
BJ Gleberzon

J Can Chiropr Assoc 2002; 46(4) 241

0008-3194/2002/241–256/$2.00/©JCCA 2002

Chiropractic Name techniques in Canada:
a continued look at demographic trends and
their impact on issues of jurisprudence
Brian J Gleberzon, DC*

In a previous article, the author reported on the
recommendations gathered from student projects
between 1996 and 1999 investigating their preferences
for including certain chiropractic Name technique
systems into the curriculum at the Canadian Memorial
Chiropractic College (CMCC). These results were found
to be congruent with the professional treatment
techniques used by Canadian chiropractors. This article
reports on the data obtained during the 2000 and 2001
academic years, comparing these results to those
previously gathered. In addition, because of the
implementation of a new curriculum during this time
period, there was a unique opportunity to observe
whether or not student perceptions differed between
those students in the ‘old’ curricular program, and those
students in the ‘new’ curricular program. The results
gathered indicate that students in both curricular
programs show an interest in learning Thompson
Terminal Point, Activator Methods, Gonstead, and
Active Release Therapy techniques in the core
curriculum, as an elective, or during continuing
educational programs provided by the college. Students
continue to show less interest in learning CranioSacral
Therapy, SacroOccipital Technique, Logan Basic,
Applied Kinesiology and Chiropractic BioPhysics. Over
time, student interest has moved away from Palmer HIO
and other upper cervical techniques, and students show
a declining interest in being offered instruction in either
Network Spinal Analysis or Torque Release Techniques.
Since these findings reflect the practice activities of
Canadian chiropractors they may have implications not
only towards pedagogical decision-making processes at

Dans un article antérieur, l’auteur publiait les
recommandations recueillies lors de projets étudiants
entre 1996 et 1999 dans le cadre d’une étude sur leurs
préférences quant à l’inclusion de certaines « techniques
de nom » chiropratiques dans le programme d’études
du Canadian Memorial Chiropractic College (CMCC).
Ces résultats coïncident avec les techniques de
traitement professionnel utilisées par les chiropraticiens
au Canada. Le présent article fait état des données
obtenues durant les années scolaire 2000 et 2001, en
comparant ces résultats à ceux auparavant recueillis.
De plus, vu la mise en œuvre d’un nouveau programme
d’études durant cette période, il y avait là une occasion
unique d’observer si la perception des étudiants différait
selon qu’ils étaient dans le « vieux » programme ou
dans le « nouveau » programme. Les résultats recueillis
indiquent que les étudiants des deux programmes
d’études ont montré un intérêt à apprendre les
techniques Thompson Terminal Point (point terminal
de Thompson), Activator Methods (méthodes au moyen
d’activateur), Gonstead et Active Release Therapy
(thérapie de libération active), dans le cadre du tronc
commun, en cours au choix ou dans les programmes
de formation continue offerts par le collège. Les
étudiants montrent de moins en moins d’intérêt pour
l’apprentissage des techniques suivantes : thérapie
crânio-sacrale, technique sacro-occipitale, Logan Basic,
kinésiologie appliquée et biophysique chiropratique. Au
fil du temps, l’intérêt manifesté par les étudiants pour la
technique HIO de Palmer et autres techniques axées sur
les hautes cervicales s’est estompé. Les étudiants ont
aussi montré de moins en moins d’intérêt pour
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CMCC, but they may also influence professional
standards of care.
(JCCA 2002; 46(4):241–256)

K E Y  W O R D S : chiropractic Name technique systems,
standards of care, professional practice activities,
education.

Introduction
The best available evidence continues to demonstrate that
chiropractors achieve clinically important results for their
patients experiencing acute and chronic spinal pain, and
certain types of headaches.1–11 Other evidence from prac-
tice-based trials has shown that chiropractic treatments
often benefit patients with other neuromusculoskeletal
conditions such as fibromyalgia,12 vertigo,13 asthma14 and
colic.15 These results are often achieved with an enviable
safety record, with the current literature consistently indi-
cating that serious side effects of chiropractic care, such as
stroke or death, are rare, unpredictable and idiosyncratic
complications.16–20 The overall net effect is that many
studies, comprehensive reviews of the literature and ex-
pert opinion conclude that chiropractic care is safe, appro-
priate, clinically useful and cost effective compared to
alternative treatments such as surgery, drug therapy, bed
rest, physical therapy and patient instruction.11

However, several fundamental questions germane to
many chiropractic technique systems continue to stub-
bornly resist putative testing, and many hypothetical mod-
els commonly used in professional practice have not
achieved credibility in the eyes of a substantial component
of the scientific community.21 Questions as yet unan-
swered include: the true generators of spinal pain;22 a suit-
able explanation for uniformly desirable outcomes
obtained under chiropractic care despite the poor inter-
rater reliability of many of the most commonly used diag-
nostic tests;23 the relationship of prolonged spinal
dysfunction to health or, conversely, the benefit of ongo-
ing (maintenance) care;24–26 and the determination of
which of the over 200 different chiropractic technique

systems should be preferentially used for which clinical
condition.

What drives the controversy here is that each chiro-
practic Name technique system purports to treat similar
but not identical clinical problems, under what has been
referred to as subluxation-equivalents.27 Thus, while
chiropractors can point with pride to the accrual of posi-
tive patient outcomes derived while under chiropractic
care, these results may be obtained using a host of differ-
ent therapeutic approaches. In other words, because no
one chiropractic technique has shown consistent superior-
ity over another for all clinical conditions (see, however,
reference 11), many chiropractors have come to rely on a
combination of several different interventions in order to
overcome the variability in patient presentation encoun-
tered during private professional practice.

This article reports on the results obtained from student
projects investigating their perceived preference for
greater exposure to different Name techniques while at
CMCC, a trend that was first identified in a previously
published study,28 as well as student focus groups and
surveys.29 Moreover, during the 1999 academic year,
CMCC undertook a curricular transformation. The intent
of this effort was to better position courses in the curricu-
lum with respect to each other while emphasizing a pro-
gram that was competency-based, integrated and
practice-related. In addition, with the current trend to-
wards evidence-based practice (EBP), the curriculum
strove to emphasize a preference for those procedures
with the widest base of clinical evidence while being wary
of those practice activities based on either metaphysical
ideologies or concepts that fall outside the realm of nor-

d’éventuels cours portant soit sur l’Analyse du réseau
vertébral ou sur la technique Torque Release. Puisque
ces résultats reflètent la pratique des chiropraticiens au
Canada, ils pourraient avoir des répercussions non
seulement sur le processus de décision pédagogique du
CMCC, mais aussi sur les normes professionnelles en
matière de soins.
(JACC 2002; 46(4):241–256)

M O T S  C L É S :  techniques de nom chiropratiques,
normes en matière de soins, activités professionnelles,
éducation.
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mal science. To achieve this goal, several courses sought
to equip students with the critical appraisal skills needed
to differentiate between the two. The curricular transfor-
mation resulted in the repositioning of the course that in-
troduced students to the most commonly used chiropractic
Name technique systems from the end of fourth year to the
beginning of the second year at CMCC. The combination
of the curricular transformation project and the emphasis
on EBP provided a unique opportunity to observe whether
or not perceptions differed between those students edu-
cated under the ‘old’ curriculum, and those students edu-
cated under the ‘new’ curriculum.

Over the past few years, regulatory bodies across
Canada have had to grapple with a number of complex
issues regarding chiropractic technique systems, and some
of the different domains of Canadian chiropractic law are
discussed in this article. The information gathered from
this ongoing program may, therefore, not only impact
pedagogical decision-making processes at CMCC, but it
may also influence the developmental process of both pro-
fessional practice guidelines and standards of care.

Method
Guest lecturers were invited to provide students in both
second and fourth year classes with a presentation of the
technique(s) they use in their private practices. The pres-
entations discussed a Name technique in terms of its his-
torical development, philosophy (or ideology), diagnostic
approaches and therapeutic methods. After these presen-
tations, students were then randomly placed into groups of
16. These groups of students met on three different occa-
sions with a facilitator in a problem-based learning (PBL)
environment. The advantage of a PBL format is, unlike
lecture-based courses, it creates an equal power structure.
That is, both the students and the facilitators are on an
equal status. Facilitators, all of whom are college faculty
in private practice, are not expected to be content-experts
or to otherwise dominate the deliberations. The facilita-
tor’s role was to provide a forum that allows all partici-
pants to express their opinions without bias, censorship or
ridicule.

Working within groups of twos or threes, students were
allowed to choose a Name technique and investigate it in
terms of its history, philosophy, diagnostic and therapeutic
methods and, most importantly, to review the available
evidence supporting or refuting a technique’s clinical ef-

fectiveness. Each pair (or trio) of students then presented
their report to the other students in the facilitated PBL
group. Upon consideration of all the available information,
students then voted as to their preference to have the tech-
nique included into the core curriculum at CMCC, taught
as an elective, taught through the continuing education de-
partment, or to continue to have the technique excluded
from the college’s curriculum. The students compiled and
submitted all the investigative reports from their group to
the course coordinator (the author) for evaluation. These
results gathered from the second and fourth year students
from the 2000 and 2001 academic year were compiled into
a chart and were compared not only to each other, but also
to the results previously published. Lastly, the aggregate
data was subsequently compared to the professional prac-
tice activities of Canadian chiropractors.

Results
In general, the results gathered from the second and fourth
year students during the 2000 and 2001 academic year
were strikingly similar to each other (see Charts 1–6), and
to those previously published. Specifically, students con-
tinued to express an interest in learning Thompson Termi-
nal Point, Activator Methods, Gonstead and Active
Release Therapy (ART) techniques in the core curricu-
lum, as an elective course, or in the continuing education
program. Students continue to be ambivalent with respect
to learning Logan Basic, SacroOccipital, Torque Release,
and CranioSacral Technique therapies. Lastly, students
reported minimal interest in learning Palmer HIO and
other upper cervical techniques, Applied Kinesiology,
and Network Spinal Analysis (NSA).

A comparison of second and fourth year student reports
also revealed some interesting differences. While fourth
year students seemed to be generally more tolerant of
tonal based and other techniques that have at their core an
ideological approach very much different than the one
embraced by the Diversified model advocated at CMCC,
second year students expressed more reluctance to do so.
For example, reports from the 2001 second-year class
(Chart 3) expressed no interest in learning either NSA (0
of 8 groups) or Palmer HIO (0 of 5 groups). By compari-
son, 2 of 6 groups of fourth year students (Chart 4) from
the 2001 class expressed interest in learning NSA (no re-
ports submitted on Palmer HIO). Also, while second year
students reported an interest in learning how to use an
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activator or drop piece tables, they expressed much less
interest in learning the diagnostic methods associated with
each technique (isolation tests, leg length analysis and so
on) than did fourth year students. Without exception,
however, both second and fourth year students expressed
an interest in learning more soft tissue and myofascial
techniques, such as ART.

Discussion

Limitations of this study
There are some limits to the investigation approach used
by the author. A few charismatic students who have a
passionate interest in a particular Name technique may be
able to dominate a number of PBL groups and ultimately

Chart 2 Fourth Year (AC 410): Year 2000 (n = 71)

Technique Core or Elective  Exclude N Percentage to Include

ART 11 0 11 100%
Activator 10 0 10 100%
Gonstead 7 0 7 100%
Thompson 8 1 9 89%
CranioSacral 5 1 6 83%
NSA 4 1 5 80%
SOT 2 2 4 50%
Applied Kinesiology 2 3 5 40%
Palmer HIO 1 2 3 33%
Torque Release 1 2 3 33%

There were two reports on Pettibon; both recommended Pettibon be included as an elective.
Two reports on BEST recommended it be excluded from the curriculum. Individual reports on Hill, Cox Flexion-Distraction,
Logan Basic and CBP recommended these techniques be included in the curriculum.
There were 9 reports that did not provide a definitive recommendation.

Chart 1 Second Year (AC 2410): Year 2000 (n = 73)

Technique Core or Elective  Continue to Exclude N Percentage to Include

 ART 12 0 12 100%
 Activator 10 0 10 100%
 Thompson 10 0 10 100%
 Gonstead 9 1 10 90%
 CranioSacral 3 1 4 75%
 Network 2 3 5 40%
 Applied Kinesiology 3 6 9 33%
 Logan 1 2 3 33%
 Torque Release 1 3 4 25%

There were also individual reports (N=1) on CBP, Chrane, BEST, PRT, Palmer HIO, and SOT.
These reports recommended PRT and Palmer HIO be included in the curriculum, and CBP, Chrane, BEST, and SOT be
excluded from the curriculum.
There were 4 reports submitted with no definitive recommendation reached.
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distort the statistical outcomes in such as way as to suggest
that a technique is more popular than it may actually be
(see below). Conversely, a pair of skeptical students may
not have access to all the available evidence about a par-
ticular technique, and may censure some sources of infor-
mation that are not congruent with their opinions, or they
may otherwise not provide a fair, balanced or thorough
presentation. Also, unlike the students in the previous
study, these students would be aware of the data gathered
from student groups between the 1996 and 1999 academic
years. More importantly, because students are not in clini-

cal practice, they may lack the practical knowledge base
needed to make appropriate decisions with respect to cur-
ricular content.

Utilization rates
The preference by students for instruction in many differ-
ent chiropractic techniques systems resonates well with
current practice activities. The Job Analysis of the NBCE
2000 is the best source of data from which to draw infor-
mation in the area of chiropractic technique systems.30

The most current report of the NBCE 2000 suggests that,

Chart 4 Fourth Year (AC 410): 2001 (n = 71)

Technique Core, Elective or CE  Exclude N Percentage to Include

ART 9 2 11 81%
Activator 8 2 10 80%
Gonstead 6 2 8 75%
Thompson 7 2 9 77%
CranioSacral 5 4 9 55%
SOT 2 2 4 50%
Applied Kinesiology 2 3 5 40%
NSA 2 4 6 33%
Torque Release 1 2 3 33%
Two reports investigated Mitzah technique. One recommended inclusion, one recommended exclusion.
One report each for CBP, Grostic, Toftness, and BioGeonetnics. All recommended continued exclusion from the program at
CMCC.

Chart 3 Second Year (AC 2410): Year 2001 (n = 71)

Technique Core or Elective Exclude N Percentage to Include

ART 10 1 11 90%
Activator 9 1 10 90%
Gonstead 9 2 11 81%
Thompson 9 2 11 81%
Pettibon 2 2 4 50%
Applied Kinesiology 1 4 5 20%
NSA 0 8 8 0%
Palmer HIO NUCCA 0 5 5 0%
Two reports were provided on Logan Basic and CranioSacral Therapy. For each technique, one report recommended
inclusion, one report recommended exclusion. One report was submitted on SOT; it recommended exclusion. One report
was submitted on Trigenics; it recommended inclusion.
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on average, individual practitioners in the United States
use seven separate techniques in their practices. The
Analysis reported that three-fourths of chiropractors use
Diversified technique on their patients. However, half of
these chiropractors also use Activator, Gonstead, Cox-
flexion, Thompson and SacroOccipital Technique (SOT)

on 49% or more of their patients. Moreover, a comparison
of the results reported by the NBCE between 1991 and
1998 demonstrate an increase in the nine most commonly
reported used techniques.31 For example, in 1991, 51.2%
of chiropractors used Activator Methods; in 1998, this
number rose to 62.8%. Similar trends of increased utiliza-

Chart 5 Combined Results from Second Year Students (Academic years 2000 and 2001 (n = 144)*

Technique Core or Elective  Exclude N Percentage to Include

ART 22 1 23 95%
Activator Methods 19 1 20 95%
Thompson Terminal Point 19 2 21 90%
Active Release 18 3 21 85%
CranioSacral Therapy 4 2 6 66%
Pettibon 2 2 4 50%
Logan 2 3 5 40%
Applied Kinesiology 4 10 14 28%
Torque Release 1 3 4 25%
Palmer HIO/

Upper Cervical 1 5 6 16%
NSA 2 11 13 15%
Two reports on SOT both recommended continued exclusion from the program.
One report on each of the following recommended continued exclusion: BEST, Crane Technique, CBP.
One report on each of the following recommended inclusion: PRT, Trigenics

Chart 6 Combined Results from Fourth Year Students: 2000 and 2001 (n = 135)*

Technique Core or Elective  Exclude N Percentage to Include

ART 19 2 21 90%
Activator 19 2 21 90%
Thompson Terminal Point 15 2 17 88%
Gonstead 13 3 16 81%
CranioSacral Therapy 10 5 15 66%
NSA 6 5 11 54%
SOT 4 4 8 50%
AK  4 6 10 40%
Torque Release  1 2 3 33%
Palmer HIO/

Upper Cervical  1 3 4 25%

Two reports were submitted on both Mitzvah and CBP techniques. For each technique, one report recommended inclusion,
one exclusion. One report was submitted for Logan, Cox flexion and Pettibon; each recommended inclusion. One report was
submitted for Toftness and BioGeometrics; each recommended exclusion.
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tion rates are seen in Gonstead, Cox Flexion-distraction,
Thompson, SOT, Applied Kinesiology, NIMMO/re-
ceptor tonus, cranial, and Palmer upper cervical/HIO.
There were slight decreases (2% or less) in the utilization
rates of Logan basic and Pierce-Stillwagon techniques.

Although the practice activities of Canadian chiro-
practors undoubtedly differ in some respects from their
American cohorts, there is some evidence to suggest that
there are many similarities between the two, especially in
the area of technique utilization. In a previous article,28

the author described the increasing influx of American-
trained chiropractors in Canada, as evidenced by an expo-
nential increase in the number of candidates sitting for the
Canadian Board Examination. Since most American
chiropractic colleges offer instruction in a wide variety of
Name techniques in either the core curriculum or as
electives,32 it is probable that these practitioners will con-
tinue to use the procedures they were taught in the United
States upon their return to Canada. Combining the data
gathered from the practice pattern study of Canadian
chiropractors in 1995 by Kopansky-Giles and Papado-
poulos,33 as well as the increased interest in Name tech-
niques seen in CMCC students over the past decade,28,29 it
seems reasonable to predict that the utilization rate of

Name techniques will continue to increase and may even-
tually mirror those rates reported by the NBCE for Ameri-
can chiropractors.

Interpreting cumulative data
Careful inspection of the cumulative results gathered be-
tween 1996 and 2001 reveals some interesting trends.
Over this six-year period, six fourth year classes and two
second year classes, representing approximately 1,250
students, have submitted a total of 595 investigative re-
ports. Overall, students have consistently expressed an
interest in learning Thompson Terminal Point (94%), Ac-
tivator Methods (93%), Gonstead (90%) and Active Re-
lease Therapy (89%), while the interest expressed in
learning other techniques has waxed and waned over time
(Chart 7). In fact, the reported preference for greater in-
struction in a certain Name technique is often a reflection
of interest expressed by a small charismatic group of stu-
dents in one academic year. Such a numerical aberration
may result in a technique appearing to be much more
popular than it actually is.

An example of this trend can be found in the reports on
Palmer HIO. Although 8 of 8 student groups investigating
Palmer HIO in 1996 recommended its inclusion in the

Chart 7 Total of all Student Reports from 1996 to 2001 (n = 542)*

Technique Core or Elective  Exclude N Percentage to Include

Thompson Terminal Point 67 4 71 94%
Activator 70 5 75 93%
Gonstead 63 7 70 90%
Active Release 62 7 69 89%
Palmer HIO/

Upper Cervical 15 9 23 62%
Logan 12 9 21 57%
SacroOccipital Technique 16 14 30 53%
Torque Release 11 10 21 52%
CranioSacral Technique 28 28 56 50%
Applied Kinesiology 17 27 44 38%
Network Spinal Analysis 12 22 34 35%
Chiropractic BioPhysics 4 8 12 33%
* Since 1996, there have been a total of 595 reports submitted by students. Techniques that were investigated by fewer than 5

student groups were not included in this summation (n = 28), nor were those reports that failed to provide a definitive
recommendation (n = 25)
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curriculum at CMCC, student reports since that time have
demonstrated much less interest in learning upper cervical
techniques (7 of 16 reports). Similarly, with the exception
of heightened interest expressed by some fourth year stu-
dents in 1999, there has been a general lack of interest in
learning Torque Release Technique (TRT). Specifically,
11 of the 21 (52%) students groups considering TRT rec-
ommended that it to be included in the curriculum be-
tween 1996 and 2001. However, if the results obtained
from students in 1999 are set aside, the percentage of
student groups expressing an interest in learning Torque
Release Technique drops to 4 of 14 (28%). The same trend
can be seen with respect to student interest in learning
Network Spinal Analysis. While the cumulative score for
NSA is 12 of 34 student reports recommending inclusion
(35%), this drops to 6 of 23 (26%) if the results gathered
from the Year 2000 fourth year students are set aside.
Thus, it is the author’s opinion that the cumulative results
gathered between 1996 and 2001 should be interpreted
cautiously. Only by comparing the cumulative data with
the results gathered separately each year can the reader
obtain an accurate representation of student interests and
preferences with respect to Name technique instruction.
Using this strategy, it becomes apparent that students have
expressed the most consistent interest in learning
Thompson Terminal Point, Activator Methods, Gonstead
and Active Release Therapy techniques.

Understanding the trend
When studied in controlled isolated trials, many of the
diagnostic tests used by chiropractors often fail to show
inter-rater reliability, sensitivity, or specificity.34–39 How-
ever, a bewildering array of chiropractic therapeutic ap-
proaches, running the gamut of mechanistic approaches to
tonal-based approaches, simultaneously demonstrates
favorable clinical results.40 However, no satisfactory ex-
planation has been shown to adequately explain these
paradoxical findings. Given this frustration at what has
been called the research-clinical interface,23 it should not
be surprising to learn that most field practitioners have
become reliant on a wide variety of different diagnostic
inputs to achieve a tentative diagnosis. In other words,
because treatment interventions can reasonably be ex-
pected to follow diagnostic inputs, and since the current
evidence base fails to support the superiority of one diag-
nostic test over another, it is understandable that a field

practitioner may come to use many different chiropractic
technique systems comprised of a plethora of diagnostic
(and therapeutic) procedures for patient care. Many field
practitioners, by virtue of their experiences with patients,
come to co-mingle several different chiropractic tech-
nique systems into a personalized, hybrid set of clinical
tools that they find to be the most efficacious under vary-
ing clinical circumstances.

This state of affairs has not gone unnoticed by students
at CMCC. Many students seem to believe that the tools of
a Diversified model of care may not hold all the clinical
answers for all patients under all clinical circumstances
and, as the author has previously opined, this may have led
to an increased interest in learning different chiropractic
approaches. It must be emphasized that students want to
add those techniques most congruent with a Diversified
model of care to their armamentarium of clinical tools
rather than replace the Diversified adjustive techniques
they are taught in the core curriculum. It has been the
author’s observation that students seem to manage the
clinical uncertainty found at the research/clinical interface
by mirroring the solution employed by their more experi-
enced mentors and pursue those clinical approaches that
integrate best with the functional-based model offered at
CMCC.

The author has heard the argument from some scholars
that spinal manipulative therapy (SMT) has been shown to
be the most clinically effective method of chiropractic
care. However, this is not an accurate representation of the
literature. While it would be fair to state that SMT (espe-
cially side-posture HVLA) is the most studied of the clini-
cal interventions used by chiropractors,11 it would be
unreasonable and illogical to automatically infer that
other chiropractic interventions are therefore necessarily
less effective. Moreover, there are very few studies com-
paring the clinical effectiveness of one chiropractic tech-
nique to another (however, see 41 for a consensus opinion
and rating of studies using different chiropractic tech-
niques for low back pain). Of course, what further obfus-
cates this issue is, with the notable exception of
distraction, instrument adjusting, upper cervical and a few
other techniques,42,43 even among those techniques that
have an impressive quantity of articles in the peer-re-
viewed literature, most of these articles have little to do
with clinical outcomes.44 However, as others have opined,
absence of evidence is not evidence of absence and a pau-
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city of evidence one way or another does not constitute
evidence of ineffectiveness.see 41

The rational student
All chiropractic colleges pride themselves on graduating
students who are able to critically-appraise the informa-
tion inundating them from all directions. In essence, all
college faculty members desire to produce students who
are not mindless automatons that slavishly adhere to the
tenets of a particular college’s philosophy, but rather are
engendered with the tools to make rational decisions with
respect to patient care planning. However, knowledge is a
double-edged sword. Many college faculty and adminis-
trators assume that students will only use their ‘finely-
honed crap-detectors’ to harshly judge information
originating from the outside world. In essence, it was
thought students would turn a skeptical eye outwards to-
wards those individuals hawking chiropractic philoso-
phies based on metaphysical principles, or technique
peddlers who, to put it charitably, use bizarre and unusual
approaches to patient management. What has been under-
appreciated by many advocates of this pedagogical ap-
proach is that these same students would also marshal
these investigative strategies inward and question ele-
ments of the curricular model in which they are taught.
This process is further complicated by the publication
of new experimental studies that question many of the
principles underpinning the Diversified model of
care.(see 45 and 46)

The controversies surrounding the utility of motion pal-
pation provides an example of this situation. Motion pal-
pation is notorious for testing poorly with respect to
inter-rater examiner reliability,36 although this may be
partially due to the crippling order affect in controlled
trials (the motion palpation provided by the first examiner
may be equivalent to a low force mobilization, thus alter-
ing the potential findings by a second examiner). The au-
thor wishes to make clear that this in no way should be
interpreted to mean that motion palpation cannot provide
important information with respect to joint function either
prior to or following a chiropractic intervention such as an
adjustment or mobilization. What is does suggest, how-
ever, is that elevating a diagnostic procedure such as mo-
tion palpation (about which we know little) above other
diagnostic tests (about which we know less) may be elitist
and not necessarily based on strong scientific reasoning.

Furthermore, a recently published textbook on palpation
suggested that a practitioner should perhaps use motion
palpation more as a qualitative test rather than a quantita-
tive test. That is to say, the perception of motion (or lack
thereof) may be more important to appreciate (and more
detectable) than the determination of a specifically
lost vertebral motion (rotation, lateral flexion, and so
on).47

It is the author’s opinion that it is unfair to ridicule a
group of chiropractors who choose to use diagnostic pro-
cedures that test no worse than the diagnostic procedures
used by some Diversified practitioners. In fact, it is possi-
ble that the clinical value of diagnostic tests such as mo-
tion palpation increases if, rather than be used in isolation,
are used in combination with other diagnostic tests (such
as leg length analysis, posture, orthopedic and neurologi-
cal tests and so on) that may also test poorly by them-
selves. The only exception to this otherwise egalitarian
concept is the use of potentially harmful tests such as plain
film radiography for the sole purpose of either identifying
subluxations or, more troubling still, to monitor patient
progression throughout the course of their treatment
plan.(see 48 and 49)

Arguments such as these may leave some students rea-
sonably questioning the ability of a practitioner to accu-
rately isolate a clinical target and to select a uniquely
appropriate adjustment to correct it (i.e. should they pref-
erentially use a lumbar roll to correct for lost vertebral
rotation, or a lumbar push?). It is this author’s observation
that students, now armed with the tools to develop a ‘best
evidence’ approach, are less impressed with explanations
or models from sources either outside the college environ-
ment or inside the college curriculum which appear to be
little more than mythology. Students, now more than ever,
are less impressed by any technique proponent whose ex-
planations rely on the doctrine that ‘it works” or ‘this is the
way its always been taught”, especially if those approaches
are not biologically or biomechanically plausible. In other
words, the increasing savvy student is demanding a curricu-
lum more scientific and less folklorish.

At first glance, these opinions may seem paradoxical.
On the one hand, students seem to be less tolerant of un-
scientific approaches to patient care. Yet, one the other
hand, students express interest in learning some Name
techniques that have less of an evidentiary base than does
Diversified technique. While it is difficult to reconcile
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these apparently dichotomous findings, it may be that stu-
dents have adopted a clinically pragmatic approach to this
issue, in much the same way that practitioners have
adopted an iterative approach to patient management that
zeros in on the best treatment for that patient at that time.
Succinctly put, students desire instruction in those proce-
dures that will best enable them to safely achieve clinical
success under a wide variety of clinical circumstances.
And, as surprising as it may seem, it is the author’s expe-
rience that not only are students able to handle this state of
uncertainty, they seem to appreciate the intellectual hon-
esty inherent in its acceptance.

Weighing evidence
The course that introduced students to the most commonly
used chiropractic Name techniques systems at CMCC
emphasized the importance of carefully weighing differ-
ent types of evidence in order to assess the merits and
reasonableness of any chiropractic approach. This follows
the opinions of Sackett,50 Meeker,1,51 Rosner,52 Hayes et
al.53 and other experts in this area that remind the reader
that evidence-based practice must go beyond only incul-
cating those practice activities that have withstood the
rigors of randomized clinical trials (RCTs). These experts
agree that ‘best practice’ is a synthesis of RCTs, meta-
analyses of these RCTs, expert opinion, case series, case
studies and, perhaps under-appreciated until very re-
cently, the clinical experience of the practitioner. Hayes et
al. has recently captured this sentiment by opining that:

“… early formulation de-emphasized traditional determinants of
clinical decisions, including physiologic rationale and individual
clinical experience. Subsequent versions of evidence-based deci-
sion making have emphasized that research evidence alone is not
an adequate guide to action. Rather, clinicians must apply their
expertise to assess the patient’s problem and must also incorpo-
rate the research evidence and the patient’s preference or values
before  making a management recommendation” (53:1–2).

In a recent article, Bolton54 explored this issue in terms
of outcome measures. She opined that because chiro-
practic is holistic, both quantitative and qualitative re-
search studies must be considered. Whereas quantitative
studies tend to focus on a priori end points, qualitative
research works in the interpretivist paradigm (wherein
variables cannot be isolated as they are in the reductionist

approach). This design model purposefully observes com-
plexity and interaction in context, adopting a phenomeno-
logical approach that looks at the lived experience,
behaviors and actions of patients in everyday life. This
information is often gathered during outcome studies that
focus on measuring outcomes that are relevant and mean-
ingful to the patient. Echoing the opinions of many field
practitioners, outcomes research focuses on what actually
happens to patients in practice. In simpler terms, quantita-
tive studies seek to assess clinical efficacy of an interven-
tion under ideal, controlled conditions, whereas outcome
research investigates the effectiveness of an intervention
under everyday and real conditions. Mootz has referred to
these two different paradigms as molecular and contextual
respectively.55

Name techniques and Issues of Jurisprudence
The increasing use of chiropractic technique systems
other than Diversified technique by Canadian chiroprac-
tors has already drawn the attention of those individuals
involved in the development of chiropractic regulations,
and will continue to do so. Several areas of jurisprudence
now require constant reevaluation. These include; defin-
ing what is and what is not a chiropractic technique; the
development of standards of care and guidelines; self-
regulation; informed consent; and professional practice
activities.

i. Defining a ‘chiropractic technique’
An obvious question that is often asked of the author is:
What exactly distinguishes a chiropractic Name technique
from other therapeutic approaches? Certainly defining a
chiropractic technique as ‘something a chiropractor does’
is woefully inadequate. Others erroneously conclude that
a chiropractic technique is only that activity involving the
controlled act of manipulation; that is, a high-velocity low
amplitude (HVLA) thrust into the paraphysiological
space. Unfortunately, defining a chiropractic technique
using this criterion will not capture the vast majority of
other chiropractic Name techniques, nor would it allow
for an understanding of the contextual differences that
exist within the chiropractic profession.

First, it must be emphasized that chiropractic is a health
care profession, and not merely a treatment modality,56

and the practice activities that constitute chiropractic care
go beyond manual therapies. That having been said, spinal
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manipulation or adjustment is the core clinical mode of
action upon which all chiropractors agree.1 Moreover,
chiropractors have developed a unique lexicon to distin-
guish themselves from other health care providers who
may utilize manipulation as a therapy (such as physi-
otherapists, medical physicians and naturopaths). In the
broadest sense, it seems fair to state that a chiropractic
adjustment is any load or force applied to a specific body
tissue with therapeutic intent.1 In turn, this load can vary in
terms of its velocity, amplitude, duration, frequency, as
well as anatomical location, choice of levers and direction
of force.1 Using this approach, vastly different techniques
such as NSA, Logan basic, SOT, and Diversified can all be
grouped under the umbrella term of a chiropractic tech-
nique. Thus, all manipulations are adjustments, but not all
adjustments are manipulations. Of course, the chiropractic
lexicon also includes terms around which there exists
much controversy and confusion, including, but certainly
not limited to, subluxation,57 innate intelligence,58 and
Dis-ease.59 Lastly, it must be mentioned that some
chiropractors exclusively reserve the term ‘adjustment’
when referring to the correction of spinal subluxations.27

ii. Standards of Care and Guidelines
These subtle differences between chiropractic adjust-
ments and manipulations are more than just semantic.
Understanding the different therapeutic goals of chiro-
practic care requires an appreciation of cultural or contex-
tual differences among chiropractic practitioners. This
appreciation is of particular importance to those individu-
als responsible for the development of professional qual-
ity assurance standards and guidelines. Conversely, in the
event that standards and guidelines are developed without
consideration of the different world-views within the
chiropractic profession, some field practitioners may feel
that these guidelines do not apply to them and may reject
these guidelines out of hand. Gatterman and her col-
leagues60 have recently addressed this issue, opining that
the poor differentiation of guidelines from standards of
care contributes to mistrust of the guideline development
process. In essence, guidelines must allow for flexibility
for individual differences, in terms of ideological princi-
ples, diagnostic and therapeutic preferences, and indi-
vidual patient preferences, whereas standards of care are
authoritative statements that establish minimum levels of
acceptable performance. Thus, rather than be seen as a

cookbook from which policy is built, legal restrictions
imposed or cost containment derived, guidelines must re-
flect the ideological differences that exist throughout the
profession. As Gatterman et al concluded “to reduce barri-
ers of acceptance and implementation, guidelines should
be inclusive, patient-centered, and based on a variety of
evidence and clinical experience”.60:14 This would subse-
quently allow guidelines to be used as an educational tool
to better inform practitioners to make more rational deci-
sions with respect to patient care.

iii. Self-regulation
The importance of defining what is and what is not a
chiropractic technique for the purposes of standards of
care became critically important in a recent case before
the Supreme Court of Nova Scotia.61 In that case, the
Board of the Nova Scotia College of Chiropractors (NSCC)
sought an interlocutory injunction against an individual
(and his spouse) accused of practicing chiropractic without
a license. The issue at hand was that, although the defendant
did not have a license to practice chiropractic in Nova
Scotia, he held himself as a ‘spinologist’ who was perform-
ing the Blair Technique Correction on his patients. The
Blair Technique is a tonal-based technique comprised of an
admixture of Torque Release and upper cervical tech-
niques. If a chiropractic procedure was defined as only
those procedures that involved a high velocity, low ampli-
tude (HVLA) thrust into the paraphysiological space, the
Blair Technique would not qualify, the defendant would not
be practicing chiropractic without a license, and the injunc-
tion may have been denied. However, because it was de-
cided that the Blair Technique was a chiropractic technique,
the injunction was in fact granted. This is an important
landmark in Canadian chiropractic law because it demon-
strated the importance, ability and willingness of a chiro-
practic regulatory body to regulate itself and its members
(and those within its jurisdiction).

iv. Informed consent
Besides the issue of consent for such interventions as cer-
vical manipulation, the area of chiropractic modes of care
also raises unique concerns. While some techniques, such
as Diversified, are taught at all accredited chiropractic
colleges, and while other techniques, such as Gonstead,
Thompson, Activator Methods and Palmer HIO, are
taught at a number of accredited chiropractic colleges,
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there are also a number of chiropractic techniques used by
field practitioners that are taught only at technique semi-
nars. Thus, jurisdictions are faced with the dilemma of
permitting a technique to be utilized according to practi-
tioner (and patient) preference, despite the potential lack
of proper instruction, quality assurance or guarantee of
minimal competency performance. After all, it is the
chiropractic college community that is most familiar with
designing evaluation instruments, with the administration
of competency-based examinations and the collation of
performance-based outcomes; It is the accredited colleges
that serve as the repository of much of the profession’s
knowledge, in terms of employing skilled researchers, the
ability to design appropriate research projects, the access
to needed seed monies, and the networking skills to work
with other scholars or research organizations (Universi-
ties, Consortiums, Committees and so on). By contrast,
these pedagogical and operational skills are often absent
from weekend seminars and their proponents.

In addition to issues related to minimal competency
performance, there are also concerns by third-party payers
as to the appropriateness for many of these Name tech-
niques for patient care, in light of the fact that little, if any,
evidence has been published on their clinical effective-
ness in peer-reviewed journals. Some regulatory boards,
such as the College of Chiropractors of Ontario (CCO),
are attempting to develop standards of practice to address
these concerns. After much word-smithing and delibera-
tions,62 the CCO has set the standard of practice to read
that a ‘technique, technology, device or procedure’ must
be ‘taught in the core curriculum, post-graduate curricu-
lum or continuing education division of one or more col-
leges accredited by the Council on Chiropractic Education
Inc., or in an accredited Canadian or American University
in a manner intended to achieve clinical proficiency’ or
otherwise approved by the CCO, to be permitted for use in
a clinical setting.63

This proposal has also elicited comments from mal-
practice carriers.64 Consider, for example, the case of a
patient who alleges they were injured as the result of a
practitioner using a Technique that falls outside of the
core procedures taught and evaluated at a chiropractic col-
lege. The patient might reasonably state he or she would
not have consented to the procedure if they were told that
the practitioner could only have learned the Technique at a
weekend seminar. Conversely, if the patient had provided

expressed written consent indicating that he or she was, in
fact, aware the Technique their chiropractor was going to
use was not taught within the college environment, the
patient could not later claim ignorance in this regard.
Lastly, there is also the issue of the Technique falling
within or outside of the scope of practice in the jurisdic-
tion where the doctor practices. If this determination is not
made before the procedure is delivered, there could be
issues of coverage eligibility should a civil suit be
launched.

v. Guiding professional practice standards of care
A better understanding of the clinical effectiveness of dif-
ferent Name techniques, as well as their popularity among
both practitioners and patients, may help guide regulators
to contemporise their standards of care and guidelines. An
example of this approach may be applied to a standard of
care that this author finds particularly puzzling. Currently,
the use of an activator or other mechanical device is pro-
hibited in Saskatchewan. Specifically, the most recent
professional standard states that:

‘no member shall use a machine or mechanical device as
a substitute method of adjustment by hand of any one or
more of the several articulations of the human body’.65

Historically, there may have been justifiable reasons to
prohibit the use of a mechanical device by a field practi-
tioner for patient care. These may have included: lack of
evidence of clinical effectiveness; issues of patient safety;
concerns that practitioners using mechanical devices may
not provide quality patient care (i.e. develop high volume
practices); and the lack of physical touch.

In response to these concerns, there is now an abun-
dance of evidence suggesting that patients experience sig-
nificant therapeutic outcomes while under the care of a
chiropractor using an activator,40 with a favorable safety
record. Although a recently published article described
three cases of adverse reactions experienced by patients
treated with a mechanical assisted device (MAD),66 each
case involved issues not unique to the use of non-manual
procedures. One of these cases involved the eventual dis-
covery of a rare tumor of the scapula which failed to re-
spond to two different surgeries, another case involved a
chiropractor who did not refer a patient for further investi-
gations even after a lengthy period of non-responsiveness
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to care, and the third case involved a practitioner who did
not obtain proper consent and had only minimal training
in the proper use of the MAD.66

Defining what constitutes a ‘quality’ therapeutic en-
counter seems to continue to challenge regulators. In gen-
eral, if a practitioner is capable of gathering sufficient
information to address the questions of a ‘SOAP’ (subjec-
tive, objective, action and plan) note, then the encounter is
thought to meet minimal standards of care.67 Thus, if a
practitioner is able to obtain this information, even if he or
she has a high-patient volume practice, they have met
minimum standards of care, regardless of the therapeutic
method used.

Lastly, while one of the strengths of the chiropractic
encounter rests on it being low-tech and high-touch,68

there may be instances where the use of a mechanical
device may be advantageous. These include; adjusting an
osteopenic patient or infant [one study reported that the
activator generated a force of less than 50N, compared to
120N during SMT of the neck];69 circumstances of a large
patient and a diminutive doctor; and cases involving pa-
tients who have been physically or sexually abused and
may resist personal contact.

In summary, considering the popularity of mechanical
devices for patient care, the evidence of its clinical effec-
tiveness, a safety record as good as that of SMT, and its
diverse clinical utility, the continued prohibition against
the use of an activator by the Chiropractor’s Association
of Saskatchewan may not be defensible at this time in
terms of an evidence-based approach. The information
reported in this article may aid chiropractic regulatory
bodies with the arduous task of keeping abreast of con-
temporary data as it becomes available, suggesting
amendments to standards of care and guidelines as cir-
cumstances dictate.

Conclusion
Students at CMCC continue to express interest in learning
certain chiropractic technique systems in addition to Di-
versified technique. Over the past several years, perhaps
as a result of the ‘new curriculum’ implemented at
CMCC, students opinions have gravitated towards those
name techniques that would best integrate with the func-
tional-based curricular model underpinning the program
at CMCC, and have moved away from those techniques
systems that may be less congruent with a Diversified

approach. Chiropractic technique systems that receive the
widest base of interest by CMCC students include
Thompson Terminal Point, Activator Methods, Gonstead,
and Active Release Therapy techniques. Armed with this
seemingly unwavering interest expressed by students,
coupled with ongoing demographic trends observed in the
professional landscape both in Canada and elsewhere, it
seems appropriate for those responsible for curricular con-
tent to reflect these interests and to assume a more active
role in Name technique instruction. Moreover, in keeping
with a preference towards evidence-based practice activi-
ties wherever possible, such an approach may augment a
student’s critical appraisal abilities and potentially prevent
the more outlandish techniques from exploiting an inexpe-
rienced student.70 Another factor in favor of the involve-
ment of CMCC into this areas of professional practice is
the fact that, unlike other health care professions, when a
new chiropractic technique system is developed it stands
beside, rather than replaces, the group of other chiroprac-
tic techniques already in use, and the list of chiropractic
Name Techniques in use shows no sign of diminishing.27

This pragmatic, hands-on approach by CMCC would
serve several functions. It may capture monies destined to
go into the pocket of outside technique instructors and
entrepreneurs; it would ensure high level of evidence-
based instruction; it may add to a practitioner’s market-
ability for locum services;71 and it may better prepare
students for the exigencies of various clinical circum-
stances. Moreover, clearly delineating between those
techniques that are taught within the college environment
from those taught outside of it may also serve to better
insulate a chiropractic college from the more questionable
(if not outrageous) activities of some field practitioners.
Like it or not, it would seem that chiropractors and their
academic institutions are judged more by the actions of
those at its periphery than those at its core.72 Lastly, devel-
oping a curriculum that resonates well with student’s in-
terest may also ultimately reflect favorably in terms of
alumni membership.

Lastly, the findings presented here, in combination with
demographic trends of the professional chiropractic land-
scape in Canada, may also influence chiropractic jurispru-
dence. Issues requiring constant re- evaluation include;
issues of informed consent; self-regulation; and ensuring
current standards of care and guidelines that are congruent
with the current best clinical evidence, and thus defensible.
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