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INTRODUCTION

The Council on Chiropractic Education (CCE), the U.S.
Department of Education’s specialized accrediting
agency for chiropractic education, has established stan-
dards for education of chiropractic physicians that in-
clude specific reference to primary care. In the Forward
to the Standards, the following statement appears: “A
doctor of chiropractic is a primary care physician and
clinician whose purpose, as a practitioner of the healing
arts, is to help meet the health needs of individual
patients and of the public, giving particular attention to
the structural and neurological aspects of the body.
. . . As a gatekeeper for direct access to the health de-
livery system, the doctor of chiropractic’s responsibilities
as a primary care physician include wellness promotion,
health assessment, diagnosis and the chiropractic man-
agement of the patient’s health care needs. When indi-
cated, the doctor of chiropractic consults with, co-
manages, or refers to other health care providers” (1).
Section H of the CCE standards charge the educational
programs with the following responsibility: “DCPs ac-
credited by the COA of the CCE prepare students to be
primary care chiropractic physicians serving as a portal
of entry for patients to access illness and wellness-
related care” (1). The CCE Standards for accreditation
ensure that all doctor of chiropractic degree programs
meet the minimum educational expectations of a pri-
mary care provider curriculum. The adoption of the
“primary care physician and clinician” status by the CCE
has been a relatively new development and the many
chiropractic institutions and programs within the U.S.
are at varying levels of implementation. In some cases,
there has been marked resistance to the primary care
status.

As has been indicated by other speakers at this summit
meeting, there are many different definitions of primary
care. The Institute of Medicine (IOM) definition is prob-
ably the simplest: “Primary care is the provision of
integrated, accessible health care services by clinicians
who are accountable for addressing a large majority of
personal health care needs, developing a sustained part-

nership with patients, and practicing in the context of
family and community” (2). The IOM definition does
not stipulate which health-care providers can be classi-
fied as primary-care clinicians. This can be contrasted
with the definition provided by the American Academy
of Family Physicians, which differentiates between pri-
mary-care physicians (M.D. and D.O. only) and limited
primary-care providers (which include nurse practitio-
ners, physician assistants, or health-care providers
working in close consultation with a primary-care phy-
sician (3). In this paper, no attempt will be made to
define a primary-care clinician, but instead we will look
at the educational needs of training these providers.

DISCUSSION

Other than the CCE Standards, there has been no na-
tional effort to establish curricular objectives for chiro-
practic education. Although the Standards evolved
partly from work done by subcommittees with repre-
sentation from chiropractic institutions, it can be argued
that the CCE Standards are those of an independent
accrediting body and are not a consensus document
developed by the chiropractic educational community.
That there is no such consensus document is most likely
a reflection of the disparate philosophies held by the
various institutions. In contrast, the American Associa-
tion of Medical Colleges (AAMC) developed and pub-
lished in 1998 guidelines for medical student education
(4). These guidelines establish the learning objectives
for the medical school curriculum.

Notably missing from the CCE Standards (including the
clinical competencies incorporated within that docu-
ment) is any mention of specific diseases or disorders
that the programs are expected to include in the cur-
riculum. Again, this is most likely the result of philo-
sophical differences between programs, with some pro-
grams staunchly opposed to the concept that
chiropractors “treat” illnesses.

It is recognized that certain elements are common to
many definitions of primary care. These elements in-
clude: wellness promotion, prevention of illness, diag-
nosis and management of conditions common in ambu-
latory patients, coordination and management of
healthcare resources, and interaction with other health-
care providers. Any educational program for primary-
care physicians must minimally incorporate these ele-
ments into the curriculum.
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1. Wellness promotion and prevention of illness.

Health promotion and preventative care at many chiro-
practic institution is often restricted in scope. Too often,
what is prevalent in the clinic systems is equating these
services with patient recruitment. Several chiropractic
programs regularly provide “spinal screenings” at public
events, and students learn to build their clinic practices
in this manner. At some institutions, there is a marked
discrepancy between what is taught in the classroom
and what is practiced in the clinics. For example, many
programs expose their students to the concepts of smok-
ing cessation and weight control; however the level of

application of these services in the program’s clinics is
often minimal.

In 1997, the Association of Teachers of Preventive
Medicine and the Health Resources Services Ad-
ministration administered a Prevention Self-Assess-
ment Analysis (PSAA) to medical schools in the U.S.
This survey, along with other input, led to the develop-
ment of core competencies in disease prevention and
health promotion for undergraduate medical education
(5). The adoption of these, or similar competencies,
at chiropractic institutions has been rather inconsistent.
Examples of core competencies that receive little em-

Table 1
45 Most frequent Primary Diagnoses to Family Physicians. National Center for Health Statistics.
National Ambulatory medical Care Survey. 2000

Rank
Number of visits
(in thousands)

Relative %
(of the top 45 diagnoses) Diagnosis

1 21,926 10.5% Essential Hypertension
2 13,404 6.4% Diabetes mellitus
3 9,600 4.6% Disorders of lipid metabolism
4 8,174 3.9% Acute URI, multiple or unspecified site
5 8,143 3.9% General medical exam
6 7,725 3.7% General symptoms
7 6,954 3.3% Chronic sinusitis
8 6,888 3.3% Other unspecified disorders of the back
9 6,452 3.1% Acute Pharyngitis

10 5,790 2.8% Allergic rhinitis
11 5,748 2.8% Health supervision of infant or child
12 5,471 2.6% Follow-up examination
13 5,268 2.5% Bronchitis not specified as chronic or acute
14 5,256 2.5% Suppurative and unspecified otitis media
15 5,073 2.4% Depressive disorder, not elsewhere classified
16 4,613 2.2% Symptoms of respiratory system and chest
17 4,480 2.2% Neurotic disorders
18 4,360 2.1% Special investigations and examinations
19 4,401 2.1% Other disorders of urethra and urinary tract
20 4,036 1.9% Osteoarthrosis and allied disorders
21 3,917 1.9% Diseases of esophagus
22 3,615 1.7% Obesity and other hyperalimentation
23 3,334 1.6% Sprains and strains of other parts of back
24 3,320 1.6% Other forms of chronic ischemic heart disease
25 3,238 1.6% Other and unspecified joint disorders
26 3,149 1.5% Other disorders of soft tissues
27 3,037 1.5% Contact dermatitis and other eczema
28 2,925 1.4% Acute bronchitis and bronchiolitis
29 2,910 1.4% Symptoms involving skin, nails, hair
30 2,888 1.4% Other nonspecific abnormal findings
31 2,692 1.3% Diseases of sebaceous glands
32 2,653 1.3% Other symptoms of abdomen and pelvis
33 2,599 1.3% Disorders of external ear
34 2,537 1.2% Viral and chlamydeal infections—unspecified
35 2,492 1.2% Acute sinusitis
36 2,345 1.1% Symptoms involving the head and neck
37 2,277 1.1% Acquired hypothyroidism
38 2,215 1.1% Normal pregnancy
39 1,986 1.0% Gastritis and duodenitis
40 1,982 1.0% Chronic airway obstruction
41 1,982 1.0% Other and unspecified arthropathies
42 1,689 0.8% Nonsuppurative otitis media and Eustachian tube disorders
43 1,629 0.8% Disorders of conjunctiva
44 1,445 0.7% Cardiac dysrhythmias
45 1,241 0.6% Acute tonsillitis
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phasis at most chiropractic programs are prevention
counseling for reproductive health, domestic violence
screening, managing immunizations, use of community

resources such as dieticians or social workers, and inter-
actions with the public health system.

Personal communication with several clinic system ad-
ministrators suggests that some campuses have paid
little attention to the publication of Health People 2010
by the U.S. Department of Health and Human Services.
One of the objectives of that initiative is to “increase the
proportion of schools of medicine, schools of nursing,
and other health professional training schools whose
basic curriculum for health care providers includes the
core competencies in health promotion and disease pre-
vention” (6).

2. Diagnosis and management of conditions
common in ambulatory patients.

There have been several studies of the conditions and
diseases managed in ambulatory, primary care practices.
Tables 1–3 summarize the results of 3 of these surveys.
Common to these and similar surveys, depending on
the age group of the patient population being studied,
are conditions such as hypertension, upper respiratory
infections, diabetes, allergies, otitis media, thyroid dis-
ease, low-back pain, strains and sprains, anxiety, de-
pression, asthma, and ischemic heart disease.

Although most chiropractic degree programs include
the pathology and diagnosis of these conditions to vary-
ing degrees, there is often little emphasis placed upon
the management of such. The clinical experience at
many institutions provides little exposure to non-
musculoskeletal conditions. Students become suffi-
ciently knowledgeable to pass National Board of Chiro-
practic Examiners (NBCE) examinations (8) covering
differential diagnosis of common illness and disorders;
however, 2 major flaws exist within these exams. First,
the Parts 1, II, and III tests are exclusively single-

Table 2
Specific Conditions and Diseases Seen at the
Montana State University Student Health
Service 1997–98.

Condition/Disease (alphabetical)

Acne
Allergic rhinitis
Anxiety
Asthma
Bronchitis (acute)
Conjunctivitis
Contraception
cystitis/Urinary tract infection
Depression
Eating disorders
Headache
HPV/Warts
Hypertension
Hyperthyroidism
Hypothyroidism
Infectious mononucleosis
Influenza/Flu-like illness
Low back pain
Otitis media
Pharyngitis/tonsillitis
Sexually-transmitted disease
Sinusitis
Sprains
Upper respiratory infection
Weight management
Women’s health disorders

Table 3
Top 25 Diagnosis Clusters in Primary Care.
Direct Observation of Primary Care Study (J
Fam Pract 1998;46:377–89.)

1. Hypertension
2. Acute upper respiratory illness
3. General medical exam—prevention
4. Sinusitis
5. Acute lower respiratory illness
6. Otitis media
7. Depression, anxiety
8. Diabetes mellitus
9. Acute sprains, strains

10. Arthritis
11. Ischemic heart disease
12. Asthma
13. Low back pain
14. Lacerations, contusion
15. Fibrositis, myalgia, arthralgia
16. Nonfungal skin infection
17. Headaches
18. Abdominal pain
19. Bursitis, tenosynovitis
20. Chronic rhinitis
21. Pregnancy care
22. Chronic obstructive pulmonary disease
23. Thyroid disease
24. Urinary tract infection
25. Peptic disease

Table 4
Hours of Clinic Experience in D.C. program
in U.S.

480
554
630
780
915
945
960
979

1080
1115
1174
1300
1300
1365
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answer multiple choice questions with 4 distractors.
This type of test satisfactorily assesses factual knowledge
but is poor for evaluation of clinical reasoning skills.
Second, these NBCE exams do not adequately assess
management of any condition, at a primary-care level,
other than subluxation. Even the Part IV examination
does not address management, other than referral, of
complex or serious disorders.

The clinical experience varies widely among the chiro-
practic programs. Some of the variation is due to the
philosophical orientation of the institution. For in-
stance, some programs include little or no physiothera-
py, application of supports, rehabilitation, nutritional
counseling, or management of extremity disorders. The
total amount of time spent in the clinical experience
also varies widely, ranging from 500 to 1300 hours,
with an average of 970 hours (Table 4). The CCE Stan-
dards do not include specific hour requirements for the
clinical experience; however, some states have mini-
mum requirements in their practice acts. By compari-
son, naturopathic medicine, a profession that promotes
itself as providing primary care, has established a mini-
mum of 1200 hours of clinical experience for accredited
programs. Undergraduate medical programs typically
rotate third and fourth year students through a series of
ambulatory clinic and hospital rotations, amassing in
excess of 2500 hours of clinical experience prior to
graduation.

3. Coordination and management of healthcare
resources and interaction with other healthcare
providers.

Many, but not all, of the chiropractic programs have
developed good working relations with other health-
care providers. In a few of these programs, there are
allopathic or osteopathic physicians and physical thera-
pists providing services in the campus clinics. Overall,
however, most of the interaction with other providers is
primarily on a referral basis. Often this is unidirectional,
with little feedback or reporting from the outside phy-
sician. A few programs also have other alternative
medicine providers working within the clinic system. As
pointed out previously, there has been little progress in
involving social workers, dieticians, and similar health-
care workers in chiropractic internships. Community
health-care resources include mental health services
(mental health centers, alcohol and drug abuse facilities,
child and domestic abuse counselors, sexual assault cen-
ters), public health departments, extended care and
nursing facilities, and hospitals. There is little evidence
of involvement of chiropractic students in interactions
with most of these resources.

Chiropractic physicians have demonstrated strong doc-

tor-patient relationship skills and are well positioned to
play a significant role in the coordination of healthcare
resources. Unfortunately, questionable practice behav-
iors, including unprofessional advertising, excessive pa-
tient billing, unnecessary procedures, and promotion of
unscientific principles, may lead to professional ostra-
cism and isolation.

CONCLUSION

Recommendations:

1. There should be a concerted effort by the profession
to develop and adopt specific objectives relating to
primary care in the curriculum. Ideally, this would
be a project of the Association of Chiropractic Col-
leges (ACC); however, it is quite unlikely that the
current composition of the ACC would result in a
useful document. In lieu of this larger effort, then
philosophically-aligned institutions should collabo-
rate on a smaller scale.

2. Chiropractic programs should review and adopt the
Healthy People 2010 guidelines (6). This includes the
development of “core competencies in health promo-
tion and disease prevention.”

3. The chiropractic programs should publish policy
statements to clearly demonstrate the abandonment
of a monocausal theory of disease and conformance
with generally accepted public-health policies (in-
cluding immunization), and incorporate these opin-
ions into the curriculum.

4. Each chiropractic program should clearly identify
those conditions and disorders that their graduates
will be trained to identify and manage as primary-
care clinicians. A subluxation-only philosophy is in-
consistent with concepts of primary care.

5. Each chiropractic program must develop and imple-
ment strategies to greatly increase the diversity of the
patient population in the teaching clinics. Such strat-
egies could include partnerships with allopathic or
osteopathic physicians and other health-care provid-
ers to provide patient care and student educational
services either in the program clinics or in commu-
nity clinics.

6. Programs should promote the adoption of CCE stan-
dards specifying hours of clinical experience. The
minimum number of hours of true patient-care clini-
cal training hours should be no less than 1000.

7. Programs should voluntarily act to increase the
hours of clinical experience, and to do so in a way
that incorporates primary care and enhances compe-
tency in primary care. This could be done by some
combination of diversification of services provided to
patients, marketing programs to enhance the devel-
opment of a more diverse patient population, incor-
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poration of other traditional and non-traditional
health-care providers into the clinic system, develop-
ment of preceptorship experiences in allopathic pro-
vider offices and offices of chiropractors who have a
primary-care focus, and development of rotations in
community health resources (mental health institu-
tions, public clinics, hospitals, etc.)

8. Programs should develop specific practice guidelines
addressing the most common primary-care condi-
tions, incorporate these guidelines into the curricu-
lum, and utilize these guidelines in the clinic system.

9. Competency assessments of chiropractic students
must include evaluation of core competencies of pri-
mary care. These assessments must be realistic and
patient-based. It is inappropriate, for example, to
assess a student’s competency in evaluating retinal
damage in hypertension with a multiple-choice test.
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