
Chiropractic Integration
into Private Sector Medical Facilities:
A Multisite Qualitative Case Study

Anthony J. Lisi, DC,1,2 Stacie A. Salsbury, PhD, RN,3 Elissa J. Twist, DC, MS,3

and Christine M. Goertz, DC, PhD4

Abstract

Objectives: Chiropractic care may have value in improving patient outcomes and decreasing opioid use, but
little is known about the impetus for or process of incorporating these services into conventional medical
settings. The purpose of this qualitative study was to describe organizational structures, care processes, and
perceived value of chiropractic integration within U.S. private sector medical facilities.

Design: Multisite, comparative organizational case study.
Settings: Nine U.S. private sector medical facilities with on-site chiropractic care, including five hospitals

and four clinics.
Participants: One hundred and thirty-five key facility stakeholders including doctors of chiropractic (DCs),

non-DC clinicians, support staff, administrators, and patients.
Methods: Researchers conducted 2-day site visits to all settings. Qualitative data were collected from audio-

recorded, semi-structured, role-specified, individual interviews; standardized organizational data tables; and
archival document review. A three-member, interdisciplinary team conducted thematic content analysis of
verbatim transcripts using an existing conceptual framework and emergent codes.

Results: These nine medical facilities had unique organizational structures and reasons for initiating chiro-
practic care in their settings. Across sites, DCs were sought to take an evidence-based approach to patient care,
work collaboratively within a multidisciplinary team, engage in interprofessional case management, and adopt
organizational mission and values. Chiropractic clinics were implemented within existing human resources,
physical plant, information technology, and administrative support systems, and often expanded over time to
address patient demand. DCs usually were co-located with medical providers and integrated into the collabo-
rative management of patients with musculoskeletal and co-morbid conditions. Delivery of chiropractic services
was perceived to have high value among patients, medical providers, and administration. Patient clinical out-
comes, patient satisfaction, provider productivity, and cost offset were identified as markers of clinic success.

Conclusion: A diverse group of U.S. private sector medical facilities have implemented chiropractic clinics,
and a wide variety of facility stakeholders report high satisfaction with the care provided.
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Introduction

Although not delivered on-site at most U.S. medical
facilities, chiropractic care is a treatment approach with

demonstrated safety and efficacy for managing pain and
disability associated with musculoskeletal disorders.1–3

Components of multimodal chiropractic care (such as spinal
manipulation, manual therapies, exercise, and patient edu-
cation) are recommended as first-line treatments by current
low back pain clinical practice guidelines.4 Of particular
relevance to a current important national healthcare in-
itiative, use of chiropractic services has been associated with
decreased use of opioid medications in patients with spinal
pain conditions.5–9

Over the past two decades, the large U.S. public healthcare
delivery systems of the Department of Defense and Depart-
ment of Veterans Affairs have increased delivery of chiro-
practic services.10–12 Previous work has demonstrated positive
patient and provider perceptions, beneficial outcomes, and
expanded use of services in these systems.13–17 Chiropractic
services are also included in U.S. private medical settings
ranging from large healthcare systems to smaller care delivery
sites.18–20 However, there is no central coordination or as-
sessment of these programs. Consequently, data are lacking
on the optimal means of chiropractic service implementation
in private medical facilities.

Improving the quality of chiropractic service delivery in
private medical facilities supports the Triple Aim of opti-
mizing the U.S. healthcare system in terms of patient experi-
ence, population health, and cost reduction.21 Previous studies
on chiropractic care report high patient satisfaction22–24;
improved health outcomes in patients with musculoskeletal
pain1–3; and cost reduction in conservative management of
spinal pain conditions.25,26 A better understanding of the
existing models of chiropractic integration into private sector
medical settings is a key precursor to overall quality im-
provement. Since healthcare systems are highly complex
entities, and the inclusion of chiropractic services is subject to
much variation, the objective of this study was to describe the
delivery of chiropractic services in private sector healthcare
facilities using a qualitative case study approach.

Materials and Methods

We conducted a comparative organizational case study27

of nine chiropractic clinics (Table 1) located in private sector
medical facilities. For the purposes of this paper we use the
terms ‘‘medical facilities’’ or ‘‘medical settings’’ to indicate
conventional structures and processes that comprise the
broad, long-established U.S. medical system, in which chi-
ropractors previously had not been included at all, and cur-
rently have begun to be somewhat included. Starting with
such facilities identified from a prior study,28 we used pur-
posive sampling to select institutions with organizational
diversity in facility type (e.g., hospital, ambulatory care),
administrative structure, geographic location, and clinical
focus (e.g., primary care, spine, integrative medicine). Some
facilities had included doctors of chiropractic (DCs)—and in
some instances complementary and integrative health pro-
viders such as acupuncturists or massage therapists—for over
10 years, whereas others had only recently started. We ob-
tained written approval for each site’s participation, first from

the lead DC and then from a facility senior administrator. We
conducted 2-day site visits at each facility during the period of
October 2015 to June 2016. Site visit teams were composed of
two to four researchers, with at least one investigator on each
team having extensive experience conducting qualitative case
studies. The Palmer College of Chiropractic Institutional
Review Board (IRB Assurance No. X2015-6-2-G, approval
date June 9, 2015) exempted the study under 45 CFR 46.101(b)
due to its exclusive use of interview procedures and collection
of existing documents. As a breach of confidentiality from a
signed consent document was the primary risk to study partic-
ipants, those interviewed provided verbal approval after reading
an informational brochure and hearing a standardized informed
consent script as approved by the IRB.

Data collection

Data collection included semi-structured interviews with
facility stakeholders, a structured data table on background
information completed by the lead DC, and review of archival
material (e.g., policies, procedures, marketing/educational
handouts). Interview guides were based on previous research
by team members29,30 with content tailored to stakeholder
role. Questions for administrative and clinical staff asked for
detailed information about original context, clinic planning
and implementation, clinic characteristics, care processes,
program and financial impacts, and patient outcomes. Patient
interviews focused on the experience of receiving chiro-
practic care within a medical setting. Interviews were audio
recorded, with most conducted in person, although phone
interviews were arranged for scheduling conflicts. Interview
durations ranged from 10 to 15 min with patients (kept short
to minimize participation burden), 45 min to 2 h with DCs,
and 30 to 45 min for other stakeholders (senior leaders, other
clinicians, clinic staff).

Data analysis

Audio recordings were transcribed verbatim. Quality
control checks of transcription accuracy was performed on
10% of the interviews and deemed acceptable. An interdis-
ciplinary team of three researchers (A.J.L., S.A.S., E.J.T.)
conducted data management and coding using structured
spreadsheet templates. Qualitative analysis used a directed
content analysis approach31 following an extant conceptual
model16 in which we identified thematic codes that were
consistent with a priori concepts, along with emergent
themes from transcript and document review. Analyses were
organized in a systematic manner to facilitate site-by-site
comparisons of key events in the clinic planning and im-
plementation process, clinic structures, and outcomes.

Results

Table 1 depicts the medical facilities in our study including
four primary or ambulatory care clinics, one multidisciplinary
spine center, one specialty hospital, one corporate health
clinic, one sports medicine clinic, and a community-based,
federally qualified health center (FQHC). Primary facility
affiliations included regional healthcare systems or hospital
networks (n = 4) and university hospitals (n = 2). We com-
pleted 135 interviews (8–28 interviews/facility) with 46 non-
DC clinicians (primarily medical doctors, but also doctors of
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osteopathy, nurse practitioners, physician assistants, psy-
chologists, and acupuncturists), 25 DCs, 15 support staff, 23
administrators, and 26 patients. As summarized in Figure 1,
our results provide a fundamental description of factors that
may have bearing on the implementation of chiropractic
clinics in medical settings. Results are described with respect
to clinic planning, implementation, structures, processes, and
outcomes/impacts.

Chiropractic clinic planning

Facilities varied in their impetus for starting a chiro-
practic clinic, but common themes included support from
key leadership, familiarity with chiropractic research and
practice, and professional relationships with given DCs. In
some cases, the addition of chiropractic services was plan-
ned formally, organized within a group of new services
(e.g., integrative medicine division), and coordinated across
multiple stakeholders over an extended period. In others,
chiropractic care was added to an existing service line and
developed more organically. In all cases, the decision to
introduce chiropractic services was seen as a presumptive
positive step for the facility.

Chiropractic medicine is integral to the practice of medicine.
It’s not a set-aside. It’s not a nice to have. It’s not an alter-
native. It’s an integral part of the way we should be prac-
ticing medicine. Our patients need it; and I think that any
responsible hospital or community academic institution
should have the service available to patients. (Associate
Chief Medical Officer)

Some stakeholders reported initial cultural resistance to
adding chiropractic, which was generally overcome through
team meetings and mutual education emphasizing inter-
professional communication and collaboration. Most sites
identified continuous quality improvement processes intro-
duced before clinic implementation that included metrics of
patient outcomes and satisfaction, clinic access, and pro-
vider productivity.

Chiropractic clinic implementation

Regardless of facility catchment or physical plant size, sites
initiated chiropractic services with one or, rarely, two full-time
DCs. The first DCs hired often were identified by non-DC
colleagues at the facility who ‘‘championed’’ the DC’s inclu-
sion on the team. The DC’s clinical expertise was of paramount
importance; however, stakeholders at all sites noted their or-
ganization was looking for additional elements when identify-
ing the ‘‘right’’ chiropractor. These generally distilled into four
themes: (1) an evidence-based approach to patient care; (2)
appropriate interprofessional case management practices; (3)
the interpersonal skills to work with a multidisciplinary team;
and (4) the adoption of the organization’s mission and values.

In our interviewing process, who the chiropractor is and
whether they fit the culture is as important as their training.
(CEO/physician)

Existing resources were adapted to provide clinic space and
equipment, which expanded over time in most cases. Patient
care schedules and appointment processes were based on
existing clinical services, with input from the given DCs. Sites
undertook varying degrees of promotion/marketing of the
chiropractic clinic to the public, yet in several cases multiple
stakeholders felt these efforts could have been more robust.

Facilities informed medical staff of this newly launched
service in varying ways, ranging from formal department
meetings and in-services to general announcements or
ad hoc meetings. Direct observation of patient treatment
was used sporadically across cases to introduce chiropractic
care, which was viewed positively by clinicians who un-
dertook this experience. Stakeholders reported interprofes-
sional interaction during the course of patient care over time
was the best facilitator for chiropractic integration.

Were all the physicians bought into chiropractic medicine from
day one? No. It takes getting to know each other, getting to know
how [DCs] practice . and when the referral transition begins, it’s
really a trust: ‘‘I trust you’re going to take care of my patient, so
I’m going to refer.’’ (Administrator)

FIG. 1. Summary of key
aspects of chiropractic inte-
gration into private sector
medical settings. DCs, doc-
tors of chiropractic; EHR,
electronic health record.
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Chiropractic clinic structures

Table 2 depicts the chiropractic clinics’ structures. Staffing
ranged from one to six DCs, with some DCs working as clinic
administrators. Most shared medical assistants and clerical
staff with other clinicians. Most DCs were salaried employees,
although some were contractors or functioned under fee-for-
service arrangements. The median reported annual salary for
full-time DCs was $125,000 (range $75,000–$150,000).

Treatment rooms often included the clinician’s workstation
and ranged in number from two rooms for single or dual-
provider clinics to seven rooms shared by multiple DCs. Most
DCs selected clinic equipment, although some reported com-
promising on preferred chiropractic tables to accommodate
other clinicians (e.g., acupuncturists, massage therapists, or
physical therapists) who shared treatment rooms. DCs con-
sidered most physical settings adequate, but several wished for
more space to offer exercise therapy or educational programs.

All sites documented chiropractic care with virtually all
patient care in electronic health record (EHR) systems. Most
EHRs and/or the facility’s information technology infra-
structure provided electronic communication options, which
the chiropractors and medical providers enjoyed as a support
to interprofessional communication, real-time referral, patient
scheduling, and coordinating care. However, billing and col-
lection processes often were hindered by software incompat-
ibility, clerical staff’s unfamiliarity with chiropractic coding
parameters, and/or insurance reimbursement processes that
were more labor-intensive than for typical medical services.

Chiropractic clinic processes

Most sites allowed access to the chiropractic clinic from
provider referral and patient direct access, although two
settings (FQHC and specialty hospital) limited this to pro-
vider referral only. Most sites scheduled patients within a few
days of the request, although some set appointments out 1–2
weeks due to the high demand for chiropractic services. An
exception was a spine center that received a large proportion
of its referrals through a hospital emergency department that
triaged patients through a spine care pathway, which sched-
uled patients that day or within 24–48 h. New patient visits
typically were scheduled for 30 min, with follow-up visits
booked for 15 min. The efficiency of scheduling practices
varied by site and, to some extent, hinged on whether clinical
coordinators at the site scheduled patients or if this service
was completed elsewhere. Some patients in a few facilities
expressed frustration with scheduling delays due to the chi-
ropractors’ booked schedule or difficulties in using call-in
centers or electronic self-scheduling mechanisms.

Virtually all DCs described their clinical practice as full
scope diagnosis and management of musculoskeletal and
neuromuscular conditions. While demographics varied,
adults with spine and extremity pain or functional limita-
tions comprised the typical patient. Most referring physi-
cians gave a similar assessment.

If patients have a musculoskeletal diagnosis . I would like
to think 100% of my patients that have that end up seeing a
chiropractor. (Pain Medicine Physician)

Many DCs noted that clinicians and staff from within the
healthcare system were on their patient rosters; some set-
tings had added chiropractic care to the employee benefits

package. Manual joint manipulation, mobilization, soft tis-
sue therapies, exercise therapy, and patient education were
the most common treatments offered.

Chiropractic clinic impacts/outcomes

Nearly all stakeholders had a very favorable perception of
the chiropractic clinics. Among physicians, this was most
commonly reported by those in primary care (internal
medicine or family medicine), but also in neurology, phy-
siatry (physical medicine and rehabilitation), pain medicine,
oncology, occupational medicine, neurosurgery, orthopedic
surgery, and other specialties:

My impression is [the chiropractors] provide really good
medical care and in an integrated way and in a safe way.
(Neurologist)

Many physicians reported that their positive opinion of
the value of chiropractic care was shaped by various fa-
vorable experiences in coordinating patient care with the
given DCs. Others who conveyed positive opinions about
the chiropractic clinics included nurses, physician assistants,
psychologists, and integrative therapy providers, such as
acupuncturists and massage therapists.

They provide good care that’s a necessary service for our pa-
tient population. (Nurse Manager)

Administrators overseeing the chiropractic clinics as well as
senior facility leaders expressed favorable assessment of chi-
ropractic clinic impact. In several facilities, the chiropractic
clinic was identified as a standout among all clinical services
in terms of patient access and patient satisfaction metrics.

[The chiropractors’] Ganey scores are off the chart . above
the ninetieth [percentile] in all areas. Access to care, follow
through, satisfaction with the office, satisfaction with patient
care, satisfaction with testing, everything. (Administrative
Executive Director)

Patients who used the chiropractic clinics reported high
satisfaction with the quality of chiropractic care and with the
fact that this care was coordinated with other providers in the
system. Many patients stated they previously had not con-
sidered chiropractic care and only did so based on the high
regard they had for the given facility, anticipating that a
chiropractor at that facility would likely be highly competent.

I would not have been here without a referral, because I have
never thought of chiropractic as something I wanted to try.
[DC’s] been thoroughly pleasant. She’s been very complete.
Getting my medical history and figuring out what was going
on, I’ve been impressed with that. I’ve also been impressed
with her ability to tie into the rest of the medical model .
working in a team . that’s tied into a wider medical care
facility . I think is a good thing. (Patient)

All sites reported a trend of increased use over time, and
most had expanded clinic staffing and space to accommo-
date rising patient volume. Despite increasing demand,
some facilities have not increased the capacity (staffing/
space) of the chiropractic clinic due to competing resource
priorities. This has put pressure on patient access and care
patterns, and revisions are being considered.

In fee-for-service sites, the variable (and considered low)
reimbursement from third party payers for chiropractic ser-
vices was reported to be a barrier to successful fiscal
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performance. In some instances, the chiropractic clinics
were reported to be profit centers, in others they were
neutral or loss leaders. In facilities in the process of
adopting risk-based compensation models, the cost sav-
ings seen after including chiropractic services presented a
stronger business case for clinic expansion. One facility
identified a 50% decrease in unnecessary hospital admis-
sions for low back pain cases and an overall savings of
over $600,000 per year after implementing spine care
pathways and chiropractic care.

Absolutely [chiropractic clinic is valued], especially now in
the day and age that we live where we’re looking to keep
costs down, look[ing] for other alternatives besides pre-
scription drugs and surgeries. I think it’s definitely a good
thing to have chiropractic integrated in with the hospital
network. (Office Coordinator)

Discussion

This work presents a qualitative evaluation of chiropractic
clinics at nine U.S. private sector medical facilities. Al-
though inclusion of chiropractic services in medical facili-
ties is a recent phenomenon, current clinical practice
guidelines support increased use of interventions central to
chiropractic care for common spinal conditions.4,32 Thus,
chiropractic care likely will be implemented and/or ex-
panded in such facilities.

The chiropractic profession has been described as at the
‘‘crossroads’’ between mainstream and integrative medi-
cine.33 Although reasonable evidence supports the safety
and effectiveness of multimodal chiropractic care, medical
physician opinion of chiropractic practice is variable.34

Despite this, we found chiropractic services were used and
valued by the physicians in our study sites. Certain facili-
ties did experience some physician tensions regarding DC
implementation—most notably in the early adoption phase—
but these were overcome with communication, shared ex-
periences, and relatively little effort in most cases. Study
patients also were highly satisfied with chiropractic care,
consistent with other published work.23,35 Some differ-
ences of opinion crossed patients, providers, and admin-
istrators regarding the optimal timing, frequency, and
duration of chiropractic treatment plans, which is likely a
reflection of the generally limited knowledge in the area
of chiropractic dosage.36

Although our study facilities have not coordinated plan-
ning among themselves, it was striking to notice how sim-
ilar the structures of chiropractic care were at each. All
chiropractic clinics saw primarily musculoskeletal and
neuromuscular conditions, with a wide range of associated
comorbidities. Chiropractors were privileged for a full
scope of diagnosis and management consistent with training
and licensure, and treatment procedures invariably included
manipulation and other manual therapies, patient education/
active care, exercise, and lifestyle counseling. Depending on
the specifics of a given patient case, collaboration between
DCs and medical providers ranged from virtually no com-
munication to ongoing in-person discussions. The DCs
themselves also appeared strikingly similar in that they dem-
onstrated and/or were perceived to have demonstrated ex-
ceptional clinical competence, an evidence-based practice
approach, altruistic behavior, and collegial interpersonal traits.

This cluster of characteristics has been associated with suc-
cessful chiropractic integration in other settings.16

These healthcare facilities implemented chiropractic care
under several different business models. While we did not
collect quantitative data, it was reported that some chiro-
practic clinics were profitable, and others broke even or
operated at a loss but were perceived to have secondary
value, as has been noted in prior studies of conventional
medical facilities seeking to establish and finance integrative
medicine services.20,37,38 Cost savings by offsetting other
healthcare services was reported to be a noteworthy ac-
complishment at one and a goal of another. Facilities will
likely encounter differing incentives when implementing
chiropractic services in fee-for-service versus value-based
reimbursement models. Future work including formal
healthcare economic analyses is needed to better understand
the fiscal impacts of implementing chiropractic care in pri-
vate medical facilities.

Since details of the actual population of chiropractic
clinics within private sector medical facilities are unknown,
our results are limited to the sample population. While we
believe we captured a diverse representation of such clinics,
further work is needed to assess this more fully. Using di-
rected content analysis presents some inherent limitations
since investigators approach the data with an informed
theoretical construct, which can introduce bias. However,
we feel this was minimized by our iterative approach to
assessing emerging themes, and the participation of all four
investigators to various degrees in the site visits, interviews,
and data analysis.

Conclusions

We described the implementation of chiropractic services
in a sample of nine U.S. private sector medical facilities.
Chiropractic clinics were established within existing human
resources, physical plant, information technology, and ad-
ministrative support systems. Chiropractors were integrated
in collaborative management of patients with musculoskel-
etal and co-morbid conditions. Chiropractic service delivery
was perceived to have high value among patients, medical
providers, and administration, with most facilities expand-
ing their chiropractic workforce to meet increased demand.
Patient clinical outcomes, patient satisfaction, provider
productivity, and cost offset were identified as markers of
clinic success.
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