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Professional Notes
Italy Passes Chiropractic Legislation
Since January 1, 2008, and under legisla-
tion passed by the Italian Camara (lower 
house) and then the Senate on Decem-
ber 21, 2007, the practice of chiropractic 
is finally legal and to be regulated in Italy.

This is on the standard primary contact 
basis adopted internationally, with the 
right and duty to diagnose, and with the 
right to use the title ‘doctor of chiroprac-
tic’.

This achievement comes 17 years after 
the Italian Chiropractic Association or 
Associazione Italiana Chiropratici (AIC) 
first presented a proposal for legislation, 
and in the face of concerted opposition 
from representatives of the medical 
profession.  Italy, which is understood to 
have the highest ratio of medical doctors 
to population in the world (400,000 to 
57 million) has only 300 duly qualified 
chiropractors.

AIC President Dr. John Williams confirms 
that this legislative victory followed a 
round-the-clock campaign in the final 
days, but was only possible because of 
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A. Introduction

For every patient seeking 
 health care there are three funda-

mental sources of healing:
• The natural healing powers of the 
body – so often underestimated and 
undermined by patients and their 
health care professionals, and of central 
importance to the philosophy and good 
practice of chiropractic.
• The specific effects of treatment
• The placebo or non-specific effects 
of the treatment and whole health care 
encounter with the health professional 
chosen by the patient.
accordingly, good clinical practice by 
any health care professional should pro-
mote all three sources of healing.
2. The placebo effect in health care is 
the power of the health professional to 
make the patient feel better quite apart 
from the specific or proven benefits of 
any treatment rendered.  placebo (Lat-
in: i will please) effects arise from:
• The confidence and personality of 
the professional – and the sense of 
confidence and reassurance felt by the 
patient as a result.
• The mere magic of a pill – even one 
without any active ingredient
• The pure drama of surgery
• The intimacy of manual care
• The patient’s fascination with elec-
trotherapy – which therefore works for 
many with the electricity turned off.
as the 20th century progressed the 
medical world developed such a fixa-
tion with science and the biomedical 
model of health that the art of health 
care and the role of patients in promot-
ing their own health were largely over-

looked.  The power of placebo effects 
was increasingly neglected, untaught 
and dismissed.
all that began to change in the 1990s as 
the pendulum swung back.  in 1994 The 
Lancet published a major series of seven 
articles by medical leaders in europe 
and north america with the goal of 
rehabilitating and championing the 
importance of placebo effects.  in the 
same year in an article titled The Impor-
tance Of Placebo Effects of Pain Treat-
ment and Research published in the 
Journal of the American Medical Asso-
ciation,2 turner, Deyo et al. addressed 
common misconceptions with respect 
to placebo effects which, they observed, 
were frequently equal or superior to 
specific treatment effects.
David reilly, the scottish family physi-
cian and homeopath who had coined 
the term complementary and alterna-
tive medicine (CaM) in 1987, wrote:
“We have to challenge ourselves as 
caregivers and scientists, because it now 
seems that our neglect of therapeutic 
relationships and of the relationships 
between emotions and illness is actually 
unscientific.
“We pride ourselves as scientists, yet we 
are not taking on board the new scien-
tific data, for example, from the field 
of psychoneuroimmunology, showing 
a mind-body link, with impact from 
stress, loneliness, despair, grief, and 
other important personal life events on 
illness and recovery.  i think we need 
more research into actual human heal-
ing, as opposed to disease control.” 3 
in 2002 the New England Journal of 
Medicine published a convincing exam-
ple of the power of placebo in surgery 
– a Us trial of arthroscopic surgery for 

“.	.	.	learn	to	harness	and	drive	the	powerful	tool	of	the	placebo	
response”.

Basmajian	and	Nyberg,	Rational Manual Therapies.1
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and manipulated the knee as if arthros-
copy was being performed.  saline was 
splashed to simulate the sounds of 
lavage.
post-operative care for patients in all 
three groups was the same – in terms 
of hospital stay, walking aids, graduated 
exercise program and analgesics.
c) The one surgeon who performed all 
the procedures was board-certified as a 
surgeon, fellowship-trained in arthros-
copy and sports medicine, had been 
in practice for 10 years in an academic 
medical center, and was currently the 
orthopedic surgeon for a national 
Basketball association (nBa) team 
– an established expert in this field of 
surgery.
d) results were measured subjectively 
(5 different scores reported by patients 
– 3 on scales for pain, and 2 on scales 
for function) and objectively (a walking 
and stair-climbing test) at many follow-
up points - 2 weeks, 6 weeks, 3 months, 
6 months, 12 months, 18 months and 
24 months after the procedure.
e) The placebo group did as well or 
better than the other two groups on 
both pain relief and improved function 
throughout the two year follow-up peri-
od.  at various points during follow-up 
“objective function was significantly 
worse in the debridement group than in 
the placebo group.” 
f) Moseley, o’Malley et al. conclude that 
their trial “provides strong evidence 
that arthroscopic lavage with or without 
debridement is not better than . . . a pla-
cebo procedure in improving knee pain 
and self-reported function.”
Their closing comments are of particu-
lar interest in the present context:
• “This study has shown a great poten-
tial for a placebo effect in surgery”
• “Health care researchers should 
not underestimate the placebo effect, 
regardless of its mechanism.”
to conclude, this trial suggests that 
all patients improved because of the 
drama and excitement of surgery from 
a respected surgeon in a major hospital, 
and from the positive patient expec-
tations fuelled by this and the close 
attention and follow-up care patients 
received in the trial – in other words 
from non-specific or placebo effects.  
and these patients, like many chiro-
practic patients, were chronic pain 
patients who had failed to progress 
under six months of other medical 

care.  Therefore this was not natural 
remission over time, but self-healing 
unlocked by a concrete and expert sur-
gical approach – given with confidence 
but apparently no actual physiological 
or specific treatment effect.  
4. The evidence supporting the power 
and significance of placebo effects fol-
lowing all types of treatment continues 
to grow.  in a large new acupuncture 
trial from germany, published in eng-
lish in The Archives of Internal Medicine 
and referred to in the last issue of this 
report, patients with chronic low-back 
pain receiving sham acupuncture did 
just as well as those receiving therapeu-
tic acupuncture, and both groups had 
superior results to patients receiving 
best medical care.5 improvements after 
sham acupuncture “were significant 
and lasted long after completion of 
treatment” – follow-up period was six 
months. This confirmed the outcome 
of another recent trial reporting that 
acupuncture and sham acupuncture 
produced similar results. 6 

although these trials failed to prove 

patients with osteoarthritis and pain 
in the knee. Those receiving placebo 
or sham surgery did every bit as well 
as those receiving the real surgical 
procedures.  Let’s pause to look at this 
important trial and its background in 
some detail.
3. By the 1990s arthroscopy had 
become the most common form of 
orthopedic surgery, and in the United 
states the knee was by far the most 
common joint in which this surgery 
was performed.    This was very fre-
quently for patients with knee pain and 
osteoarthritis.  Billions of dollars were 
being spent annually, but it remained 
unclear how arthroscopic knee surgery 
to shave and trim the joint (debride-
ment) and to flush out debris (lavage) 
actually brought pain relief.  no physi-
ological basis had been demonstrated.
Therefore with funding from the 
Department of veterans’ affairs, Mose-
ley, o’Malley et al.4 conducted a place-
bo-controlled trial at the Houston vet-
erans affairs Medical Center between 
1995 and 1998 to see if there was any 
physiological basis and specific surgical 
effect for pain relief and improved func-
tion.  summary points are:
a) to be included in this study patients 
had to be 75 years of age or younger, 
have osteoarthritis of the knee, have 
reported at least moderate knee pain 
despite maximal medical treatment 
for at least 6 months, and have not had 
arthroscopy of the knee during the pre-
vious two years. 
b) 180 such patients were recruited and 
randomized into three groups:
i) Lavage.  after diagnostic arthroscopy 
the knee joint was lavaged with at least 
10 liters of fluid.  if a mechanically 
important, unstable tear in the menis-
cus was encountered the torn portion 
was removed and the remaining menis-
cus smoothed – otherwise there was no 
debridement.
ii) Debridement.  after diagnostic 
arthroscopy there was lavage and 
debridement of the joint, with all loose 
debris removed and the remaining 
meniscus shaved and finished to a firm 
and stable rim.
iii) Placebo procedure.  to preserve 
blinding in the event that patients in 
this group did not have total amnesia, 
a standard arthroscopic debridement 
procedure was simulated.  Three 1-cen-
timeter incisions were made in the skin.  
The surgeon asked for all instruments 
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their hypothesis – that there would 
be a difference between the specific 
or physiological results of real and 
sham acupuncture – the equivalent of 
the Us national institutes of Health 
and Uk national institute for Health 
and Clinical excellence – the german 
Federal Joint Committee of physicians 
and insurance plans – has made acu-
puncture an insured benefit for chronic 
low-back pain on an equal footing with 
conventional medical therapy.  What is 
important in this era is that the treat-
ment ‘works’ whatever the reason.  
Logically, this approach is completely 
defensible.  There will be a plausible 
mechanism of action for all placebo 
effects if we learn enough about them 
– triggered by the patient’s emotions 
and self-healing powers.  in the words 
of gøtzsche from Denmark, writing 
one of the seven articles in The Lancet 
already mentioned:
“We should divert our focus of interest 
from the essentially unsolvable problem 
of whether or not an intervention is a 
placebo towards the magnitude of the 
measured effect ... the larger the effect 
compared with no treatment, the more 
useful the intervention - whatever its 
nature .....  the important thing is that 
treatments are tested, not what we 
might choose to call them or their prac-
titioners.”7

5. against this introductory back-
ground, this issue of The Chiropractic 
report now looks at:
• Current theories on mechanisms of 
action of placebo
• Continuing misconceptions 
• What doctors of chiropractic should 
do “to harness and drive the powerful 
tool of placebo response”, to use the 
words of Canadian medical rehabilita-
tion specialists Basmajian and nyberg 
in their text Rational Manual Therapies.1

B. Mechanisms of Action
6. The exact mechanisms of action of 
the placebo response are not known, 
but these three theories are widely dis-
cussed in the current literature.
a) Classical Conditioning.  The first 

report of a conditioned placebo effect 
was by pavlov who observed experi-
mental dogs displaying morphine-like 
effects when placed in the same cham-
ber in which they had previously been 
given morphine.8

subsequent studies have suggested that 
the placebo response can be condi-
tioned in humans as well.  voudouris et 
al observed placebo effects of reduced 
pain in response to a neutral cream fol-
lowing conditioning trials in which the 
cream had been associated with pain 
reduction. 9

Therefore, for example, a person who 
has experienced relief from a spinal 
adjustment in the past will most likely 
experience positive placebo effects 
during subsequent chiropractic treat-
ment.  However, another person who 
experienced pain and aggravation of 
symptoms after chiropractic treatment 
may have a negative placebo response 
if he/she has chiropractic care for a 
later problem.  on this conditioning 
model of placebo effects, a patient’s 
health history and previous health care 
experiences play a vital role in shaping 
the outcome of subsequent health-care 
encounters, and should therefore be 
discussed and understood.
b) Expectations. expectancy models 
of placebo hold that both the patient’s 
and the clinician’s expectations regard-
ing treatment will influence the changes 
that take place. it has been well docu-
mented that placebo effects in drug 
trials are especially strong, and that it 
is patient expectancies rather than the 
pharmacological effects of the drugs 
which tend to prevail.  McMahon 
reports that when the Us Food and 
Drug administration first required that 
drugs be proven effective in the 1960s 
“thousands of drugs – which many 
patients and physicians thought worked 
– were removed from the market . . . 
long live the placebo”.10 after 40 years 
of conducting controlled clinical stud-
ies on drugs he concludes “that the 
placebo has made probably the single 
most important contribution to modern 
therapeutics of any drug.”
it is a matter of debate as to how 
exactly patient expectations produce 
a response.  one theory is that the 
expectation of successful treatment 
increases perception of control, and 
thus relieves the stress, anxiety and 
loss of control associated with illness.  
another explanation of the expectancy 

model is that changes in expectations 
may cause behavioral changes, which 
in turn alter the patient’s response to 
symptoms.  an example is the neck or 
back pain patient who, anticipating that 
chiropractic treatment will be helpful, is 
now confident enough to resume nor-
mal activities which he/she had come 
to fear. patients are distracted from 
their illnesses, improve their moods, 
and even enhance their physical states 
(i.e. increased muscle tone, increased 
motion) - quite apart from the specific 
or non-placebo effects of treatment.
The expectations of the clinician, not 
just the patient, are also important.  in 
a double-blind study of dental patients11 

dentists were informed that patients in 
group 1 would receive only a placebo 
(naloxone - a narcotic antagonist), 
whereas those in group 2 would receive 
either a narcotic or the placebo. The 
only difference between the patients in 
both groups who received the placebo 
was the clinicians’ knowledge.  Dentists 
knew group 1 patients received no 
active treatment, with group 2 patients 
there was a known chance of active 
treatment.  interestingly pain reduction 
for those who received the placebo in 
group 2 was significantly greater than 
in group 1.  it was concluded that the 
dentist’s expectations influenced pla-
cebo analgesic effects.
simply stated, under this model clini-
cian and patient confidence that there 
will be good results is the fundamental 
explanation for the placebo response.
c) Endogenous Opiates.  There is 
experimental evidence to suggest that 
production of the body’s natural or 
endogenous opiates might mediate 
placebo responses to pain. Levine et al. 
were the first to study this using nal-
oxone, an opioid antagonist, in dental 
surgery patients.12  patients were first 
given a placebo ‘analgesic’ for pain 
after dental surgery.  some responded 
experiencing pain reduction (placebo 
responders), some did not (placebo 
non-responders). 
When naloxone was then given to all 
patients it caused a significantly greater 
increase in pain in the placebo respond-
ers, apparently neutralising the natural 
opiates that had caused pain reduction.  
Levine et al. concluded that endogenous 
opiates mediate placebo analgesia for 
post-operative dental pain.  However 

The New Year brings a new Editorial Board 
and appearance for the Report, and a new 
website. We welcome any comment you 
may have, which should go to the editor at 
TCR@chiropracticreport.com
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The Chiropractic World
Italy Passes Chiropractic Legislation
continued from page 1

the strong support of many parliamen-
tarians from majority and opposition 
parties who were favorable to chiro-
practic.  They were led by Senator 
Lusi in the Senate, and Deputy On. 
Manuela Di Centa, a former world 
champion cross-country skier greatly 
helped by chiropractic in her career, 
in the Camara. 

The next six months will be busy as the AIC negotiates with the 
Health Ministry and the Instituto Superiore della Sanità, the 
supreme health care authority in Italy, to create a register and 
formal registration qualifications for doctors of chiropractic. Vari-
ous scope of practice issues remain unresolved.

Accordingly Italy has now joined Belgium, France and Portugal 
as European countries with a Napoleonic Code legal system that 
have accepted and legalized the qualified practice of chiroprac-
tic.

There were less than 20 chiropractors in Italy when the AIC was 
formed in 1974.  However, the profession grew more quickly in 
the 1980s following a Health Ministry report concluding that 
chiropractic should be accepted as a legitimate occupation, 
and following a circulare or regulation authorizing chiropractic 
practice on medical referral.  This growth, however, was in two 
different forms:

• In Static Clinics operated by medical entrepreneurs, employing 
mostly foreign chiropractors to adjust patients seen on medical 
referral.  At one point these clinics were in most major cities and 
received over 1000 new patients weekly.

• In traditional private chiropractic clinics, operated by chiroprac-
tors but arguably illegal.

In the 1990s prosecutions encouraged the National Federation 
for the Orders of Medical Doctors and Dentists (the Medical Fed-
eration), which represents organized medicine in Italy, were not 
successful.  Courts ruled that the practice of chiropractic, though 
not defined under Italian law, was not the practice of medicine 
or prohibited.  This allowed duly qualified chiropractors to prac-
tise without fear of prosecution and numbers in practice in the 
country continued to rise. However it also opened the flood-
gates to pseudo-chiropractors and hundreds of these qualified 
from diploma mills and began to practise.

In 2002, following a national survey reporting that 9 million Ital-
ians were using alternative health care annually, the Medical 
Federation proclaimed all such alternative care including chiro-
practic as ‘acts of medicine’ and promoted further prosecutions.  
One went to the Supreme Court which overruled earlier deci-
sions and found that the independent practice of chiropractic 
was a medical act.

This provoked a new wave of federal police investigations, 
arrests and trials of chiropractors which, in turn, produced a 
renewed legislative campaign by the AIC supported by the 

European Chiropractors’ Union and the World Federation of Chi-
ropractic. This has now been successful.  Congratulations to Dr. 
Williams and other leaders of the AIC.  The AIC will be celebrat-
ing this victory in conjunction with a Parker Seminar to be held 
in Rimini, Italy from June 26-28, 2008.  For more information on 
this meeting consult www.chiropratica.it. 

(Sources: AIC News Release and Chiropractic in Italy, Thomas 
Rigel, Chapter 11 in Chiropractic in Europe: An Illustrated History, 
edited by Francis Wilson, European Chiropractors’ Union 2007.)

Further World Notes (Source: World Federation of Chiropractic).
Brazil.  Brazilian Chiropractors’ Association (ABQ) President Dr. 
Juliana Piva and the ABQ membership give grateful thanks to 
the many individuals and organizations who have contributed 
to the ongoing fund raising campaign to support the ABQ as 
it fights for a separate and distinct identity for the chiropractic 
profession in Brazil – where the physiotherapy profession is 
claiming chiropractic is a PT specialty and has started short-term 
courses for PTs leading to a ‘certificate of chiropractic’.  Have you 
contributed?  Please help at the level you can.  For details of the 
campaign, those who have made a donation and a donation 
form go to the Newsroom at www.wfc.org.  Donations from the 
last month include contributions from the Chiropractors’ Asso-
ciation of Australia (a further $5,000), Life University ($4,000) and 
Dr. Zsolt Kálbori on behalf of the five members of the Hungarian 
Chiropractic Association ($400.00). 

Ghana. Following the retirement of Dr. Eno Sefah-Tawiah, Gha-
na’s five chiropractors are led by Dr. Bryan Cox (Life University 
2002), an American married to a Ghanaian who has been living 
and practising in the capital Accra for the past five years.  There 
is no law to regulate the practice of chiropractic in Ghana, but 
practice is legal and Dr. Cox and his colleagues are well known 
to and supported by government authorities.  Contact: Dr. Bryan 
Cox, TheSpinalClinic@yahoo.com. 

South Korea.  The Korean Chiropractic Association (KCA), the 
Hanseo University School of Chiropractic and the World Federa-
tion of Chiropractic (WFC), are presenting a KCA Extremities 
Technique Seminar in Seoul on Saturday June 8 and Sunday 9, 
2008.  You have a choice of 12 hour programs from two leading 
experts – Dr. Mark Charrette on upper extremities sponsored by 
Foot Levelers, or Dr. John Downes on lower extremities spon-
sored by Life University.  Registration fee is US$295, and funds 
raised will support the KCA in its continuing fight for chiroprac-
tic legislation.

The seminar is being held together with meetings of the WFC 
Council (June 4-7) and the Asian Pacific Chiropractic Doctors’ 
Federation (June 6).  If you are in Asia, or are a Korean DC practis-
ing elsewhere, or simply want a great meeting and excuse to 
visit South Korea, plan to be there. For details: Contact Dr. Nari 
Hong at chironarihong@yahoo.co.kr or from January 15 visit 
www.wfc.org.

Switzerland.  The latest issue of the European Chiropractors’ 
Union (ECU) newsletter reports that Switzerland’s first under-
graduate chiropractic program will commence at the Univer-
sity of Zurich in autumn 2008.  Post- graduate education will 

Dr. John Williams
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News and Views
continue at the Swiss Chiropractic Institute in Berne, where Bea 
Wettstein Meichtry, the new Head of Education after the recent 
retirement of Dr. Martin Wangler, oversee the divisions of post-
graduate and continuing education, accreditation and research.

Turkey:  Istanbul and the Turkish Chiropractors’ Association 
were the hosts for the WFC annual Eastern Mediterranean Semi-
nar held this year on October 5-6 and featuring an extremities 
adjustment program from Dr. Mitch Mally of the USA. Chiroprac-
tors from seven countries attended – Cyprus, Egypt, Iran, Qatar, 
Saudi Arabia, Syria and Turkey.

Goals of the seminars are to provide continuing education 
opportunities for chiropractors in the region and to build stron-
ger national and  regional organizations. Dr. Stathis Papadopou-
los, of Cyprus, WFC First Vice-President, administrator for these 
meetings, advises that next year’s seminar will be sponsored by 
Palmer College and held in Cairo, Egypt on March 28-29. Con-
tact: Dr. Papadopoulos at epeco@spidernet.com.cy. 

United Kingdom.  The field of sports chiropractic has grown 
rapidly in recent years in the UK as elsewhere in the world. 
As one reflection of this the UK’s two accredited chiropractic 
schools are offering expanded undergraduate and postgraduate 
educational opportunities.  The Anglo-European College of Chi-
ropractic in Bournemouth, England, is now establishing a special 
assessment centre for athletes and a master’s degree program 
in sports sciences and chiropractic.  A keynote speaker at AECC 

Homecoming on September 8 was Jean Pierre Meersseman, DC 
who leads the sports medicine team for the leading Italian foot-
ball club AC Milan.

In Wales the country’s new Welsh Sports Medicine Centre is 
located at the Welsh Institute of Chiropractic at Glamorgan 
University.  It was opened in March by Mr. Alan Pugh, Minister 
for Welsh Culture, Language and Sport at which time a mul-
tidisciplinary sports medicine seminar was held attended by 
chiropractors, physiotherapists and surgeons addressing lower 
limb-related functional disorders.

Legal Status of Chiropractic Worldwide
Table 1 gives the legal status of chiropractic practice through-
out the world.  Currently South Korea and Taiwan are the two 
countries where duly qualified doctors of chiropractic remain at 
significant risk of prosecution for practising their profession.

In countries where there is specific chiropractic legislation 
(marked ‘a’ in Table 1) the practice of chiropractic requires a 
licence following successful completion of examinations. Only 
duly qualified chiropractors can be licensed/registered and pro-
vide or claim to be providing chiropractic services.  (For some 
countries where legislation is recent – for example France, Por-
tugal and now Italy – the licensing/registration system is not yet 
fully in place).

African Region
Botswanaa

Ethiopiab

Ghanab

Kenyab

Lesothoa

Mauritiusb

Namibiaa

Nigeriaa

South Africaa

Swazilanda

Zimbabwea

Asian Region
Chinac

Hong Kong – SAR Chinaa

Indonesiac

Japanb

Malaysiaa

Philippinesb

Singaporeb

South Koread

Taiwanc

Thailanda

Vietnamc

Eastern Mediterranean
Region
Cyprusa

Egyptb

Greeceb

Irana

Israelb

Jordanb

Lebanonb

Libyab

Moroccob

Qatarb

Saudi Arabiaa

Syriac

Turkeyb

United Arab Emiratesa 

European Region
Belgiuma

Croatiab

Denmarka

Finlanda

Francea

Germanyb

Greecec

Hungaryc

Icelanda

Irelandb

Italya

Liechtensteina

Netherlandsb

Norwaya

Portugala

Russian Federationb

Slovakiab

Spainc

Swedena

Switzerlanda

United Kingdoma

Latin American Region
Argentinab

Brazilb

Chileb

Columbiab

Costa Ricaa

Ecuadorb

Guatemalaa

Hondurasb

Mexicoa

Panamaa

Perub

Venezuelab

North American 
Region
Bahamasa

Barbadosa

Belizeb

Bermudab

British Virgin Islandsb

Canadaa

Cayman Islandsb

Jamaicab

Leeward Islandsa

Puerto Ricoa

Trinidad & Tobagob

United Statesa

US Virgin Islandsb

Pacific Region
Australiaa

Fijib

Guama

New Caledoniaa

New Zealanda

Papua New Guineab

Tahitia 

Table 1:  Legal Status of Chiropractic by Country

Legend
a Legal pursuant to legislation to accept and regulate chiropractic practice.
b Legal pursuant to general law.
c Legal status unclear, but de facto recognition.
d Legal status unclear and risk of prosecution.
Source: World Federation of Chiropractic

continued on page 8
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Main Article continued from page 3

Much of the negativity towards placebo effects has come from 
the research world, where many trials quite correctly and 
necessarily try to exclude placebo effects.  These are the trials 
(often called ‘fastidious trials’) seeking to demonstrate wheth-
er a clearly defined intervention/treatment (e.g. a defined 
chiropractic joint adjustment technique, given under a precise 
experimental  protocol) has a specific treatment effect. in this 
context non-specific placebo effects are an unhelpful source 
of bias that must be controlled and excluded.  now that it is 
known that placebo effects are frequently at least as impor-
tant as specific effects, and indeed interact with and amplify 
specific effects, researchers are placing more emphasis on 
‘pragmatic trials’.  These welcome and include placebo effects.  
an example is the well-known Meade et al. trial,20 which com-
pared chiropractic and hospital outpatient treatment for back 
pain patients.  These two different treatment protocols were 
given in a normal clinical context, with clinicians doing what-
ever they normally did and subject only to flexible parameters 
(e.g. up to 10 treatment visits in up to six months).

D. Promoting Placebo Effects in Practice
8. patients most frequently consult a chiropractor for neu-
romusculoskeletal problems causing pain (e.g. back pain, 
headache, pseudo-angina) or other symptoms (e.g. digestive 
and respiratory dysfunctions). These are often recurring or 
chronic problems.  such patients need care on a biopsychoso-
cial model that combines:
a) specific or direct treatment effects.  These are now estab-
lished for chiropractic manual treatments including joint 
adjustment – effects such as restoring joint position and rang-
es of motion, reducing soft-tissue tension and tenderness to 
pressure and altering somatovisceral reflexes.  a good recent 
illustration of direct effects is the placebo-controlled trial of 
chiropractic management of patients with hypertension by 
Bakris, Dickholtz et al.  from Chicago reported last year.21  
patients receiving a therapeutic adjustment which reposi-
tioned the atlas vertebra correctly as confirmed on imaging, 
had positive results, those receiving a sham adjustment that 
failed to reposition the atlas did not.
b) The greatest non-specific or placebo effects possible.  These 
effects are indirect, in the sense that while they originate from 
the clinician and what he/she does, they operate through the 
emotions and natural healing powers of the patient.
9. What elements in the art of chiropractic practice encourage 
placebo or non-specific benefits, and what should a chiroprac-
tor do to enhance these?  on the basis of practice observation 
by Coulehan,22 Jamison,23 and Coulter24  and patient studies by 
Cherkin25, 26  these seem to be the key points:  
a) Confidence and commitment.  perhaps the  single most 
influential placebo aspect of the clinical encounter is the 
chiropractor’s confidence derived from a grounding in the 
philosophy and principles of chiropractic practice. This is an 
important source of non-specific treatment effects because:
i) With this perspective chiropractors tend to be more com-
fortable and confident of a real cause,  subluxation/dysfunc-
tion and its biomechanical and neurological effects, that they 
can address with tangible treatments and advice.
ii) There can be an immediate plan of treatment rather than 
“let’s wait and see”.

more evidence is required before definite conclusions can be 
made on the role of endogenous opiates.

C. Common Misconceptions
7. turner, Deyo et al, in their paper on pain and placebo 
already mentioned,2 identity five commonly held misconcep-
tions with respect to placebo effects: 
a) The administration of a placebo is the same as doing 
nothing.  it is simply a prejudice to believe this, or to hold that 
non-specific treatment effects are somehow illegitimate.  They 
are frequently equal or superior to specific effects.  
b) Individuals responding to placebo have nothing wrong 
with themselves in the first place.  This assumes that only 
imaginary conditions respond to placebo effects.  This is 
clearly not the case.  placebo responses have been observed 
for many ‘real conditions’ including angina,13 asthma,14 ulcer,15 

pain from dental surgery,12 and hypertension.16

c) Personality type affects the likelihood of being a placebo 
responder. it is a myth that people who respond to placebos 
are peculiar, or different from the rest of us. anxiety has often 
been identified as a personality trait of those who respond to 
placebo.  it is essential to differentiate:
• anxiety as a personality trait, experienced at relatively high 
levels as a chronic or stable characteristic of one's life-style;
• situational anxiety, which is experienced by everyone in spe-
cific high-stress circumstances. 
studies have shown that situational anxiety is related to pla-
cebo-induced changes in pain tolerance, but that chronic 
anxiety is not.17 The literature also provides no consistent data 
to suggest that  other personality variables such as dependen-
cy, dominance, compliance, social desirability, introversion, 
extroversion, acquiescence or neuroticism predispose indi-
viduals to placebo reactions.18  
Certain traits, in combination with specific situations of anxi-
ety, may well predispose some individuals to placebo respons-
es.  However, it is the situation that is the dominant factor 
- and this applies to everyone.
d) Placebo effects are short-lived.  This is another myth.  
turner, Deyo et al. cite a study where sham surgery (in inci-
sion only) was performed with patients for angina pectoris, 
a condition unlikely to show natural remission of symptoms.  
all patients reported over 50% improvement in symptoms 
at one year follow-up.13  in the Moseley, o’Malley et al. trial 
those subjects who received sham arthroscopic knee surgery 
(again skin incision only) maintained their improvement in 
symptoms at two year follow-up.4 

e) One third of subjects in any clinical trial will have a pla-
cebo response.  This is a widely held misconception based on 
one landmark paper titled The Powerful Placebo published in 
the Journal of the American Medical Association in 1955.19   in 
this paper Beecher reviewed 15 studies and  concluded that 
the placebo effect was produced in 33%-37% of individuals 
over a wide variety of conditions.  turner, Deyo et al. explain 
that placebo response rates vary considerably across studies 
but are “strikingly high on average”.  They cite a more recent 
analysis of trials with treatments originally thought to be 
effective, but later abandoned because they were found to have 
no specific treatment effects - an impressive 70% of patients 
had experienced positive outcomes from the abandoned treat-
ments.2
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iii) These factors give the patient confidence and expectation 
of success.
Commitment to a treatment approach also makes a clinician 
more tolerant of the patient’s idiosyncrasies.  The patient is 
accepted without criticism or rejection.  additionally, as shap-
iro and shapiro observe,27  the clinician’s commitment is often 
interpreted by patients as increased interest in them.
b) Information and advice.  The information patients are giv-
en regarding their conditions, both the content and format, is 
reported by them as a strong point in the chiropractic encoun-
ter.22,25  Coulter, as a sociologist who has studied the profession 
at length, agrees.  He sees the high quality of communication 
by doctors of chiropractic and their staff members during the 
office visit and whole clinical encounter as the key to the high 
rate of patient satisfaction the profession achieves.   Quality 
communications are achieved through three methods: 
• Concrete and clear language that demystifies the problem 
and is easily understandable.  Much use is made of analogies 
(e.g. correcting a mechanical health problem similar to wheel 
alignment of a vehicle.)
• visual aids – virtually all DCs use printed materials, charts 
and skeletal models to reinforce explanation.
• Hands-on examination – this plays a powerful role.  as DCs 
use skilled palpation with patients to reproduce pain and find 
stress points not previously detected by the patient “this pro-
vides powerful and instant confirmation that the chiropractor 
knows and understands the human body” says Coulter.
The net effect, in the words of another researcher Coulehan, 
“is a logical set of explanations which appeal to common 
sense, use scientific terminology, yet promote a natural, non-
invasive, holistic approach to healing.” 28    
c) The laying on of hands.  Chiropractic practice involves 
“the laying on of hands”, both in examination and treatment, 
and this is generally regarded as having non-specific effects at 
least as strong as medication, machines or surgery.  in addi-
tion the actual adjustment or manipulation typically produces 
an audible release.  to most patients this provides obvious and 
tangible evidence of value.  something that was previously 
‘out’ is now ‘in’.  (The noise is, of course, merely the collapse of 
a nitrogen gas bubble released from the synovial joint during 
gapping).  
10. Which provides the more powerful placebo effects – the 
personality of the health professional or the laying on of 
hands/pill/electrotherapy/drama of surgery?  research sug-
gests that it is the former – and that confidence is of central 
importance to a strong therapeutic relationship.
in one British study29  200 patients reporting to a general 
medical practice with a variety of complaints (cough, sore 
throat, back pain, fatigue, headache, etc.) were divided into 
two groups.  one group received what was termed a ‘posi-
tive consultation’.  This consisted of giving the patients a firm 
diagnosis and reassurance that they would recover in a few 
days. The other group received a ‘non-positive consultation’. 
no firm diagnosis or reassurance was given.  patients in each 
group were then either given a ‘treatment’, which in fact was 
only a placebo pill, or no treatment.  Thus, there were a total 
of four different groups.  The researchers discovered:
a) it made very little difference whether or not a ‘treatment’ 
was administered.  two weeks after the initial consultation 

50% of those not treated showed improvement compared to 
53% of those who were ‘treated’.  However:
b) What kind of consultation they received made a signifi-
cant difference - 64% of those receiving a positive consulta-
tion reported improvement compared to 39% of those who 
received a non-positive consultation. The attitude of the doc-
tor was more important than the presence or absence of a pill.
11. in summary, to generate non-specific effects and enhance 
the specific effects of treatment in chiropractic practice, it is 
important for clinicians to appear confident, enthusiastic and 
caring, to emphasize manual contact in diagnosis and treat-
ment and, through information and advice and otherwise, 
to give patients confidence, expectation of success and a new 
sense of control over their problems.

E. Conclusion
12. placebo effects, which were probably the only source of 
benefit for most treatments for thousands of years, still lie at 
the heart of effective health care.  They promote self-healing, 
amplify direct treatment effects, and are important in them-
selves.  They must be understood, embraced and enhanced.  
Chiropractic leaders Meeker and Haldeman, writing for a 
series on CaM for physicians in the Annals of Internal Medi-
cine, provide an eloquent summary statement on how chiro-
practic harnesses the power of the placebo:
“The clinical encounter tends toward a high-touch, low-tech-
nology health model with more concern for the person than 
the disease.  Chiropractors believe in the inherent healing 
ability of the body and communicate the hope of healing to 
patients.  spinal manipulation and other forms of touching 
care require that a level of trust develop between the patient 
and the chiropractor.  repeated visits allow a relationship to 
flourish that is often used to communicate on a social and 
psychological level as well as about biological implications of 
care.
one recent essay opined that much of chiropractic’s success 
and perhaps its most important contribution to health care 
might concern this patient-physician relationship.  analyses 
from anthropologic and sociologic perspectives have sug-
gested that treatment by a chiropractor, especially for many 
patients with chronic pain, can generate a sense of under-
standing and meaning, an experience of comfort, an expecta-
tion of change, and a feeling of empowerment.  The hands-on 
and compassionate “can do” clinical behavior of the typical 
chiropractor seems to be concrete, reassuring, and immedi-
ately satisfying.  observational studies and randomized trials 
leave little doubt that chiropractic patients are very satisfied 
with their management.”30    tcr
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Where chiropractic is legal under general law only (b) there is 
the problem that unqualified persons can also practise as chiro-
practors.  Countries where this is a significant problem include 
Brazil, Germany and Japan.  In a few countries, examples being 
Greece and Hungary, legal status remains unclear but duly quali-
fied chiropractors have established and respected practices and 
have not been challenged legally in recent years.

For national chiropractic association contacts in each country, 
and to learn more about rights to practise in specific countries, 
go to Contacts/Countries at www.wfc.org. 
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