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Collaborative Health Care

How Chiropractors began working in a Community Health Centre 
in Ottawa

Introduction
This paper describes the evolution of the first volunteer
chiropractic clinic in Canada that was initiated within an
Ottawa Community Health Centre. The authors describe
the development, challenges and outcomes of introducing

chiropractic care within a medical environment and dem-
onstrate collaboration between Chiropractors and Inter-
disciplinary Health Care Provider Teams.

The use of chiropractic services has grown dramatical-
ly over the last 10 years for those who are able to pay for
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the services. Today 4.5 million Canadians annually have
overcome the barriers of cost, regulation, and non-referral
to find their way to chiropractors’ offices to seek treat-
ment (CIHI, 2002). On May 18 2004, the provincial gov-
ernment of Ontario announced that, beginning in the fall
2004, chiropractic services would be “de-listed” from the
Ontario Health Insurance Plan (OHIP). This action termi-
nated more than 30 years of public funding for chiroprac-
tic services of which OHIP covered approximately 25%
of the cost. The provincial government estimated the di-
rect cost savings to the government to be $200 million
over two years. The action to de-list chiropractic services
has implications on access to, cost of and quality of care
for Ontario residents (Deloitte & Touche Consulting
Services [DTCS], 2004). The inability to pay for chiro-
practic services acts as a significant deterrent for lower
income groups (Manga, 2000). These groups’ health
needs are typically served by Ontario Community Health
Centres. The integration of chiropractors into Ontario
Community Health Centres (CHC’s) allows for equitable
access to chiropractic services to treat neuromusculo-
skeletal disorders and attain equal or better health out-
comes for lower income patients as compared to medical
treatment services alone (Bronfort, et al., 2001; Kjellman,
et al., 1999). Integration of chiropractic and physician
services through collaboration has the potential to reduce
health care costs and resolve health human resource prob-
lems (Nelson, et al., 2003; Manga, 2000).

Historically, community health center (CHC) funding
has included medicine, nurses, nutritionists, nurse practi-
tioners, social workers, chiropody, and other para-medi-
cal professionals as part of the health promotion, disease
prevention and health care of CHC clients. Clients need-
ing treatment and physical rehabilitation of the spine are
not able to obtain these services within CHC’s, which ne-
cessitates external specialty appointments. Appointments
are not easily made, as language issues and delays in ini-
tial consultations due to waiting lists make the timely as-
sessment and treatment of spinal syndromes challenging.
The cost of chiropractic services beyond that covered by
OHIP also poses a significant barrier to CHC clients. In
addition, research shows that new chiropractic patients
have often been in the public system for six months and
have not obtained relief from symptoms before finding
their way to a chiropractor (Kirby, 2001). For lower in-
come groups this represents six months of ineffective

treatment, six months of discomfort, six months of un-
necessary suffering, and six months of additional expense
to the system.

Back pain is one of the leading causes of disability in
Canada. Badley et al. (1995) found from an analysis of
the 1990 Ontario Health Survey that musculoskeletal dis-
orders ranked first in prevalence as the cause of chronic
health problems, long-term disabilities, and consultations
with health professionals, and that they ranked second for
restricted activity days and use of both prescription and
non-prescription drugs. A recent national survey by Envi-
ronics Research (April, 2003) found that 66% of Canadi-
ans suffered from back pain in the last year. Of those 30%
indicated that their pain lasted a month or more and 16%
indicated that it was chronic. In addition, 55% cited cost
as a barrier to seeking treatment, usually because of lack
of coverage by provincial health plans or employee bene-
fit plans. Evidence also suggests that musculoskeletal
disorders are associated with rising age, lower levels of
schooling, lower income and unemployment (Badley &
Ibanez, 1994); population attributes that are identical to
the majority of clients served by Ontario CHCs (Abelson
& Lomas, 1990). Fifteen per cent of back pain sufferers
report losing time off work ranging from a few days to a
month or more and it is estimated that musculoskeletal
disorders cost society a total of $16.4 billion in direct
(treatment and rehabilitation) costs and lost productivity
(Environics Research, 2003). Only a third of patients
with back pain are treated by chiropractors or other allied
health professionals in Ontario per year (Aker et al.,
1993; Environics Research, 2003). There is a great op-
portunity to improve the access to chiropractic services
given the overwhelming evidence on the effectiveness
and cost-effectiveness of chiropractic care (Hurwitz, et
al., 2002; Bronfort , et al., 2001; Manga, 2000; Manga &
Angus, 1998; Stano & Smith, 1996; Meade, et al., 1995;
Manga, et al., 1993). The growing interest in complemen-
tary and alternative medicine (CAM) within mainstream
medicine for degenerative and lifestyle conditions pro-
vides the impetus for closer investigation of the impact of
an integrated and collaborative model of chiropractic care
and the benefits to CHC clients, providers and the health
care system (Menke, 2003).

In Ontario, the Primary Care Implementation Steering
Committee (1997) reported that the integration of health
service delivery could ensure continuity of care, optimise
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effective and cost-effective care, address manpower
shortages and promote health. Similarly, Leatt (2002)
recommended in the synthesis of Federal Health Transi-
tion Fund studies on integrated service delivery that im-
plementation of the integration agenda by government
and health professions be accelerated. Finally, Romanow
(2002) identified continuity and coordination of health
care services as important underlying themes for a com-
plete and effective primary care delivery system. Despite
the recommended push to avoid duplication and integrate
primary health care delivery across providers, there are
still very few examples of integrated, collaborative prac-
tice involving chiropractic in the primary care system
(D’Astofo, 2002). Several strategies have been proposed
and evaluated to facilitate collaboration between health
professional groups and their integration into primary
care (Way & Jones, 1994; Kates, et al., 1997; Zwaren-
stein, et al., 1998;Way, et al., 2001). However, the estab-
lishment of collaborative practice between physicians
and chiropractors in multidisciplinary settings, particular-
ly in the United States, has met with varied success
(Cooper & McKee, 2003; Triano, et al., 1997) Barriers to
successful collaboration include provider competition
and bias, philosophical differences, physicians’ lack of
knowledge of chiropractic interventions, lack of interdis-
ciplinary practice models or frameworks, lack of evi-
dence to support clinical efficacy, habitual bias, cultural
bias and prejudice, legislative barriers, consumer atti-
tudes, and lack of funding for services (Menke, 2003;
D’Astofo, 2002; Sicotte, et al., 2002; Pelletier, et al.,
1999; Astin, et al., 1998). Much of the failure to collabo-
rate and integrate services stems from poor communica-
tion and coordination among health care workers
(Shortell, et al., 1993; Leatt, 2002; Romanow, 2002).

The benefits from introducing chiropractic care into
CHC’s through an integrated primary health care provid-
er collaborative care model include decreased waiting
lists and waiting periods for some specialty referrals due
to availability of chiropractic care for musculo-skeletal
complaints. Studies have shown that patients have high
satisfaction with chiropractic care compared to other
approaches and that costs associated with treatment of
lower back pain are less than medicine/physiotherapy
(Menke, 2003; Hertzman-Miller, et al., 2002; Carey, et
al., 1995; Shekelle, et al., 1995; Cherkin & MacCornack,
1989; Stano, 1993; Stano & Smith, 1996; Mosley, et al.,

1996; Manga, 2000). For example, reduction in the de-
mand for advanced radiographic imaging as well as labo-
ratory testing of blood and urine will result in cost
savings to the health care system since chiropractors typ-
ically rely chiefly on less costly plain film imaging for di-
agnostic purposes. Reduced referrals for surgery and for
pharmaceutical care associated with the introduction of
chiropractic care into the CHC environment would be
cost saving to the health care system. Finally, primary
health care practitioners within CHC’s may be able to re-
duce their case load by providing access to physical treat-
ments to a population with health concerns that may not
respond well to pharmacologically based treatments.

In January of 1997 the Eastern Ontario Chiropractic
Society agreed to recruit chiropractors who would cover
9 treatment hours a week in a local community health
centre. The chiropractors aim was to create a successful
project in the Ottawa Community Health Centre that
could serve as a model of collaboration in multi-discipli-
nary health care which would for the first time include
chiropractors. The project involved the implementation
of an interdisciplinary health care delivery strategy with-
in a CHC setting using evidence-based clinical care
guidelines (Canadian Chiropractic Association, 2002) to
improve the level of collaboration between CHC health
care providers and chiropractors. Looking back, Commu-
nity Health Centres were in retrospect an obvious place
to start. Over 75 of these health centres operate through-
out Ontario providing a large menu of social and health
services to their clients including medicine, chiropody,
nursing, social work, counseling, physiotherapy, and psy-
chiatry.

Developing consensus
One might assume that the doctors and staff of the CHC
would be extremely pleased with the idea of having chi-
ropractic care available, at no charge, to their clients.
That was not the initial reaction we received. There were
a few meetings required to answer questions and deal
with concerns. To aid in the process of introducing the
concept of the inclusion of chiropractic care into a com-
munity health centre, we presented a document to explain
the protocols that we would use with patients, identify the
risks, the types of conditions we would be treating, our
scope of practice, and our treatment procedures. For
everyone at the CHC, working with chiropractors would
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be a new experience. For most of the chiropractors at that
time, working in a multi-disciplinary environment would
be a new experience for them as well. After the second
meeting, a social worker on the committee representing
the Carlington Community Health centre asked why we
would want to take on an unpaid position in their CHC.
As a group, we spoke to the idea of making a critical dif-
ference for the patients that had no access to a service
that we felt was extremely important.

Finding a champion
The CHC’s in Ottawa approach decisions through con-
sensus building and we were fortunate to have a champi-
on in the form of the Michael Birmingham, the Executive
Director. Dr Michael Birmingham had been a chiroprac-
tic patient and understood the scope and effectiveness of
chiropractic. He saw as well, that the physicians and
nurse practitioners of the Carlington Community and
Health Services Centre, would likely be more open to
working with chiropractors because they were used to
working multiple health disciplines, and treating more
complex patients with many special needs and unique
concerns.

On our team we had a chiropractor, who was also a
family physician. It becomes easier to speak with the
physicians about the benefits of chiropractic care, when
we had a physician on our team who could confidently
speak to our expertise in the diagnosis and treatment of
patients within our scope of practice. Dr. Jeff Balon’s role
in highlighting the chiropractic case for the committee of
medical doctors in the health centre was a significant fac-
tor in the speed in which we were able to gain their even-
tual support.

The unique patients of Community Health Centres
The patients served at community health centres in Otta-
wa included victims of incest, psychiatric patients, new
Canadians, landed immigrants, transsexuals, and even
victims of torture. It was thought that the chiropractor’s
set of skills and abilities might be very helpful in assist-
ing in the health concerns of this very complex patient
population. Like patients everywhere, Carlingtons’ cli-
ents had issues around pain, disability, and musculo-skel-
etal problems that made them especially open to the
services of chiropractors. More over, this population was
generally unemployed or the working poor. There were

no financial resources available to them to receive chiro-
practic care without some type of funding. As a result, up
until the chiropractors offered their services at no charge,
there was no chiropractic treatment available to them.

Fiscal creativity
Community Health Centres operate on a very tight fiscal
budget. Each program is allocated dollars and in many
cases, programs are only funded from year to year. For
the chiropractic clinic, there was no budget available, so
the pilot had to be self-funded. OHIP funds were not
available because of the agreements between the city and
the CHC that required all funding to remain within the
budget of social services only. As a result, no money
could exchange hands and OHIP could not be billed. All
chiropractic services had to be donated if they were going
to be rendered.

The project was to last a minimum of 12 months. We
lacked x-ray services so patients had to be sent to one of
the local chiropractic offices with x-ray for OHIP only.
There were no additional treatment rooms available, so a
conference room was fashioned to hold a chiropractic ta-
ble. There was no money available for the start up costs,
so the Ontario Chiropractic Association and the Rotary
Club of West Ottawa were approached and $7000.00 was
raised to get the clinic started with supplies and equip-
ment.

Beginnings
The clinic was launched in May of 1997 in conjunction
with spinal health week. A small budget was found to
fund a position for a part-time receptionist who acted as a
clinic coordinator. We were fortunate enough to have Dr.
Jan Kemp, the OCA president at the opening as well as
Dr. Robert Cushman the medical officer of health, and a
few local politicians. We were interviewed by CBC radio
and we had coverage in the local community newspaper.
It was an exciting time because for the first time, chiro-
practic care was available in a community health centre
and as well, chiropractors of the Eastern Ontario Chiro-
practic Society were in complete agreement and were fol-
lowing through on helping to create health choices for
those patients with limited financial means who needed
chiropractic.

Despite little or no advertising, the clinic patient roster
grew fairly rapidly. Within a few short months, the clinic
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was fully booked and patients were reporting high satis-
faction with the doctors who volunteered. It is interesting
to note that in surveys of patients, the chiropractic pro-
gram scored as high in patient satisfaction as any of the
other programs and in fact, during the five years in opera-
tion there were only two complaints, both from the same
patient. When reviewing the clinic operation and the
large number of different chiropractors who volunteered,
the potential for problems and conflicts with an often-
challenging patient population, it was a significant ac-
complishment.

Measuring impact
A number of initiatives took place during the five-year
operation. Two retrospective interviews of patients,
chiropractors, physicians, nurse practitioners, and coordi-
nators were taken to evaluate the clinic’s efficiency and
success. Several presentations at inter clinics, informal
meetings, and luncheons were also a part of the ongoing
attempts to improve communication and patient care.
Alan Rock, Federal Health Minister at the time, during a
special visit to tour Carlington, was made aware of the
special contribution the chiropractors were making. The
patients themselves provided a series of testimonials that
were used to help bring attention to the clinic and its’
unique patient population. Many of these were mailed to
the provincial minister of health during earlier periods of
difficulty with the Ontario government. From those expe-
riences, the Community Health Centres became aware of
chiropractic and its’ unique niche in health care. The in-
terest in having chiropractic care in other community
centres was noted in the questions and inquiries that were
fielded by the executive director at Carlington. This rela-
tionship was very positive and the CHC association of
Ottawa-Carleton became a strong supporter of the chiro-
practic profession in a letter to the ministry of health and
the premier because of the relationships that was created
at Carlington.

Challenges
Any volunteer clinic has its share of challenges. We saw
fewer doctors volunteering and burnout becoming a prob-
lem for a few doctors that could never say no. Some times
the clinic had to close at the last minute and there were no
doctors in reserve to go in if a chiropractor was sick or
was delayed. Some patients were, for many reasons,

somewhat unreasonable in terms of treatment needs and
made demands that had to be managed carefully. The fi-
nal reality came in the fall of 2003 when the looming cuts
that needed to be made within the CHC started to impact
the salary of the chiropractic health assistant that was be-
ing paid out of the CHC budget. Her salary was necessary
to help keep the operation going smoothly. The chiro-
practic assistant’s job was to interface with the patients,
the CHC staff, the volunteer chiropractors, and the vari-
ous levels of management. The assistant held the clinic
together and without a paid assistant, the volunteer clinic
could not continue. During the five year span, we were
fortunate to have three excellent women who managed to
keep patients, doctors, and Carlington Staff happy and
engaged. Those three women were often the center of
every issue and problem that took place and in most cas-
es, handled most issues on their own smoothly and pro-
fessionally.

In spite of the excellence of our staff and our volunteer
chiropractors, the difficulty of keeping a volunteer clinic
going after 5 years was becoming apparent. Some of the
chiropractors themselves were becoming tired of volun-
teering with no end in sight. The patients were happy
with the care and very grateful, but it was becoming more
difficult to reassure them that the clinic was going to stay
open. With funding cuts, we had to open fewer days form
9 per month to 6 and sometimes less. It was difficult be-
cause we knew that the clinic could not sustain itself in-
definitely in its’ present form. Something had to change.
We began to mentally prepare ourselves for the possibili-
ty of closure of the clinic. It was, to be honest, a low point
for everyone.

A new opportunity
Early in the spring we were advised by the Ontario Chiro-
practic Association, the Ontario Government launched it’s
own special health transitions fund which was a multi-mil-
lion dollar fund to identify and study new methods of de-
livering health care with an emphasis on collaboration. We
felt that our earlier work and the clinic’s current activity
could be very helpful in convincing evaluators that our
proposed study could be useful in assessing the impact on
health care that would take place with chiropractic servic-
es being introduced into a community health centre. We
were able to create an excellent study team from the many
relationships that had been created through the clinic. This
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team drafted a proposal that was ultimately accepted after
several anxious months of waiting.

In the winter of 2004 the Carlington Clinic of Chiro-
practic closed its doors to patients. A letter was sent to
them to let them know that the following summer the clin-
ic would re-open and a funded clinic with one chiropractor
would open in its place. The remaining months were need-
ed to allow an impressively credentialed study team made
up of chiropractors, medical doctors, epidemiologists,
health economists and social scientists to design a study
that would incorporate chiropractic services into three
community health centres in Ottawa. The study team
would review the literature on chiropractic and its’ impact
on health outcomes and create a study design to evaluate
the impact of chiropractic care on that community of pa-
tients, health care practitioners, chiropractors, and health
care costs. That study, involves two centres and began in
August of 2004 to continue for an additional 20 months.
The study award was significant. Over eight hundred and
eighty thousand dollars would become available for us to
study chiropractic within a community health centre.

Lessons learned
At the end of the day, the chiropractors succeeded in
getting funding for their clinic, as well as funding for an

additional clinic that was created because of their tremen-
dous success at Carlington. The experience provided an
opportunity for collaboration with health care colleagues
and a chance to contribute towards new health outcomes
research in an unstudied population demographic. Two
chiropractors eventually were hired to staff the community
health centres and they are now accepted as contributing
members of the health care team in those centres.

Summary
The activities of Eastern Ontario Chiropractic Society
could be seen as a model that could be duplicated for chi-
ropractors in the profession that are interested in advanc-
ing the interdisciplinary opportunities for the profession.
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