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ABSTRACT
Objective: The purpose of this commentary is to provide an argument for the role and identity of chiropractors as
spine care providers within the context of the greater health care system.
Discussion: Surveys of the general public and chiropractors indicate that the majority of patients seek chiropractic
services for back and neck pain. Insurance company utilization data confirm these findings. Regulatory and legal
language found in chiropractic practice acts reveals that most jurisdictions define the chiropractic scope of practice as
based on a foundation of spine care. Educational accrediting and testing organizations have been shaped around a
chiropractic education that produces graduates who focus on the diagnosis and treatment of spine and musculoskeletal
disorders. Spine care is thus the common denominator and theme throughout all aspects of chiropractic practice,
legislation, and education globally.
Conclusion: Although the chiropractic profession may debate internally about its professional identity, the
chiropractic identity seems to have already been established by society, practice, legislation, and education as a
profession of health care providers whose area of expertise is spine care. (J Chiropr Humanit 2016;23:14-21)

Key Indexing Terms: Chiropractic; Spine
INTRODUCTION

Chiropractors are still—after 120 years—debating their
professional identity. In the meantime, with an increasing
awareness of the impact of spinal pain and disability in
societies all over the world, other professions are starting to
target evidence-based spine care as a focus for their
professional identity.

A successful profession is formed in response to a societal
need.1 The purpose, and thus the identity of a profession is
therefore, to a large extent, determined by how members of
the public choose to use that profession’s services.

An identity is composed of the qualities that make a
particular person or group different from others.2 Every
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successful profession has an identity, which is shaped and
developed by the specialized knowledge, skills, training,
and innovation of the individuals within that group. This is
especially true of health care professions; which patients
associate certain types of health care clinicians with certain
types of conditions. In most Western societies, people are
raised in a culture that identifies primary care physicians
(PCPs) and their extenders (nurse practitioners and
physician assistants) as the first-contact health care provider
who diagnoses health problems. Once a diagnosis has been
made and a specific condition has been identified, PCPs
have 2 possible choices1: manage or treat the condition
themselves, or2 refer the patient to another health care
provider who has more specialized knowledge of that
particular condition.

Essentially, health care professionals can be divided into
2 broad categories: generalists and specialists. Providers in
the generalist category must have solid knowledge of a
broad range of conditions, whereas specialists have more
concentrated and deeper knowledge of a narrower range of
conditions. Patients automatically identify a health care
provider as either a generalist or specialist based on the type
of health care conditions that the provider has the
knowledge, skills, and training to diagnose and treat.
Patients tend to gravitate toward specialists for care of more
complicated health care conditions or for conditions that are
not responding well to care by a generalist. In this
environment, does a profession then have the ability to
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choose its identity and project it onto society, or does
society choose an identity and project in onto the
profession? For the chiropractic profession, this leads to
an important question in its debate on professional identity:
How are chiropractors perceived by patients and other
health care providers—as generalists or as specialists?
Also, in the emerging interprofessional team-based ap-
proach to health care, what role is there for the chiropractor?
We suggest the following answers to these questions1:
chiropractors are perceived as specialists who provide
nonsurgical, nonpharmacologic spine care2; society confers
cultural authority and identities onto professions, not the
other way around; and3 chiropractors possess the special-
ized knowledge, skills, and training to provide care for
patients with spine-related disorders.

We propose that there are 3 fundamental errors that the
chiropractic profession has made with respect to establish-
ing and promoting its professional identity. The first error is
thinking that it is possible for a profession to choose an
identity. Society confers an identity onto a profession, not
the other way around. Ralph Waldo Emerson said: “Who
you are speaks so loudly that I cannot hear what you are
saying.” He describes people or groups whose credibility is
eroded because of opinions, philosophies, or past actions,
and it is quite applicable to the debate over chiropractic
identity.3 Regardless of how loudly the chiropractic
profession speaks about multiple and conflicting identities,
the general public, legislative/regulatory bodies, and
chiropractic organizations appear to have already estab-
lished a default identity for the chiropractic profession;
namely, as back and neck pain doctors.

The second error is thinking that through advertising,
marketing, or “patient education,” it possible to change the
public’s perception of chiropractic. Over the years, there
have been various attempts to influence public opinion
toward different chiropractic identities, and these have
simply not worked. For example, in 1996, the Ontario
Chiropractic Association developed and tested market
branding of chiropractic for the purposes of public
education.4 The idea was to run television advertisements
with the message that most people suffer from “subluxa-
tions,” which, if left untreated, would lead to health
problems and that chiropractors were the only doctors
who specialize in the treatment of “subluxations.” A series
of ads were run in an effort to generate increased awareness
and understanding of chiropractic, particularly among those
who have never received chiropractic treatment. Marketing
consultants conducted phone interviews with 250 members
of the general public before and after these commercials
were aired to gather information on the effect of the
advertising campaign on shifting the public’s perception of
chiropractic. They found that rather than improving the
public’s perception of chiropractic, their marketing cam-
paign had the opposite effect. The authors who presented
the qualitative interview data concluded that: “Television is
a strong medium for chiropractic advertising. While the
term subluxation is well recalled, this research does suggest
that knowing about subluxation does not meaningfully
increase interest in chiropractic. In fact, the lower
chiropractic attitudinal ratings suggest some deterioration
in attitudes. In a nutshell, subluxation does not appear to be
the power idea that will attract new patients. The term
subluxation may get some attention and it may be uniquely
associated with chiropractic, but it does not appear to be
persuasive or compelling enough to move people to seek
treatment from a chiropractor.”4 Therefore, advertising is
not able to fundamentally change the public’s perception of
chiropractic.

The third error is trying to brand chiropractors as clinical
“jacks of all trades” with a broad knowledge about a large
number of health care conditions. For several years, the
Foundation for Chiropractic Progress, a not-for-profit
organization, has provided information in the form of
press releases, advertisements, and a website aimed toward
educating the public about chiropractic care. The Founda-
tion for Chiropractic Progress messages lack a consistent
identity message for the chiropractic profession.5 For
example, one advertisement features a professional athlete
with a message about “staying in the game” with
chiropractic, whereas the next advertisement features a
retired army general with the headline “be all you can be
with chiropractic.” These conflicting messages confuse the
public and do not clarify who chiropractors are and what
they do. For example, it has not been established how
chiropractic care helps people “stay in the game” or “be all
they can be”; thus, the messages are unclear. The messages
are also inconsistent: What does “staying in the game” have
to do with “being all you can be”? Further, the messages are
incomplete in that they include no research evidence to
support a clear societal need for chiropractic care and its
unique role in the health care system. Promoting the notion
that chiropractors provide so many different types of health
care services confuses, rather than clarifies, public percep-
tions about chiropractic identity.

Chiropractors have tried to position themselves in the
public eye as a wide variety of specialists: as experts in
spine care, pediatric care, wellness, sports medicine,
nutrition, herbal remedies, and subluxation correction as
well as alternative PCPs.

When patients have a pain of unknown origin, they
typically see a PCP or general practitioner to determine
what is wrong. If, after they have received the diagnosis, the
condition does not improve, they prefer to see a health care
provider who specializes in that condition; they do not want
to see a jack of all trades.6 Patients are dissatisfied with the
way PCPs and general practitioners manage their back pain,
and general practitioners do not like to see back pain
patients.7 Qualitative research has revealed that patients are
often dissatisfied with treatment for back pain from their
general practitioners for specific reasons.8 They expect



1. Assessment and Diagnosis 

2. Development, implementation and monitoring of a patient plan of care

3. Health promotion and disease prevention

4. Communication and record keeping

5. Professional ethics and jurisprudence

6. Information and technology literacy

7. Chiropractic adjustment/manipulation

8. Interprofessional education

Fig 1. Eight meta-competencies required of all graduates o
Council on Chiropractic Education-Accredited Doctor of Chiro
practic programs.
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their doctor to confirm that their pain is real, conduct a
physical examination, and state a clear diagnosis about the
cause of their pain. They also want pain relief and
information about what they can do to help themselves.8

Patients with spine pain may seek out chiropractic care
because they perceive chiropractors to be specialists in spine
care who meet their expectations regarding treatment for back
pain. Chiropractors should embrace the public perception of
the profession as specialists in spine care and focus public
relations efforts on bolstering the existing spine care identity of
chiropractic. This approach would be the path of least
resistance toward establishing a niche for chiropractors in the
health care system and would align with the current public
perception of chiropractors as “back and neck doctors.”

The purpose of this commentary is to argue that
chiropractors should embrace the identity of providers of
care for patients with spine-related disorders using a summary
of the evidence for the chiropractic spine care identity as found
in society, legislation, practice, and education.
Fig 2. Clinical competencies that constitute the part 3
examination offered by the National Board of Chiropractic
Examiners.
DISCUSSION

The General Public
Surveys from Sweden,9 Denmark,10,11 Holland,12 the

United Kingdom,13 and the United States14-17 have
consistently indicated that the majority of patients seek
chiropractic care because of back and neck pain. The
authors of a Danish study compared the current profile of
patients seeking care from chiropractors with the profile of
those seeking care 40 years ago and concluded that the
profile has not changed since the early 1960s.18

TheNational Board of Chiropractic Examiners (NBCE) has
conducted job analysis surveys of chiropractors in the United
States every 5 years for the past 20 years.14-17 Chiropractors
have consistently reported in these surveys that more than 70%
of new patients are seen for a chief complaint of back or neck
pain. Even for chiropractors who perceived themselves as
providing care for a broad range of health conditions including
nonmusculoskeletal complaints, the majority of patients who
sought chiropractic care reported the reason is primarily
musculoskeletal and particularly spinal complaints.18 The vast
majority of patients in chiropractors’ offices are there for a chief
complaint of either back or neck pain. Therefore, the general
public views chiropractors as specialists in spine care.

There is evidence from insurance claims data that
patients view chiropractors as health care providers for
back and neck pain. Claims data from United Health Care,
the largest insurance company in the United States, reveal
that 40% of patients with an acute episode of low back pain
choose to see a chiropractor as their first contact provider.19

Compare this with the 38% of patients who choose to see
PCPs and the less than 8% who choose to see a physical
therapist. In Denmark, every third patient seeking care for
back pain chooses a chiropractor as their first point of
f
-

contact.20 In a recent survey, Australian women with back
pain were asked what type of health care provider they
chose for their back pain. About half of the women
consulted a general practitioner (MD) as their first contact
provider; another 20% viewed a chiropractor as their
portal-of-entry provider.21 Although some chiropractors
complain that only a small number of people use
chiropractic services, these data suggest otherwise. Patients
with low back pain chose to see a chiropractor as their first
contact provider in numbers that almost equaled those who
chose to see a PCP as their first contact provider.19 These
data provide compelling evidence that the general public
views the chiropractor as the “go to” health care provider
for low back pain and also support a spine care identity for
the chiropractic profession.
Legislative and Regulatory Bodies
Legislative acts around the world have shaped chiro-

practic’s identity of focus on spine and musculoskeletal
disorders.22 These practice acts contain language that
identifies chiropractors as health care professionals con-
cerned mostly with the spine, nervous system, and general
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health.23 Although some chiropractors would like the
general public to consider them alternative PCPs,24 several
states in the United States prohibit use of the term
chiropractic physician. The scope of practice may be
broad in some states, whereas in other states, chiropractors
are limited to the examination and treatment of the spine
and its contiguous joints. A common denominator across
these legislative practice acts globally is scope-of-practice
language that shapes the identity of chiropractors as
clinicians who provide spine care.

A published review of the chiropractic practice laws in
the United States revealed wide variation in scope-of-
practice language between states, but some common themes
also emerged from this review.25 All states consider
chiropractors to be first-contact or portal-of-entry providers,
but they also all have regulatory prohibitions that place
boundaries on chiropractors’ scope of practice and clinical
authority. With very few exceptions, it would be not be
possible in most states for a chiropractor to act in the role
of a PCP. In many states, chiropractors are prohibited
from referring to themselves as physicians and, in many
cases, are restricted to providing treatment of the spine
and extremities.

All 50 states in the United States have adopted uniform
accreditation requirements for Doctor of Chiropractic
training programs, which require licensees to have
graduated from a program that was accredited by the
Council on Chiropractic Education (CCE). In addition, all
states have adopted uniform competency requirements,
which require licensees to have successfully completed the
4-part series of examinations administered by the NBCE.
Therefore, the CCE and NBCE competency requirements
provide for spine and musculoskeletal care as the
foundation of chiropractic clinical practice.
Chiropractic Organizations and Education
At the World Federation of Chiropractic’s 8th Biennial

Congress held in Sydney, Australia, in 2005, there was
consensus on the public identity of the chiropractic
profession within all health care systems worldwide: “the
spinal health care experts in the health care system.”26 As
well, the Institute of Alternative Futures was commissioned
by chiropractic organizations to produce 3 independent
analyses and reports of the chiropractic profession in 1998,
2005, and 2013.27-29 These analyses came to the conclusion
that chiropractors are seen by the public chiefly as experts
in spine care.

A chiropractic identity position statement focused on the
spine is being actively promoted by Palmer College of
Chiropractic, the foundation and birthplace of the chiro-
practic profession. Palmer recently developed the following
chiropractic identity statement: “the primary care profes-
sional for spinal health and well-being.”30 It blends well the
concepts of a focus on spine care with a holistic view of
patients’ overall well-being. The common theme that
emerges from these chiropractic organizations, surveys,
and consensus conferences on the chiropractic identity is
spine care. All chiropractors, regardless of their other
interests and skills, are knowledgeable about the clinical
management of spinal and musculoskeletal disorders.

Chiropractic education and licensing standards are also
heavily focused on the diagnosis and treatment of spine and
musculoskeletal disorders. The CCE accredits chiropractic
educational programs in the United States. In addition to
CCE requirements, chiropractic educational programs in
some countries are subject to their respective national
accreditation bodies. The CCE accreditation standards
require that all graduates of chiropractic programs demon-
strate a number of meta-competencies. 31 These
meta-competencies collectively provide a structure for the
education of a health care professional who will be
exhibiting clinical competency primarily in managing
spine and musculoskeletal disorders, in the context of
health promotion and disease prevention (Fig 1).

The NBCE assesses chiropractic graduates on clinical
abilities and competencies in the United States.32 Many
countries have similar systems of ensuring competencies in
new chiropractic graduates. Collectively, these competency
examinations are focused on the differential diagnosis and
clinical management of spine and musculoskeletal disorders
(Fig 2).
Doctors of Chiropractic as Back and Neck Pain Doctors:
Untapped Potential

Back and neck pain is recognized as the leading cause of
disability globally. 33 Disability from back pain has
increased more than 50% since 1990, and there is general
concern that health care systems are contributing to, rather
than reducing, this burden.34 The current health care
environment for spine care is chaotic, costly, and, in many
parts of the world, of little benefit to patients.35 Despite the
lack of evidence of benefit, there has been an increased
emphasis in recent years on invasive, expensive, and
specialist-focused approaches, with diminishing returns in
terms of patient outcome.36-38 As health care systems
around the world continue to move toward a value model,39

there is increasing recognition of the need for more
effective, less invasive, and less expensive approaches to
spine care. A profession that can effectively respond to this
need will be highly valued in society. Therein lies a
tremendous opportunity for the chiropractic profession.

In response to the need for high-quality, inexpensive
spine care, there is a growing movement toward imple-
menting primary spine care services within the health care
system, with the designation of a new practitioner type to
serve as the focus of this service line, the primary spine
practitioner.40-45 Although no profession, in its entirety,
currently possesses all of the knowledge, skills, and training
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required to serve as an ideal primary spine practitioner, the
chiropractic profession is clearly the closest. By embracing
a clear identity as a spine care provider, the chiropractic
profession may position itself to capitalize on this
movement by making the necessary changes that allow it
to produce practitioners that are prepared to take on
this role.

Although chiropractic education and training are focused
on the spine and musculoskeletal system, there are few
residencies or interprofessional clinical training opportuni-
ties. To completely fill the role as primary spine
practitioners, most chiropractors will need some additional
training. This will require a continued educational focus on
spine care and expansion of training in modern,
evidence-based diagnostic and management strategies,
self-care strategies, identification and management of
psychological perpetuating factors, case coordination,
referral and follow-up decisions, interaction with other
providers who are involved in spine care, leading the
interdisciplinary management of difficult and complicated
cases, as well as professional involvement in public health
approaches to prevention of spine pain and its related
disability.46-48

Public health approaches could include the promotion of
physical activity and education regarding rational beliefs
and behavior when the inevitable back and/or neck pain
episodes arise.49-52 An emphasis on patient education,
self-management, and decreased reliance on treatments and
health care professionals could be emphasized. The first
step in establishing chiropractic as a contributor to public
health would be for the chiropractic profession to establish a
clear identity around spine care.

The chiropractic profession needs to take on leading
roles in patient-centered education and research. This could
help establish in the minds of the public and those in the
health care community that doctors of chiropractic are
experts in spine care. In this case, we define experts as
people with superior education who drive research and
development in a particular area, not simply those who
claim authority and expertise.
Spine Care Is Whole-Person Care
Some chiropractors are not comfortable with a spine care

identity. The argument is that they feel it limits their scope
of practice. We believe this is a flawed argument for the
following reasons. First, a focused identity as a spine care
expert is highly relevant and needed, because almost all
human beings experience back or neck pain at some point in
life.53 Second, spine pain care is whole-person care because
pain and disability in the spine are associated with many
physical and psychological perpetuating factors and
comorbidities.54 Thus, a focus on the spine naturally
involves a holistic approach to health care because spine
problems are part of biopsychosocial phenomena. That is,
the whole person is involved—body, mind, and spirit. By
establishing an identity as spine doctors, the chiropractic
profession has a wonderful opportunity to bring its
traditional “whole-person” mindset to an unprecedented
level.55 There is a potential to improve quality of life
through reduction of spinal pain and improvement of
function. Professionals who are able to engage the public in
rational behavior when they are faced with inevitable
episodes of spinal pain and who can help patients overcome
these episodes may provide an important service for
society.56

Having a professional focus on the spine does not mean
that chiropractors have to limit themselves only to the spine.
It is natural for patients who have had a positive experience
with chiropractic care for a spine problem to seek out the
same practitioner when they develop a problem in another
area of the musculoskeletal system. There is in fact good
evidence that chiropractors can be helpful in managing
headaches,57,58 musculoskeletal chest pain,59-61 osteoar-
thritis of the hip,62 and a range of other musculoskeletal
conditions.63
Limitations
This article is a commentary that represents the

collective opinions of the authors. We acknowledge that
the idea of one unifying chiropractic identity remains a
matter of debate and that there exists disagreement with our
opinion that the unifying identity should be spine care.
There are many specialized certificate and diplomate
programs that offer advanced training to chiropractors in
the fields of pediatrics, nutrition and internal disorders,
radiology, sports chiropractic, and rehabilitation. Chiro-
practors who have advanced knowledge, skills, and training
may position themselves as being specialty trained and as
having a view of identity different from ours. It is also
important to point out that other health care professions also
may have the knowledge, skills, and training to provide
comprehensive spine care, especially physical therapists
with advanced training in manual therapy and orthopedics,
as well as physical medicine/rehabilitation physicians and
osteopathic physicians.
CONCLUSION

We suggest that the chiropractic profession stop the
internal bickering about its identity. It is destructive and
demotivating for chiropractors and chiropractic students.
We suggest that chiropractors globally accept the identity
they already have in the public eye, namely, health care
professionals who provide care for people with
spine-related disorders. Chiropractors are viewed by the
general public as specialists for spine and musculoskeletal
care, not generalists or alternative PCPs. When the
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profession markets itself as having multiple personalities or
identities, it confuses people outside of the profession.

We have provided compelling evidence for a spine care
identity from surveys of the general public and chiroprac-
tors, analyses of insurance claims, legislative scopes of
practice, and chiropractic educational standards. Spine care
is the common thread that unites all chiropractors, and
should serve as the basis of a unified chiropractic identity as
specialists in spine care.
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Practical Applications
• The majority of patients worldwide see
chiropractors for back and neck pain.

• Most chiropractic organizations and legisla-
tive acts around the world define chiroprac-
tors as practitioners of spine care.

• There is a global need for evidence-based
spine care providers.
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