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EVIDENCE-BASED CLINICAL PRACTICE

Evidence-based clinical practice is defined as “the conscientious, explicit and judicious use of current best
evidence in making decisions about the care of individual patients.”1 Increasingly, high-quality research
evidence is the cornerstone to evidence-based healthcare decisions and is critically important to physicians,
patients, policymakers and payers. This data-driven evolution will impact the chiropractic profession in
important ways. It has the potential to serve as the play-field leveler that the chiropractic profession has long
demanded. However, it also forces us to collect and interpret data correctly. This paper provides a very brief
summary of the state of the evidence in chiropractic related to clinical outcomes, safety, cost and patient
satisfaction.

Evidence-based Triad
The evidence-based triad illustrates an approach
to decision making that integrates the chiropractic
physician’s individual clinical expertise with the
best external evidence while taking into account a
patient’s values and expectations of care.

EXECUTIVE SUMMARY: WHAT CAN WE SAY BASED ON EXISTING
RESEARCH?





Chiropractic management for low back pain (LBP), neck pain, and headache is as good as or better
than other forms of conservative treatment.
There is a low risk of serious adverse events following chiropractic care.
Patient satisfaction with chiropractic care is high.
Chiropractic care costs no more than other conservative treatments for back and neck pain.

Clinical Outcomes
LOW BACK PAIN
 The Agency for Healthcare Research and Quality reviewed the current evidence on
nonpharmacological LBP treatments and found that spinal manipulative therapy (SMT) is an
effective intervention for chronic LBP.2
 A systematic review published in the Journal of the American Medical Association studying the
effectiveness of SMT for the treatment of acute LBP found that “SMT was associated with modest
improvements in pain and function at up to 6 weeks, with transient minor musculoskeletal harms.”3
 Research suggests that SMT plus home exercise with advice is more effective than receiving only
home exercise with advice for patients with subacute and chronic back-related leg pain.4
 Results of a 2013 randomized controlled trial suggests that 12 sessions of SMT for chronic LBP offer
the best “dose.”5
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NECK PAIN
 In 2016, the Bone and Joint Decade Task Force on Neck Pain and Its Associated Disorders found
that mobilization, manipulation, and clinical massage are all effective interventions to manage
whiplash-associated disorders or neck pain and associated disorders. Electroacupuncture, straincounterstrain, relaxation massage, and some passive physical modalities were not found to be
effective.6
HEADACHE
 Manual therapy consisting of SMT, mobilization, soft-tissue therapy, or exercise is more effective
than medication in the short term and as effective as medication long-term for muscle tension-type
headaches.7
 Cervicogenic headaches, which may include muscle tension type headaches, can be effectively treated
with SMT, mobilization, and exercise by reducing headache intensity and frequency.8,9
 SMT may be as effective for Migraine headache treatment as prophylactic medication use.10
GUIDELINES
 A guideline from the American College of Physicians recommends nondrug treatment including
SMT for acute or subacute LBP. For chronic LBP, nondrug treatment should also initially be selected
including interventions such as exercise, acupuncture, mindfulness-based stress reduction, yoga, lowlevel laser therapy, cognitive behavioral therapy, and SMT.11
 A guideline for chiropractic care for LBP recommends a treatment schedule of 2-3x/week for 2-4
weeks for acute or subacute pain. For recurrent or flare-up episodes, 1-3x/week for 1-2 weeks. For
chronic pain, 1-3x/week for 2-4 weeks. Reevaluations should occur between 1-4 weeks, depending
on the stage of pain.12
 In a guideline for chiropractic care for neck pain, SMT is recommended in combination with
conservative treatments such as mobilization and exercise in both the short and long-term for the
acute stage. For chronic, SMT is recommended as a sole treatment option as well as in combination
with other conservative treatments in the short and long-term.13
 SMT is recommended for treating patients with cervicogenic and migraine headaches, according to a
guideline for chiropractic care for headache.14

Risks





Costs

Most of the adverse events reported in studies of SMT include mild and transient symptoms such as
aggravation of complaints, radiating pain, stiffness, muscle spasm, and fatigue.3,15,16
A 2016 systematic review of the literature on cervical artery dissection following SMT found no
causal link.17 These findings are consistent with previous studies which have concluded that increased
risks of VBA stroke associated with both chiropractic and primary care are likely due to patients
seeking care because they are experiencing symptoms of headache and neck pain due to ongoing
VBA dissection.18,19
A review studying serious adverse events related to SMT in the low back concluded that any
recorded events are anecdotal in nature and causality has not been established.20

The most definitive article to date investigating costs associated with chiropractic care found that chiropractic
users with neck and back problems have the same or slightly lower levels of overall healthcare spending when
compared to medical users in a nationally representative sample.21

Patient Satisfaction
A Palmer study found that chiropractic patients are more satisfied than medical patients with their back care
providers after 4 weeks of treatment.22 This is consistent with previous findings that back pain patients are
generally more satisfied with chiropractic care than with medical care. 23-26

Stay informed with these resources!
1. Visit the Evidence-Based Practice Toolkit for Clinicians:
http://www.palmer.edu/research-toolkit
2. Learn more about the latest research findings in short blogs applying to clinical practice:
http://blog.dynamicchiropractic.com/research
3. Access the up-to-date, summarized research on topics common to chiropractic practice:
http://clinicalcompass.org/resources/rapid-response-resource-center
4. Follow Dr. Christine Goertz on Twitter @ChristineGoertz
https://twitter.com/ChristineGoertz
5. Read the list of articles Christine Goertz recommends for every DC:
http://www.palmer.edu/uploadedFiles/Pages/Research/Goertz-12-research-studies-every-dcshould-know.pdf
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