








Chiropractors and Back Pain 

Contraindications and Indications for 
Referral for Manipulative Therapy 
Contraindications for referral for manipulative therapy 
include a range of systemic diseases, including arthritis, 
bone disease such as infection or metastases, long-term 

- steroid therapy, evidence of significant cardiovascular 
disease, anticoagulation, vertigo, neurologic disease, se­
vere cervical spondylosis, and disc lesions with objective 
neurologic deficits. 36,44 Less than l% of all low back pain 
patients have an underlying systemic disease as a cause, 
however, and almost all can be screened by radiograph 
and sedimentation rate by applying the criteria estab­
lished by Dcyo4s: presence of neurologic deficit; age over 
50 years; presence of fever, weight loss or adenopathy; 
steroid use; evidence of rheumatoid or ankylosing 
spondylitis; prior malignancy. These risk factors are 
rarely absolute; both of us have treated patients from 
each of the aforementioned categories, after accurate 
diagnosis and special considerations have been made. 
Thus, a patient with breast cancer may still suffer from 
mechanical back pain, and manipulation can be effective 
as long as bone metastases have been excluded. 

Chiropractors are highly trained in musculoskeletal 
diagnosis and treatment techniques and are found in 
many of the same practice locations as family physicians. 
Their popularity and presence has increased, and in all 
states their services are covered by insurance and worker's 
compensation. 44 Because of the significant economic and 
professional impact of this form of treatment, interest in 
the validation of manipulative therapy has grown. Re­
cently, the RAND Corporation, in conjunction with the 
UCLA Division of General Internal Medicine and the 
Foundation for Chiropractic Education and Research 
and the Consortium for Chiropractic Research, used the 
modified expert panel technique to assess the appropri­
ateness of spinal manipulation for low back pain.46 This 
evaluation reviewed manipulation in general rather than 
specific chiropractic techniques. The results provide some 
guidance to family physicians in the referral of patients 
with low back pain to chiropractors and assist them in 
educating patients on what to expect in terms of treat­
ment duration. The panel included a number of nation­
ally recognized expert clinicians and researchers in back 
pain from the disciplines of orthopedics, medicine, family 
medicine, sports medicine, and chiropractic. A wide and 
exhaustive range of back-pain scenarios were rated by the 
panel by degree of appropriateness based on probable 
benefit, and were scored in terms of agreement, disagree­
ment, or equivocation by the panel. The major agreed 
upon clinical profiles that would most likely benefit from 
manipulation are shown in Table 2. 
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Table 2. Clinical Profiles Appropriate for Manipulation* 

Problem 

Acute low back pain ( <3 wk) 
Previous good response to manipulation 
Normal or abnormal radiographs 
Radicular pain 
None or minor neurologic signs 

Subacute low back pain (3-12 wk) 
Previous good response to manipulation 
Normal or abnormal radiographs 
No neurologic signs 

Chronic low back pain ( > 3 mo) 
Previous good response to manipulation 
Normal radiographs/imaging 
No neurologic signs 

*Adapted from RAND stttdy.46 

t Estimates, not consensus. 

Summary 

Duration ofTreannentt 

3 to 5 treatments, 
maximum of lO 
before reevaluation 

Unclear 

3 treatments/wk for 
up to 8 wk before 
reevaluation 

The scientific evidence accumulated to date does not 
clearly indicate that spinal manipulation is beneficial, 
although most of the studies had flawed methodologies. 
In terms of return to normal function and patient satis­
faction, chiropractic therapy seems to be of value. This 
may be the result of one or more factors: an effect of 
manipulation, a different approach to working with a 
patient, or a placebo effect. Indeed, the referral process 
itself may have an effect on patient outcome. 23 

Family physicians could certainly benefit from re­
evaluating their approach to back pain by addressing 
issues of a more organized concept of diagnosis, the 
biopsychosocial model of illness, and the judicious use of 
the placebo effect. 

Deciding which patients should be referred to a 
chiropractor requires careful consideration. A favorable 
prior response to manipulation is a good sign that treat­
ment may help again. Using the expert-panel approach, 
the guidelines reported here begin to define for primary 
care physicians (as well as the health insurance industry) 
the indications and time frames for manipulative treat­
ment and recovery that patients can expect from chiro­
practors and osteopaths. The expert-panel approach 
relies on literature review and complex consensus devel­
opment. Ideally, these data and recommendations should 
be acquired using prospective randomized intervention 
studies. This would be an important and expensive un­
dertaking, but worthwhile given the huge cost of back 
care in this country. 
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