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A.MAINTENANCE CARE: 
 
►As part of a comprehensive geriatric assessment program, the RAND Corporation studied a subpopulation 
of patients who were under chiropractic care compared to those who were not and found that the individuals 
under continuing chiropractic care were: 
    *Free from the use of a nursing home [95.7% vs 80.8%]; 
    *Free from hospitalizations for the past 23 years [73.9% vs 52.4%];  
    *More likely to report a better health status;  
    *More likely to exercise vigorously;  
    *More likely to be mobile in the community {69.6% vs 46.8%]. 
Although it is impossible to clearly establish causality, it is clear that continuing chiropractic care is among the 
attributes of the cohort of patients experiencing substantially fewer costly healthcare interventions.1 

 
►A second review of a larger cohort of elderly patients across the United States compared direct 
expenditures [hospital care, physicians' services, nursing home] between groups of patients who were under 
maintenance chiropractic care and those who were not. Nearly a threefold savings of mean annual 
expenditures was reported as follows: 
 
    *$ 3,105  :  Maintenance care 
    *$10,041  : No maintenance care2 
 
►One study involving elderly populations reviewed the consequences of implementing an on-site industrial 
chiropractic program which included the early detection, treatment, prevention and occupational 
management of musculoskeletal injuries 2 days per week. For the 21 months after implementation of the 
program, the total number of days of lost time, costs per claim, rate premiums, and especially the number of 
surgeries decreased dramatically. Cost savings from avoided surgeries alone amounted to $900,000 for 
these preventive measures.3 
 
►An additional study recruited 59 adults aged 18-27 from two elite Australian Rules football teams and 
randomized them into intervention and control groups. The control group was administered standard club, 
medical, paramedical and sports science management, including medication, surgery, manipulative physical 
therapy, massage, strength and conditioning, and rehabilitation. The intervention group included all these 
procedures and added pragmatic chiropractic management, involving manual therapies and/or soft tissue 
therapies to the spine, pelvis, and lower extremities at a minimum weekly frequency for 6 weeks, then one 
treatment for every 2 weeks for a 3-month period. The chiropractic intervention resulted in the lower 
incidence of injuries to the hamstrings, lower limb muscles, and knees with far shorter periods of play missed 
as well. A lower incidence of overall back pain was also reported.4 
 
Again the implications are that there may be considerable potential savings in direct costs spent for medical 
care with patients who are undergoing continuing chiropractic care on a maintenance basis. When return-to-
work and other indirect costs are figured in (as implied in the Coulter study described above1, far greater 
savings would be expected. 
 
►Even more persuasive data of all comes from a recent study5 of 29 patients with chronic low back pain who 
were divided into two groups, one receiving 12 treatments within a single month and the other adding to this 
regimen one treatment every 3 weeks for an extended 9 months (12-14 additional visits). In terms of disability 
(as indicated by a modified Oswestry questionnaire), the group receiving the supplementary maintenance 
treatments continued to improve throughout the entire 10 month period, while the cohort lacking the 
additional visits reverted to baseline levels within that same period. This is clearly depicted in the Oswestry 
scores over a 10-month period as indicated in Figure 1. The authors of this study speculate that repeated 
chiropractic visits may have been the direct cause for the improvement of disability scores due to (a) 
improved trunk mobility,6 (b) facilitated release of entrapped synovial folds or relaxation of hypertonic muscle 
by sudden stretching,7 or (c) the disruption of articular or periarticular lesions.8  
 



 

 
 

Dashed line: Including maintenance care 
Solid line: Excluding maintenance care 
 
FIGURE 1: Disability Scores With and Without Maintenance Chiropractic Care5 

 
►An even larger patient sample [60] with chronic nonspecific low-back pain were divided into three groups: 
[a] receiving 12 treatments of sham spinal manipulation over a 1 month period, [b] receiving 12 treatments of 
active spinal manipulation over the same period, and [c] receiving 12 treatments of active spinal manipulation 
over the same period, followed by maintenance spinal manipulation every 2 weeks for the following 9 
months. At 10 months, only the patients receiving the maintenance protocol (option [c]) experienced 
significantly lower pain and disability scores. Patients NOT receiving the maintenance therapy showed the 
same improvement at one month but returned to baseline levels at 10 months. These results are dramatically 
shown in Figure 2A and Figure 2B. Clearly, the maintenance regimen yielded tangible and long-lasting 
benefits.9 

 
 
 

 
 
FIGURE 2A: VAS Scores over a 10-Month Period9 
 
 
 
 



 
 
 
FIGURE 2B: Oswestry Disability Scores over a 10-Month Period9 

 
►Workers Compensation data in Illinois, Massachusetts, Maryland, New Hampshire, New York, Texas, and 
Wisconsin involving 894 cases filing claims from January 1-December 31, 2006 revealed lower disability 
recurrence for patients under chiropractic care compared to similar patients treated by physical therapists or 
physicians. The hazard ratios, reflecting the likelihood of recurrence, were 1.0 for chiropractors, 1.6 for 
physicians, and 2.0 for physical therapists. Patients in the physical therapy group had the highest proportion 
of recurrent disability [16.9%]. Average weekly costs were $122 higher during the disability period for those 
with recurrent disability than for those without. It was unclear whether the chiropractic benefit was indirect, 
preventing patients from receiving otherwise unproductive procedures that could slow rather than accelerate 
their recovery.10 
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B. COST-EFFECTIVNESS: 
 
Healthcare expenditures: 
►In terms of spine care, annual expenditures rose 65% from 1997 to 2005 while the health status of 
individuals with spine problems failed to improve. This means that the money invested in this pursuit was not 
returning a sufficient value.1 
►According to the 1998 Medical Expenditure Survey, total healthcare expenditures for back pain were 
$90.7B, more than 15% of which represented the costs of prescription drugs.2 
 



Chiropractic and medical expenditures: 
►80% of the total cost of chiropractic treatment is billed from the chiropractor, whereas only 20% of the total 
medical costs of treatment appear on bills directly from the medical physician.3 This is of paramount 
importance in accurately calculating the relative costs of chiropractic and medical treatment. 
►With an accurate assessment of case mix severity, demographics, and what constitutes an episode, Stano 
demonstrated from a large insurers’ database that the mean total costs were $1000 for each medical 
episode and $493 for each chiropractic episode.4 
►If chiropractors were admitted into an integrative service as gatekeepers in an Independent Physicians’ 
Association (IPA), hospital admissions were reduced by 43% and hospital days were cut by 58% with the 
average length of stay reduced by 34% over a 4-year period. These costs were compared to those of 
conventional health maintenance organizations which had not awarded primary care privileges to 
chiropractors.5 

►A 4-year retrospective claim analysis of another insurance plan revealed major savings for health plan 
members who held an additional chiropractic coverage benefit. This resulted in (a) lower total healthcare 
expenditures ($1,463 vs $1,671), (b) lower average back pain episode-related costs for back pain patients 
($289 vs $399), (c) a reduction of claims through medical doctors, and (d) lower utilizations of plain 
radiographs, magnetic resonance imaging, back surgeries, and hospitalizations. The savings were even 
greater than those reported because all pharmacy costs, costs of physical therapy upon referral, and post-
surgical patients were omitted.6 

►A recent Medicare study comparing the costs to beneficiaries treated by chiropractors to recipients of other 
types of healthcare revealed major savings. These who received chiropractic care had average Medicare 
payments per capita for all Medicare services was $4,426, compared to $8,103 for those lacking such care.7 

 

Workers’ Compensation Studies: 
►According to records of workers’ compensation disbursements to medical and chiropractic physicians, 
and physical therapists in the state of Georgia from 2006-2009 for back pain in workers compensation 
cases, chiropractors received 2% or less of the funds paid to medical physicians and just 1.4-11.7% of the 
disbursements paid to physical therapists.8 

►Data from the Division of Workers’ Compensation Claims in Florida revealed significant savings when 
chiropractic was compared to non-chiropractic care for specific low back injuries during the period 1994-
1999. Total claims were less than half for chiropractic care [$7,500 vs $16,500) and the average number 
of days required to return to work was reduced by 30% (77 vs 130).9 

►Workers’ Compensation claims in Texas from 1996-2001 revealed that chiropractors treated 30% of 
workers with lower back injuries but accounted for just 9.1% of the total costs, 17.5% of medical costs.10 
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C. WHIPLASH: 
 
►The problem facing both diagnosticians and victims facing whiplash is that most moderate to severe cases 
are invisible upon standard medical examination. As elusive as the "smoking gun" might be regarding this 
condition, it involves a broader array of soft tissue, neurological, and temporomandibular joint problems than 
presumed only a decade ago.1 In Quebec alone, the fact that whiplash in 1989 accounted for 20% of all 
traffic injury insurance claims with an average compensation period of 108 days2,3 led the Quebec Task 
Force on Whiplash and Associated Disorders to conclude that "neck pain is to the automobile what low back 
pain is to the workplace."4 
 
►The elusiveness of a definitive, reproducible pathology for whiplash-associated disorders [WAD] have often 
led the legal and insurance communities as well as the medical to erroneously conclude that there is no 
physical or organic basis for  the  symptoms  of  WAD. This has produced charges of malingering or litigation  
neurosis on the part of the patient, leading to the overlaying of psychosocial factors which have only 
compounded the problem.  
 
►Because WAD has been such an elusive target, the work of the Quebec Task Force has not been able to 
escape criticism. Freeman5  has  raised  several  objections  to  the  Task  Force  Guidelines,  including  the 
following: 
 

1. Near total elimination of relevant literature. The fact that 99.994% of all articles were eliminated 
before consideration raises a strong possibility that instructive as well as useless data were discarded. 
 

2. Arbitrary recommendations: In the resulting absence of literature to consider, the Task Force gave its 
own opinion equal weight with primary research data, lending a misleading sense of robustness to its 
recommendations. 

 
3. Propagation of the myth that most WAD patients recover in 6-12 weeks: Upon closer examination, 

this time course has no basis in primary research; in fact, considerable data already cited contradicts 
this impression and paints a far bleaker picture.6-13 

 
4. The undertaking was sponsored by an insurance industry: SAAQ [Societe d’assurance automobile 

du Quebec] as the sponsoring organization of the entire project would be expected to have an 
“obvious and serious” interest in its outcome, possibly compromising the objectivity of the literature 
research evaluation, and ultimate recommendations of the Task Force. 

 
►From a morphological point of view, immobilization of the neck following the soft tissue trauma which 
accompanies WAD is indefensible. Severe soft tissue injury [rupture of muscles, joint capsules, and synovial 
folds] can be expected around the cervical spines of accident victims.6  Consequently, scar formation, cross-
linking of collagen fibers, and adhesions might be expected to result in traumatized soft tissues that were not 
rehabilitated soon after injury. Specifically: 
 

1. Healing without proper motion will cause a disorganized matrix to appear, with adhesions and 
unnecessary scar formation.8,9 
 

2. Early exercise and joint motion in rehabilitation produces a better collagen concentration, which is 
superior to scar tissue.9 
 

3. Improved tensile strength is observed in the collagen deposit when proper rehabilitation takes place 
after injury.10,11 
 

4. If venous blood supply to paraspinal muscles is depressed for 2 hours [which might be anticipated in 
some soft tissue injuries], irreversible muscle damage occurs.12 With decreased vascularization, 
rapid degeneration of the muscle spindles occurs—with subsequent revasculariztion changing their 
shape and neural innervation.13 

 
►A plausible rationale exists for managing whiplash by spinal manipulation; however, the outcomes 
evidence in support of this remains limited: 



 
► One study demonstrated that, in subjects whose side bending of the neck was asymmetrical and who had 
a history of neck trauma and frequent episodic neck stiffness, a single  lower cervical adjustment delivered to 
the side of the most restricted movement was capable of reducing the extent of asymmetry, but only briefly 
(for periods less than 48 hours).14   
 
►A second investigation involving 93 patients in a retrospective review by structured telephone interviews 
indicated that those with restricted range of neck movement following whiplash injury were the most likely to 
improve after chiropractic manipulation. Many patients had received previous treatments, particularly 
physiotherapy.15  
 
► Additional  supporting  evidence  might  be inferred  from a prospective study of 23 patients with subacute 
whiplash-associated disorders who reported an increased cervical range of motion and reduced pressure-
pain threshold after cervical spine adjustments,16 as well as one case study involving an unstable C3/C4 
motor segment following a lateral-impact motor collision.17 
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