) time spent with the DC - 74%; 4) explanation of what was done - 73%;
5) technical skills of the DC - 83%; 6) personal manner of the DC - 92%; 7) the visit overall - 83%
(100% rated it as “very good” or “excellent”); 8) would definitely rx the DC to family/friends - 96%.

Conclusion: “The findings are consistent with previous studies that show a high level of
satisfaction among chiropractic patients.”



Are patients highly satisfied with the
care provided by chiropractors?

What percent of chiropractic patients would
refer a friend or family member for
chiropractic care?

96%

0% 20% 40% 60% 80% 100%

Data taken from:

Patient satisfaction with chiropractic physicians in an independent physicians' association.
Gemmell HA, Hayes BM. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):556-9

Director of Research, Oklahoma State Chiropractic Independent Physicians' Association, and private
practice of chiropractic, Tulsa, Okla.



Patient satisfaction with chiropractic physicians in an independent physicians' association.
Gemmell HA, Hayes BM. J Manipulative Physiol Ther 2001 Nov-Dec;24(9):556-9

Director of Research, Oklahoma State Chiropractic Independent Physicians' Association, and
private practice of chiropractic, Tulsa, Okla.

Study background: 150 DC pts were sent a satisfaction survey between 3-00 through 6-00. They
were randomly chosen from a database of pts from the Oklahoma State Chiropractic Independent
Physicians’ Association. They had all sought care in 1-00 or 2-00. 44% responded (46 yoa, avg.,
68% female).

Results (% who answered “excellent”): 1) length of time to get an appointment - 85%; 2) length of
wait at the office - 76%; 3) time spent with the DC - 74%; 4) explanation of what was done - 73%;
5) technical skills of the DC - 83%; 6) personal manner of the DC - 92%; 7) the visit overall - 83%
(100% rated it as “very good” or “excellent”); 8) would definitely rx the DC to family/friends - 96%.

Conclusion: “The findings are consistent with previous studies that show a high level of
satisfaction among chiropractic patients.”



Is chiropractic effective for
chronic neck pain?

On average, how much do just
8 chiropractic treatments decrease
chronic neck pain?

Decreases

pain by 58%
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Data taken from:
A pilot randomized clinical trial on the relative effect of instrumental (MFMA) versus manual

(HVLA) manipulation in the treatment of cervical spine dysfunction.
Wood TG, Colloca CJ, Matthews R.. J Manipulative Physiol Ther 2001 May;24(4):260-71

Department of Chiropractic, Technikon Natal, South Africa.



A pilot randomized clinical trial on the relative effect of instrumental (MFMA) versus manual
(HVLA) manipulation in the treatment of cervical spine dysfunction.

Wood TG, Colloca CJ, Matthews R.. J Manipulative Physiol Ther 2001 May;24(4):260-71
Department of Chiropractic, Technikon Natal, South Africa.

Study background: 30 chronic neck pain pts (pain for at least 1 mth) were studied. They all had
painful cervical extension, local tenderness, restricted intersegmental motion on palpation, and
hypomobility on C/S ROM testing.

They were randomly assigned to (C/S tx only, a max of 8 txs over 1 mth, pts did not receive any
other form of tx): 1) Activator (Il unit set to max force); 2) Diversified rotary/lateral break. The SMT
location was determined by: pain and mvmt restrix on motion palpation, localized tenderness, pain
w/ axial loading w/ neck ext. & rot., and Activator leg length checks.

Results (avg. decrease in pain on 0-100 VAS): 1) after 1 mth of tx: Activator - 55% (from 52.5 to
23.5), Diversified - 61% (from 48.0 to 18.7); 2) 1 mth after tx had ended (only median #'s available):
Activator - 55% (from 50 to 22.5), Diversified - 53% (from 42.5 to 20).

Conclusion: 1) “...the 2 treatment methods acted with equal effectiveness...” 2) Diversified neck
txs “show no benefit over MFMA instrumental thrusts...” 3) “...research must continue to identify
SM techniques that maximize therapeutic outcomes while minimizing patient risk.” (“...cervical
spine rotational maneuvers [are] associated with CVAs and CVIs after SM more strongly than other
‘nonrotational’ techniques.”)

Bonus Note Comments:
The “58%" number comes from the average improvement in both the Activator and the Diversified
groups combined (after the 1 mth of care, which involved a max of 8 txs).



How satisfied are chiropractic
patients with the care they receive?

What is the average level of satisfaction
among chiropractic patients?
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Data taken from:
Patients using chiropractors in north america: who are they, and why are they in chiropractic care?

Coulter ID, Hurwitz EL, Adams AH, Genovese BJ, Hays R, Shekelle PG. Spine 2002 Feb 1;27(3):291-8
Veterans Affairs Health Services Research and Development Service, Los Angeles, California.



Patients using chiropractors in north america: who are they, and why are they in
chiropractic care?

Coulter ID, Hurwitz EL, Adams AH, Genovese BJ, Hays R, Shekelle PG. Spine 2002 Feb
1;27(3):291-8

Veterans Affairs Health Services Research and Development Service, Los Angeles, California.

Study background: 185 established DC'’s (in practice for at least 2 yrs) from 5 different regions
(San Diego, CA, Portland, OR, Vancouver, WA, Minneapolis-St. Paul, MN, Miami, FL, and Toronto,
Ontario, CA) were randomly chosen to participate in a survey study. Ten consecutive pts from each
practice were invited to participate in the study (if the DC saw 20 or more pts/day, then every 2nd
pt {or 3rd, or 4th, etc.} was asked to participate). Pts filled out/returned their survey to the DC’s
office staff in a sealed envelope. The survey included questions about the pt’s current health
problem, questions about that day’s visit, other forms of care, satisfaction w/ DC care, etc. An on-
site research assistant ensured that study protocols were followed.

Results:

1) response rate: 71% (131/185) of the DC’s chose to participate, and 97% (1275/1310) of the pt
surveys were returned,;

2) general info on pts: 59% had not had other care before DC care for their current problem, 34%
had been “seeing the chiropractor for longer than 24 months”, level of satisfaction w/ DC care -
87% (based on a 14-item “Chiropractic Satisfaction Questionnaire”);

3) pt-specified reason for chiropractic tx: LBP - 41% (“Back or low back sprain/strain, injury,
subluxation, pinched nerve, or simply ‘back’ or ‘low back™), NP - 24% (“Neck sprain/strain, injury,
subluxation, pinched nerve, or simply ‘neck™), HA - 4%, disc problems - 3%, scoliosis - 2%,
upper/lower extremity sx - 13%, “strains, disks, injury, pinched nerve, site not specified” - 4%, other
musculoskeletal prob’s - .4%, non-musculoskeletal prob’s - 6% (allergies, intestinal parasites,
etc.; 69% of these pts came from just 9% of the DC’s), not mentioned - 3%.

Conclusion: Pts “seeking chiropractic care did so for musculoskeletal symptoms almost
exclusively.” However, “...our data may be specific to the sites we studied” (they didn’t sample
randomly from across the country).



How safe Is chiropractic care?

You're nearly 10 times more
likely to be struck by lightning than
have a serious side-effect from
chiropractic care

15

# of people struck by lightning each year # of serious adverse side-effects (per
(per 10,000,000 population) 10,000,000 chiropractic treatments)

Data taken from:
The weather almanac: a reference guide to weather, climate, and related issues in the United

States and its key cities (10th Edition)
Wood RA. 2001:102-6.
Detroit: Gale Group

U.S. Census Bureau, Census 2000

Arterial dissections following cervical manipulation: the chiropractic experience.
Haldeman S, Carey P, Townsend M, Papadopoulos C. CMAJ 2001 Oct 2;165(7):905-6



The weather almanac: a reference guide to weather, climate, and related issues in the
United States and its key cities (10th Edition)

Wood RA. 2001:102-6.

Detroit: Gale Group

The average, annual number of human lightning strikes in the U.S. from 1959-1999 = 366 (280
injuries/yr and 86 deaths/yr)

U.S. Census Bureau, Census 2000
Table DP-1. Profile of General Demographic Characteristics for the United States: 2000
WWW.CEensus.gov

Total population = 281,421,906

Arterial dissections following cervical manipulation: the chiropractic experience.
Haldeman S, Carey P, Townsend M, Papadopoulos C. CMAJ 2001 Oct 2;165(7):905-6

Study background: The authors reviewed the files of all claims of stroke following cervical
manipulation (data taken from malpractice claims against the “Canadian Chiropractic Protective
Association”, or CCPA, from 1988 to 1997).

Results: There were 23 cases of stroke or VAD. The pts were 43 yoa, avg., 74% were female, and
65% had onset of sx w/in 20 min’s of their tx (another 22% had onset within 1 day).

Context: # of DC visits involving cervical manipulation during the same 10 yrs - 134.5 million. This
# is based on a survey (78% response rate) of the 4500+ DC’s covered by CCPA, which found an
avg. of 60 such visits/wk, on avg. (x 49 wks/yr x 10 yrs X 4500 DC’s = 130+ million visits).
Conclusion: What is the “likelihood that a chiropractor will be made aware of an arterial dissection
following cervical manipulation™? 1 per 5.85 million cervical manipulations, 1 per 8.06 million office
visits, 1 per 1430 chiropractic practice years, 1 per 48 chiropractic practice careers (assuming an
avg. of 30 yrs of prax). “This is significantly less than the estimates of 1:500,000 - 1 million cervical
manipulations calculated from surveys of neurologists.”

Comments: “It is probable that the experience of chiropractors does not reflect all dissections that
occur following cervical manipulation.”

Bonus Note Comments:

1) # of people struck by lightning each year (per 10,000,000 population) calculation:
- 366 people struck by lightning/yr divided by 281 million people = 1.3 lightning strikes per 1
million people, or 13.0 lightning strikes per 10 million people.

2) # of serious adverse side-effects (per 10,000,000 chiropractic treatments) calculation:
- 1 stroke or VAD per 5.85 million office visits (involving a cervical manipulation) = 1.7
strokes or VAD’s per 10 million office visits (involving a cervical manipulation).




Can chiropractic help restore
the normal curves In your spine?

Average improvement in the
normal curvature of the cervical spine
after a course of chiropractic care
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Data taken from:

A new 3-point bending traction method for restoring cervical lordosis and cervical
manipulation: a nonrandomized clinical controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002
Apr;83(4):447-53

University of Southern California Medical School, 1339 Luna Vista Drive, Pacific Palisades,
CA 90272, USA.



A new 3-point bending traction method for restoring cervical lordosis and cervical manipulation: a
nonrandomized clinical controlled trial.

Harrison DE, Cailliet R, Harrison DD, Janik TJ, Holland B. Arch Phys Med Rehabil 2002 Apr;83(4):447-53
University of Southern California Medical School, 1339 Luna Vista Drive, Pacific Palisades, CA 90272, USA.

Study background (a prospective, non-RCT): 54 subjects (35 yoa, avg.) from Deed Harrison’s chiropractic practice in
Elko, NV were studied. All had chronic neck pain (how long - ?). All had a lordosis of <25°, which is 1 SD below the
avg. of 34° as measured using Ruth Jackson stress lines (the intersection of the posterior body tangents of C2 & C7,
aka absolute rotation angle, or ARA).
Tx description: A) 30 pts (25 women) received Chiropractic BioPhysics (CBP) tx: All passed a “screening protocol that
established their tolerance to cervical distraction and extension.” They then received C/S SMT for 3-4 wks (tx frequency
- ?) consisting of “global lateral bending combined with a small amount of axial torsion of the head and neck.” Following
their course of SMT, they then received C/S traction 3-5x/wk for 8-10 wks using “Pope’s 2-way” traction.
Description of “Pope’s 2-way” traction: 1) pt sitting; 2) the 1st “way” = a head halter connected to the wall (behind
the pt) w/ a strap at a 45° angle which provides distraction, retraction, and extension; 3) the 2nd “way” = a strap around
the neck (connected to a pulley and weight in front of the pt) provides an anterior pull to the midneck. Traction
protocols: started at 3 min’s (added 1 min/tx session to a max of 20 min’s), started at 15 Ibs (increased to a max of 35
Ibs over consecutive visits); B) 24 control pts from Deed’s practice (13 women) did not receive any tx.
Results (ss): 1) LORDOSIS: a) treatment pts were checked 3 mths after study start (& 35 traction sessions, avg.): C1-
7 Cobb angle - + 12.8° (from 41.1 to 53.9, a 31% improvement), C2-7 Cobb angle - +12.1° (from 4.8 to 16.9, a 2.5-fold
improvement), C2-7 ARA - +14.2° (from 12.4 to 26.6, a 115% improvement), Chamberlain’s line (from the post. hard
palate to post. foramen magnum) - + 8.5° (from 1.4 to 9.9, a 6-fold improvement); b) control pts were checked 8 mths
after study start: C1-7 Cobb angle - -.2° (from 37.9 to 37.7), C2-7 Cobb angle - -.4° (from 6.0 to 5.6), Chamberlain’s line
- +1° (from 1.7 to 2.7); 2) % CHANGE IN PAIN (0-10 VAS): a) tx pts - 63% better (from 4.3 to 1.6); b) control pts - 6%
worse (from 3.6 to 3.8).
Conclusion: CBP tx produced “clinically significant increases in cervical lordosis for neck pain subjects.” CBP also
produced “statistically significant changes in pain scales...”
Comments: Long-term follow-up: 25/30 of the tx pts volunteered for a long-term follow-up (18.5 mths after study
start, on avg.): 1) lordosis: C1-7 Cobb angle - lost 4.5° of 12.8° improvement (an overall improvement from baseline of
20%), C2-7 Cobb angle - lost 3.2° of 12.1° improvement (an overall improvement from baseline of 185%), C2-7 ARA —
lost 3.7° of 14.2° improvement (an overall improvement from baseline of 85%), Chamberlain’s - added .5° to 8.5°
improvement (an overall improvement from baseline of 6.4-fold); 2) pain - ?.
How did they do the x-rays? “Subjects were asked to nod their heads twice and assume a comfortable resting
position” (w/ eyes closed - ?).
Where to buy “Pope’s 2-way” traction device: $879 from Matlin Manufacturing (334-448-1210,

, owned by Mark Payne, DC, of Phenix, AL). It does come w/ an instruction manual.
What was the traction screening protocol? The study doesn’t say, but the following protocol taken out of Stephan
Troyanovich'’s book (Structural Rehabilitation of the Spine & Posture) may be similar: 1) Pt history (assess for
conditions which may increase risk of an adverse reax): a) stroke - hx of or predisposition to stroke, HTN,
atherosclerosis, diabetes, smoking, oral contraceptives, etc.; b) cord damage - posterior osteophytic spurring, disc
protrusion, spinal stenosis, etc.; 2) George’s test: a) check BP bilaterally (a 10mm Hg difference may = subclavian
stenosis); b) check the carotid arteries: auscultate for bruits, palpate for thrills; ¢) position head in extension and rotation
(vertigo, nystagmus, dizziness, nausea or other neuro sx may indicate VBI); 3) Traction tolerance (traction is
contraindicated if dizziness, headache, nausea, radiating pain, numbness, muscular weakness, loss of coordination,
viscual disturbances, etc., are elicited during testing): a) compression/ distraction tolerance (pt seated w/ neck in
neutral position for testing): compression - press down on vertex of head, distraction - pull up on sides of head; b) “head
hanging” traction tolerance: pt rests supine for 3-5 min’s w/ head hanging off the end of table; ¢) 1-wk trial of extension
traction: pt supine on a 30° incline w/ head hanging off end of table, a “supine-type traction halter” provides traction, 3
pounds for 3 min’s on 1st visit, increase time by 1-2 min’s over 5 tx sessions.

Bonus note comments: The “85%” number is the long-term (18.5 mth) improvement in the C2-7 absolute rotation
angle (ARA), which changed from 12.4° to 22.9°.



Surgery vs. Manual Therapy
for arthritic knee pain

Percent decrease in chronic, arthritic knee pain
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A controlled trial of arthroscopic surgery for osteoarthritis of the knee.

Moseley JB, O'Malley K, Petersen NJ, Menke TJ, Brody BA, Kuykendall DH, Hollingsworth JC, Ashton CM, Wray NP.
N Engl J Med 2002 Jul 11;347(2):81-8

Houston Veterans Affairs Medical Center, Baylor College of Medicine, Houston, TX 77030, USA.

Background: In the US ea. yr, over 650,000 arthritic knees undergo “arthroscopic lavage or debridement”. Each
procedure costs roughly $5k (resulting in $3+ billion being spent on such procedures ea. yr). Uncontrolled trials have
shown that about half of pts have some benefit from the procedure. How would the procedures do in the first-ever
RCT? Study background: 180 OA knee pain pts were studied. All were Veterans Affairs pts (52 yoa, avg., 93% were
male). Knee OA was present on x-ray (mild - 29%, moderate - 46%, severe - 25%), knee pain >= 4 (0-10 VAS), and all
had failed “maximal medical treatment for at least six months.” They were randomly assigned to 1 of 3 tx groups: 1)
arthroscopic debridement: general anesthetic was used, diagnostic arthroscopy was performed, joint was lavaged with
at least 10 liters of fluid, rough articular cartilage was shaved, loose debris was removed, all torn or degenerated
meniscal fragments were trimmed, and the remaining meniscus was smoothed; 2) arthroscopic lavage: general
anesthetic was used, diagnostic arthroscopy was performed, and joint was lavaged with at least 10 liters of fluid; 3)
placebo surgery: “a short-acting intravenous tranquilizer” was used, 3 1-cm incisions were made in the skin (but no
instruments were inserted), doctor went through the motions of doing an arthroscopic debridement in case the pts did
not have total amnesia of the procedure. Note: Pts and outcome evaluators were blinded to tx assignment. One
orthopedic surgeon (Dr. Moseley, the lead author) did all of the surgeries (board certified and “fellowship-trained in
arthroscopy and sports medicine”, 10 yrs of experience in an academic medical center). He is the orthopod for an NBA
team (and was the team MD for the US Olympic basketball teams in ‘96). All pts received the same post-op procedure:
walking aids, graduated exercise program, and analgesics. Results (pts were followed for 2 yrs w/ a 92% follow-up
rate): 1) what % of pts thought they got the placebo tx? placebo pts - 13.8%, tx pts - 13.2%; 2) % decrease in knee pain
(the 1° outcome measure; used the “Knee-Specific Pain Scale {0-100}): a) 1 yr: debridement - 18% (from 63 to 51.7),
lavage - 14% (from 64 to 54.8), placebo - 25% (from 65 to 48.9); b) 2 yrs: debridement - 18% (from 63 to 51.4), lavage
- 16% (from 64 to 53.7), placebo - 21% (from 65 to 51.6). Conclusion: “This study provides strong evidence that
arthroscopic lavage with or without debridement is not better than...a placebo.” “At no point did either arthroscopic-
intervention group have greater pain relief than the placebo group.” “the billions of dollars spent on such procedures
might be put to better use.”

Bonus Note Comments: The “21%” and “29%"” numbers are from the “6 weeks post-surgery” follow-up (not reported
above).

Effectiveness of manual physical therapy and exercise in osteoarthritis of the knee. A randomized, controlled
trial.

Deyle GD, Henderson NE, Matekel RL, Ryder MG, Garber MB, Allison SC. Ann Intern Med 2000 Feb 1;132(3):173-81
Brooke Army Medical Center and US Army-Baylor University, Fort Sam Houston, Texas 78234-6200, USA.
gail.deyle@amedd.army.mil

Study background (placebo-controlled RCT): 83 knee OA pts who were referred for PT were studied. They were 62
yoa on avg., had knee pain for 5+ yrs on avg., and 81% were on meds for their pain. They were randomly assigned to
receive tx 2x/wk for 4 wks with either manual therapy + exercise (tx group) or sham-US. The manual therapy (30 min’s
for eval,, tx, and re-eval.) consisted of passive ROM & joint play mobilization to the knee, lumbar spine, hip, and ankle.
The exercise (40 min’s - performed in-office & at home) consisted of 3 x 30s stretches (calf, hamstring, and quad), 2 x
30s ROM exercises (knee flexion and extension), 5 min’s riding a stationary bike (increased over time), 10 rep’s of
knee extensions (hold for 6s), and a closed chain knee exercise (30s static knee extension or 30s seated leg press or
30s dips or 30s step-ups). Sham-US (30 min’s for eval., tx, & re-eval.) consisted of 10 min’s at .1W/cm2 - 10% on.
Results (evaluated by a blinded evaluator): 1) Percent increase in distance walked in 6 min’s: Manual therapy — 12%
at end of tx, 13% 4 weeks later, 11% after 1 year, Sham-US — 0% at end of tx, 2% after 4 weeks later, -4% after 1 year;
2) Percent decrease in WOMAC score (24 questions on function, pain, and stiffness): Manual therapy — 52% at end of
tx, 56% 4 weeks later, 36% after 1 year, Sham-US — 16% at end of tx, 15% 4 weeks later, 8% after 1 year.
Conclusion: Manual therapy + exercise produced “clinically and statistically significant improvements...” “The
beneficial effects of treatment persisted at 4 weeks and 1 year after” treatment ended. Comments: These results are
roughly 2x as good as those seen from studies on exercise alone. Exercise studies have also used roughly 4x more
clinical visits. Other: This same journal has a shoulder impingement syndrome study “in-press” that compares manual
therapy + exercise vs. exercise alone. It reportedly shows that the combination is superior to exercise by itself.

Bonus Note Comments: The “56%” number is from the “4 weeks after the end of tx” follow-up.




Botox Injections vs. Chiropractic
for chronic neck pain
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A pilot randomized clinical trial on the relative effect of instrumental (MFMA) versus manual
(HVLA) manipulation in the treatment of cervical spine dysfunction.

Wood TG, Colloca CJ, Matthews R.. J Manipulative Physiol Ther 2001 May;24(4):260-71
Department of Chiropractic, Technikon Natal, South Africa.



Botulinum toxin A for the treatment of chronic neck pain.
Wheeler AH, Goolkasian P, Gretz SS. Pain 2001 Dec;94(3):255-60
Charlotte Spine Center, Suite 210, 2001 Randolph Road, Charlotte, NC 28207, USA.

Background (a DB, PC RCT): Botulinum toxin (botox) is a potent neurotoxin produced by Clostridium
botulinum. It blocks acetylcholine release at the neuromuscular junction, which inhibits mm contraction
(acetylcholine causes mm contraction).

Study background: 50 chronic neck pain patients were studied (38 women/44 yoa, avg.). All had pain for
at least 3 mths, all had significant neck pain (>23 on the Neck Pain and Disability Scale {NPAD}; 20
guestions on neck pain/function, ea. question is scored w/ a 0-5 VAS).

They were randomly assigned to 1 of 2 tx groups (all pts received 1 injection session only): 1) Botox
injection: Dr. identified the most tender areas of mm spasm (paying special attention to trigger points),
injex’s “were placed in multiple sites in sympto-matic muscles at the discretion of the physician” (trapezius -
68%, mid-lower cervical - 24%, other C-T location - 8%); 2) saline injection: Same as above, but normal
saline only. The most common injex sites were: trapezius - 72%, mid-lower cervical - 28%.

Results (% improvement on the NPAD scale): 1) 1 mth after injex: botox - 4% (from 54.2 to 52.2), saline -
19% (from 48.2 to 39.0); 2) 4 mths after injex: botox - 26% (from 54.2 to 40.1), saline - 32% (from 48.2 to
32.9).

Conclusion: “...no specific benefit from the active substance (BTXA) could be identified.”

Comments: What about adverse reax’s (mostly excessive mm weakness, soreness/pain at injex site, or flu-
like sx): 1st mth - 7 in botox group, 3 in saline group; 2nd mth - 3 in botox group, 1 in saline group; no sig.
diff's after that. What about drop-outs: botox - 4 pts (authors don’t say why), saline - 1 pt (authors don’t say
why). How many units were used: botox — 231, saline — 207.

A pilot randomized clinical trial on the relative effect of instrumental (MFMA) versus manual (HVLA)
manipulation in the treatment of cervical spine dysfunction.

Wood TG, Colloca CJ, Matthews R.. J Manipulative Physiol Ther 2001 May;24(4):260-71

Department of Chiropractic, Technikon Natal, South Africa.

Study background: 30 chronic neck pain pts (pain for at least 1 mth) were studied. They all had painful
cervical extension, local tenderness, restricted intersegmental motion on palpation, and hypomobility on C/S
ROM testing.

They were randomly assigned to (C/S tx only, a max of 8 txs over 1 mth, pts did not receive any other
form of tx): 1) Activator (Il unit set to max force); 2) Diversified rotary/lateral break. The SMT location was
determined by: pain and mvmt restrix on motion palpation, localized tenderness, pain w/ axial loading w/
neck ext. & rot., and Activator leg length checks.

Results (avg. decrease in pain on 0-100 VAS): 1) after 1 mth of tx: Activator - 55% (from 52.5 to 23.5),
Diversified - 61% (from 48.0 to 18.7); 2) 1 mth after tx had ended (only median #'s available): Activator -
55% (from 50 to 22.5), Diversified - 53% (from 42.5 to 20).

Conclusion: 1) “...the 2 treatment methods acted with equal effectiveness...” 2) Diversified neck txs “show
no benefit over MFMA instrumental thrusts...” 3) “...research must continue to identify SM techniques that
maximize therapeutic outcomes while minimizing patient risk.” (“...cervical spine rotational maneuvers [are]
associated with CVAs and CVIs after SM more strongly than other ‘nonrotational’ techniques.”)

Bonus Note Comments:

The “58%"” number comes from the average improvement in both the Activator and the Diversified groups
combined (after the 1 mth of care, which involved a max of 8 txs).




How effective is manual therapy
for patients with neck pain?

What percent of neck pain patients are
"completely recovered" or "much improved”
after 6 weeks of treatment?
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Manual therapy, physical therapy, or continued care by a general practitioner for
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Deville WL, Pool JJ, Scholten RJ, Bouter LM. Ann Intern Med 2002 May 21;136(10):713-2
Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia.
Jan.Hoving@med.monash.edu.au



Manual therapy, physical therapy, or continued care by a general practitioner for patients
with neck pain. A randomized, controlled trial.

Hoving JL, Koes BW, de Vet HC, van der Windt DA, Assendelft WJ, van Mameren H, Deville WL,
Pool JJ, Scholten RJ, Bouter LM. Ann Intern Med 2002 May 21;136(10):713-2

Department of Clinical Epidemiology, Cabrini Hospital, Victoria, Australia.
Jan.Hoving@med.monash.edu.au

Study background (an evaluator-blinded, RCT): 183 pts were studied (45 yoa, avg./60% female).
All had nonspecific neck pain, sx for at least 2 wks, and sx reproduced during exam. The avg. pain
level was 6/10. They had received no PT or MT the 6 mths previous. They were referred for the
study by general practitioners from 2/97-10/98. During the tx-phase of the study, the pts were
allowed to continue on meds/exercises rx'd by their MD (before they were sent for the study).

The pts were randomly assigned tol of 2 tx groups: 1) manual therapy: a) tx description:
consisted of “muscular mobilization techniques, “specific articular mobilization techniques”, and
“stabilization techniques”. “Spinal manipulations (low-amplitude, high-velocity thrust techniques)
were not included in this protocol.”; b) tx frequency/duration: tx’d 1x/wk for 6 wks, ea. tx lasted 45
min’s. Tx was given by “six experienced manual therapists...” (PT's w/ formal manual therapy
training); 2) physical therapy: a) tx description: “Active exercise therapies were the cornerstone of
their strategy” (“postural exercises, stretching, relaxation exercises, and functional exercises”).
Traction, massage, or modality applications “could precede the exercise therapy.” “Specific manual
therapy mobilization techniques were not included in this protocol.”; b) tx frequency/duration: tx'd
2x/wk for 6 wks, ea. tx lasted 30 min’s. Tx was provided by “five experienced physical therapists
who were not manual therapy specialists”; 3) continued medical care by a GP: a) tx description: pts
received advice on prognosis, psychosocial issues, self-care (heat application, home exercises),
ergonomics (size of pillow, work position, etc.), and “encouragement to await further recover”. They
also “received an educational booklet containing ergonomic advice and exercises.” Analgesics and
NSAIDs were prescribed, if necessary; b) tx frequency/duration:10-minute follow-up visits were
scheduled ea. 2 wks., if needed. Tx period lasted 6 wks.

Results (1 wk after tx ended): 1) % of pts who were “completely recovered” or “much
improved” (pts rated themselves on a 6-pt scale from “much worse” to “completely recovered”):
medical care - 36% (note: 14% received manual therapy during study period), physical therapy -
51% (not ss superior to medical care), manual therapy - 68% (ss superior to the other 2 txs); 2) %
change in avg. pain on 0-10 VAS (ss-?): medical care - 41% better (6.3 to 3.7), physical therapy -
49% better (5.7 to 2.9), manual therapy - 59% better (5.9 to 2.4); 3) absences from work d/t neck
pain (ns): medical care - 26% of the pts, physical therapy - 29%, manual therapy - 13%.

Conclusion: “...manual therapy is a favorable treatment option for patients with neck pain
compared with physical therapy or continued care by a general practitioner.” “Primary care
physicians should consider manual therapy when treating patients with neck pain.”

Side-effects: “Minor, benign, short-term adverse reactions were reported: 1) increased neck pain
for > 2 days: manual therapy - 18%, physical therapy - 7%, medical care - 5%; 2) headache:
manual therapy - 28%, physical therapy - 32%, medical care - 17%; 3) pain or paresthesia of the
arms: manual therapy - 13%, physical therapy - 15%, medical care - 6%; 4) dizziness: manual
therapy - 10%, physical therapy - 12%, medical care - 6%.

Other: avg. # of txs/visits received: manual therapy — 6, physical therapy — 9, medical care — 2.



Chiropractic spinal manipulation
INncreases arm strength
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Decrease in elbow flexor inhibition after cervical spine manipulation in patients with chronic neck
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Decrease in elbow flexor inhibition after cervical spine manipulation in patients with
chronic neck pain.

Suter E, McMorland G. Clin Biomech (Bristol, Avon) 2002 Aug;17(7):541-4

Faculty of Kinesiology, The University of Calgary, 2500 University Drive NW, T2N 1N4, Calgary
AB, Canada

Background: Joint dysfunction is typically associated w/ “reflex-type muscle inhibition” of the local
mm. Does it extend to peripheral mm when a spinal joint is involved?

Study background: 16 chronic neck pain pts (14 females/34 yoa, avg.) were studied. They had
neck pain for 5 yrs, on avg., w/ an avg. pain severity of 3.6/10 at the time of the study. The location
of pain was as follows: mainly right-sided - 11 subjects, mainly left-sided - 2 subjects, equal
bilaterally - 3 subjects.

All underwent evaluation for: 1) right and left biceps mm torque (biceps maximal voluntary
contraction was measured); 2) right and left biceps mm inhibition (biceps maximal voluntary
contraction was measured, then testing was repeated w/ a brief electrical stimulation applied during
the maximal contraction; the diff. between the values = % of mm inhibition).

Tx description: The “mobility of the neck joints was assessed by palpation by an experienced
chiropractor.” “C5/6 and C6/7 were the levels that demonstrated the restricted mobility.” All then
received 1 “spinal manipulative treatment of the cervical spine” w/ diversified technique.

Results (ss): 1) biceps mm inhibition: a) right arm: before - 16.8%, after - 5.7%; b) left arm: before
- 9.7%, after - 5.4%; 2) biceps torque: a) right arm: before - 34.6 Nm, after - 45.5 Nm (a 32%
increase); b) left arm: before - 35.9 Nm, after - 43.2 Nm (a 17% increase).

Conclusion: “Spinal manipulation decreased muscle inhibition and increased elbow flexor
strength...” “Cervical spine manipulation resulted in a statistically significant” decrease in biceps
muscle inhibition and increase in biceps torque. “...chronic neck pain may have long-lasting effects
on upper extremity muscle function.”

Theory: A “change in afferent input elicited by the [SMT] may help to restore excitatory function of
upper extremity muscles...” “It is also possible that...the decrease in pain contributed to the
decrease in muscle inhibition observed after spinal manipulation.”

Bonus note comment: The “25%” number is the average of the right and left arm torque increase.



Chiropractic provides rapid relief
for low back pain disability

Average decrease in low back pain disability
following just 9 chiropractic treatments
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Effectiveness of four conservative treatments for subacute low back pain: a randomized clinical trial.
Hsieh CY, Adams AH, Tobis J, Hong CZ, Danielson C, Platt K, Hoehler F, Reinsch S, Rubel A. Spine 2002 Jun
1;27(11):1142-8

Research Division; and Professional Affairs, Los Angeles College of Chiropractic, Southern California University of
Health Sciences, Whittier, California, USA. jhsieh@ix.netcom.com

Study background: 200 LBP pts (48 yoa, avg./ 65% male) recruited via radio/TV ads and brochures were studied.
They had 11 wks of LBP, on avg. (LBP duration had to be 3 wks - 6 mths, or LBP w/ a “pain-free period of at least 2
months in the preceding 8 months for recurrent LBP”). It was the first LBP episode for only 23% of the pts, and roughly
1/3 had tried DC or PT care previously: 1) DC - 41% (69% had “satisfactory” results); 2) PT - 28% (69% had
“satisfactory” results).

All pts were told to avoid: 1) “any unusual activity over the 3-week treatment period”; 2) using other txs (including
pain meds); 3) lifting heavy objects, lifting/working bent over, prolonged sitting/standing w/o position changes.

Pts were randomly assigned to 1 of 4 groups (all txs took place at LACC and the University of California-Irvine
Medical Center): 1) Back school: Instruction was provided by “experienced licensed” PT’s and DC’s 1x/wk for 3 wks.
Instruction description: a) 1st visit: Pts watched 3 videos (“The Back Care Program” by Saunders) on “spine anatomy,
common causes of LBP, and body mechanics for daily activities.” Pts then “received individual instructions and
supervised practice of their home program” (sitting and standing neutral postures, body mechanics, home exercises
consisting of “lumbar flexion, extension, stretching, and stabilization” exercises). Pts were also told to undertake daily
walking for 20 min’s; b) 2nd visit: Pts “received individual instructions and supervised practice of their home program”.
Pts were also told to increase walking time to 30 min’s/day; c¢) 3rd visit: Pts “received individual instructions and
supervised practice of their home program”. Pts were told to maintain their 30 min’s of daily walking; 2) Myofascial
release therapy (MFR): Tx was provided by “trained” PT’s and DC’s 3x/wk for 3 wks. Tx was directed at the “involved
lumbar paraspinal or gluteal muscles”. No self-care recommendations were allowed except “ice if the pain flared up
after treatment”. Tx description: “intermittent Flouri-Methane sprays and 5 to 10 stretches after 3 to 5 seconds of each
isometric contraction at 50% to 70% of their maximal effort”, “ischemic compressions using a massage finger”,
“stripping massage along the orientation of the taut bands by the two thumbs for 3 to 5 strokes”, and “hot packs for 10
minutes at the completion of therapy”; 3) Joint manipulation (SMT): Tx was provided by “experienced licensed
chiropractors with a 5-year minimum of clinical experience” 3x/wk for 3 wks. No self-care recommendations were
allowed except “ice if the pain flared up after treatment”. Tx description: Used Diversified technique (drop-table
techniques were also allowed), but no flexion-distraction or mobilization. They tx’d “the lumbar and/or sacroiliac
regions” (“i.e., the tender locations...or other levels clinically deemed by chiropractor to need therapy.”); 4) SMT + MFR
(combo): Tx was provided 3x/wk for 3wks. No self-care recommendations were allowed except “ice if the pain flared
up after treatment”.

Results (blinded examiners provided all assessments): 1) % improvement in pain (on a 0-10 VAS during the past
wk): a) after 3 wks of tx: back school - 49% better (from 4.14. to 2.13), combo - 46% (from 3.75 to 2.04), SMT - 30%
(from 3.66 to 2.58), MFR - 31% (from 4.05 to 2.78); b) 6 mths after last tx: back school - 45% (from 4.14 to 2.29),
combo - 40% (from 3.75 to 2.24), SMT - 33% (from 3.66 to 2.40), MFR - 26% (from 4.05 to 2.99); 2) % improvement
in the Roland Morris disability questionnaire (24 “check-off’ questions on LBP effects; max score is 24): a) after 3
wks of tx: back school - 46% better (from 7.92 to 4.26), combo - 51% (from 7.62 to 3.73), SMT - 47% (from 8.40 to
4.42), MFR - 31% (from 8.35 to 5.80); b) 6 mths after last tx: back school - 56% (from 7.92 to 3.48), combo - 53% (from
7.62 to 3.56), SMT - 61% (from 8.40 to 3.29), MFR - 39% (from 8.35 to 5.06).

Conclusion: “...back school therapy and specific manual procedures yielded equally effective outcomes.” “The
effectiveness of back school was particularly surprising...” (it was supposed to be the control group).

Comments: “...the potential for a ‘global treatment act’ was greatly diminished in this study” since the manual therapy
“clinicians were instructed to refrain from giving advice” (no self-care recommendations were allowed except “ice if the
pain flared up after treatment”).

Other: Follow-up rate: 3 wks - 92%, 6 mths - 89%. Compliance: manual therapy groups - 90% (compliance = attended
all 9 txs), back school group - 69% (compliance = did exercises at least 5 days/wk during the 3 wk study period). Other
ixs: a) during 3-wk tx period 10% of pts used OTC pain meds and 1% saw another health care provider for LBP; b)
during the 6-mth follow-up period: combo pts - 10% were “continuing care for LBP”, myofascial - 6%, back school - 7%,
manipulation - 3%. Complications: “23 patients reported adverse effects”: combo — 7, SMT — 6 (2 “claimed that [SMT]
had aggravated their condition”), MFR — 4 (1 case of constant tinnitus), back school — 6.



How effective Is chiropractic
care for pregnancy LBP?

What percent of pregnant women get
relief from back pain with
chiropractic care?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Data taken from:

Back pain during pregnancy and labor.

Diakow PR, Gadsby TA, Gadshy JB, Gleddie JG, Leprich DJ, Scales AM. J Manipulative Physiol
Ther 1991 Feb;14(2):116-8

Division of Chiropractic Science, Canadian Memorial Chiropractic College, Toronto.



Back pain during pregnancy and labor.

Diakow PR, Gadshy TA, Gadsby JB, Gleddie JG, Leprich DJ, Scales AM. J Manipulative Physiol
Ther 1991 Feb;14(2):116-8

Division of Chiropractic Science, Canadian Memorial Chiropractic College, Toronto.

Study background (a retrospective survey): 170 women were surveyed. All were new pts from 5
chiropractic offices in Ontario, Canada. During the last 4 mths of 1987 all had given birth to at least
1 child.

Survey guestions/results:

1) Did you have LBP during your pregnancy? 43% (73/170) said “yes”, and 15% of them (25/170)
had received DC care for it. Of the 25 women who had received DC care for pregnancy LBP, 84%
(21/25) “reported relief of back pain during pregnancy” .

2) Did you have LBP during labor? 45% said “yes”. Only 28% (7/25) of DC pts had LBP during
labor, whereas 79% (115/145) of non-DC pts had LBP during labor.

Conclusion: “...manipulation may be effective in reducing both the backache during pregnancy
and the occurrence of back labor.” “...women that underwent treatment had significantly less
chance of experiencing back labor.”



Does chiropractic care decrease
LBP associated with labor?

What percent of pregnant women
suffer from LBP during labor?
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Data taken from:

Back pain during pregnancy and labor.

Diakow PR, Gadsby TA, Gadshy JB, Gleddie JG, Leprich DJ, Scales AM. J Manipulative Physiol Ther
1991 Feb;14(2):116-8

Division of Chiropractic Science, Canadian Memorial Chiropractic College, Toronto.



Back pain during pregnancy and labor.

Diakow PR, Gadshy TA, Gadsby JB, Gleddie JG, Leprich DJ, Scales AM. J Manipulative Physiol
Ther 1991 Feb;14(2):116-8

Division of Chiropractic Science, Canadian Memorial Chiropractic College, Toronto.

Study background (a retrospective survey): 170 women were surveyed. All were new pts from 5
chiropractic offices in Ontario, Canada. During the last 4 mths of 1987 all had given birth to at least
1 child.

Survey guestions/results:

1) Did you have LBP during your pregnancy? 43% (73/170) said “yes”, and 15% of them (25/170)
had received DC care for it. Of the 25 women who had received DC care for pregnancy LBP, 84%
(21/25) “reported relief of back pain during pregnancy” .

2) Did you have LBP during labor? 45% said “yes”. Only 28% (7/25) of DC pts had LBP during
labor, whereas 79% (115/145) of non-DC pts had LBP during labor.

Conclusion: “...manipulation may be effective in reducing both the backache during pregnancy
and the occurrence of back labor.” “...women that underwent treatment had significantly less
chance of experiencing back labor.”



How Effective Is
Chiropractic Treatment For
Chronic Neck Pain?

A Short Course Of Chiropractic Care
Decreases Chronic Neck Pain 50%

0 2 4 6 8 10 12 14

Pain Level
Before Treatment

Pain Level
After Treatment

Data taken from:

Intensive training, physiotherapy or manipulation for patients with chronic neck pain: a
prospective, single-blinded, randomized clinical trial

Jordan A, Bendix T, Nielsen H, Hansen FR, Host D, Winkel A. Spine 1998 Feb 1;23(3):311-8;
discussion 319

Medical Orthopedic Department, RHIMA Center, Copenhagen, Denmark.



What Do Patients Think About
Chiropractic Care?

Patients Are Highly Satisfied With The
Care Provided By Chiropractors

90% of chiropractic patients would
seek chiropractic care for similar EJOR%)
problems in the future

97% of chiropractic patients would
refer a friend or family member
for chiropractic care

0% 20% 40% 60% 80% 100%

Data taken from:

Recurrence and care seeking after acute back pain: results of a long-term follow-up study.
North Carolina Back Pain Project.

Carey TS, Garrett JM, Jackman A, Hadler N. Med Care 1999 Feb;37(2):157-64

Department of Medicine, University of North Carolina at Chapel Hill, 27599-7590, USA.

Patient satisfaction with chiropractic care.

Sawyer CE, Kassak K. J Manipulative Physiol Ther 1993 Jan;16(1):25-32

Center for Clinical Studies, Northwestern College of Chiropractic, Bloomington, MN 55431.



How Safe Is Chiropractic?

How Safe Is Chiropractic Compared To
Taking An NSAID (like aspirin,
Ibuprofen, naproxen, etc.)?
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Data taken from:

Manipulation and mobilization of the cervical spine. A systematic review of the literature.
Hurwitz EL, Aker PD, Adams AH, Meeker WC, Shekelle PG. Spine 1996 Aug 1;21(15):1746-59
RAND, Santa Monica, CA, USA.



What Do Medical Doctors Think
About Chiropractic Care?

What Percent Of Family Medical
Doctors Believe Chiropractic Works?

Data taken from:

Managing low back pain--a comparison of the beliefs and behaviors of family physicians and
chiropractors.

Cherkin DC, MacCornack FA, Berg AO. West J Med 1988 Oct;149(4):475-80



How Cost-Effective Is
Chiropractic Treatment?

Compared to Medical Care,
How Much More Cost-Effective Is
Chiropractic Care for LBP?

Medical
Treatment

Chiropractic

Chiropractic Care Is 70%
Treatment

Less Expensive!

$282

0 100 200 300 400 500 600 700 800 900

Cost Of Treatment In Dollars

Data taken from:

Costs and recurrences of chiropractic and medical episodes of low-back care.

Smith M, Stano M. J Manipulative Physiol Ther 1997 Jan;20(1):5-12

Health Services Research Program, School of Public Health, St. Louis University, MO, USA.




How Safe Is The Medication
You're Taking?

Number Of Americans Hospitalized Or
Killed Each Year From Side Effects
Of Their Medications

2,216,000
Hospitaliz-
ations
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Data taken from:

Incidence of adverse drug reactions in hospitalized patients: a meta-analysis of prospective
studies.

Lazarou J, Pomeranz BH, Corey PN. JAMA 1998 Apr 15;279(15):1200-5

Department of Zoology, University of Toronto, Ontario, Canada.



How Safe Are NSAIDs?

(“NSAIDs” is the abbreviation for “non-
ster0|dal anti-inflammatory drugs” like
aspirin, ibuprofen, naproxen, etc.)

Number Of Americans Hospitalized
Or Killed From The Side Effects
Of NSAIDs Each Year
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Data taken from:

Non-narcotic analgesics: renal and gastrointestinal considerations. Introduction.

Hamilton FA. Am J Med 1998 Jul 27;105(1B):1S

National Institute of Diabetes and Digestive Kidney Diseases, National Institutes of Health, Bethesda,
Maryland 20892-6600, USA.



Will Low Back Pain Go
Away By Itself?

What Percent Of Patients Will Fully Recover

Within 2 Months On Their Own?
(primary treatment: medication)

Data taken from:

A new look at low back complaints in primary care: a RAMBAM Israeli Family Practice Research Network study.
Reis S, Hermoni D, Borkan JM, Biderman A, Tabenkin C, Porat A. Journal of Family Practice 1999 Apr;48(4):299-303
Department of Family Medicine, Technion, Institute of Technology, Bruce Rappaport Faculty of Medicine, Haifa, Israel.



What are some of the conditions chiropractic
may be able to help you with?

10. Chronic Headache Pain

Over 70% effective for migraine
& cervicogenic headaches

9. Pain in the Shoulder

Over 65% of patients feel
“cured” within 5 weeks

8

. Patients with Chronic Arthritis

Over 70% of chronic arthritis patients

who have tried chiropractic care
think it is effective

7. Chronic Knee Pain
Nearly 60% relief within

3 weeks, on average

6. Pain in the Ankle

Over 50% relief within
3 weeks, on average

Did you know that...

Over 80% of chiropractic patients are
self-referred (by another patient,
friend, relative, etc.)

Did you know that...

Patients, on average, rate their overall
satisfaction with chiropractic
care as “excellent”

Up to 80% more relief compared
®/ to disc injections

immediate improvement
after one treatment

1. Chronic Pain in the Neck

Nearly 80% of chronic neck pain
patients improve significantly
with chiropractic care

2. Tennis Elbow Pain
Over 50% of patients note

3. Carpal Tunnel Syndrome

Almost 70% relief within
3 weeks, on average

4. Conditions Involving Low Back Pain

Nearly 50% respond significantly within
2 treatments, with an average
improvement of 73%

5. Leg Pain Due to Herniated Disc

Did you know that...

Over 95% of chiropractic patients would
refer a friend or family member
for chiropractic care



