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Chiropractic “Name Techniques”:
a review of the literature
Brian J. Gleberzon, DC*

In a previous article, the author discussed current trends
in utilization rates of chiropractic “Name Techniques”
in Canada, and provided recommendations for their
inclusion into the curriculum at the Canadian Memorial
Chiropractic College. In this article, a review of the
literature on “Name Techniques” was conducted, with
interpretation and synthesis by the author. One hundred
and eleven articles were found. These were: technique
discussions (N = 39), case studies (N = 25), case series
(N = 5), experimental studies (N = 25) and clinical trials
(N = 17). The literature suggested that prone leg length
testing and some x-ray mensurations may have
acceptable inter and intra-rater reliability. In addition,
there are several case studies that reported significant
clinical benefits by patients receiving Activator,
Alexander, and Upper Cervical treatments. Patients also
reported improvements in quality of life while under
either Upper Cervical or Network Spinal Analysis care.
This information may help develop professional practice
guidelines, and it may have implications for chiropractic
research and education.
(JCCA 2001; 45(2):86–99)
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Dans un article précédent, l’auteur discutait des
tendances actuelles dans les taux d’utilisation des
« techniques de nom » chiropratiques au Canada et
fournissait des recommandations pour leur inclusion
au programme du Canadian Memorial Chiropractic
College. Cet article fournissait un examen qualitatif
de la littérature sur les « techniques de nom », avec
interprétation et synthèse par l’auteur. 111 articles ont
été étudiés. Il s’agit de : discussions des techniques
(N = 39), exposés de cas (N = 25), série de cas (N = 5),
études expérimentales (N = 25) et études cliniques
(N = 17). La littérature suggérait que les tests de
longueur de jambe en pronation et certaines
mensurations radiographiques pouvaient avoir une
fiabilité inter et intra-évaluateur. En outre, plusieurs
exposés de cas rapportaient des avantages cliniques
significatifs pour des patients recevant les traitements
Activator, Alexander et Upper Cervical. Les patients ont
également signalé une amélioration de leur qualité de vie
durant des soins Upper Cervical ou Network Spinal. Ces
informations pourront contribuer à définir des consignes
de pratique professionnelles et peuvent avoir des
retombées dans la recherche et l’éducation
chiropratique.
(JACC 2001; 45(2):86–99)
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Introduction
In a previous article, the author discussed current trends in
utilization rates of chiropractic “Name Techniques” in
Canada, and provided recommendations for their inclu-
sion at the Canadian Memorial Chiropractic College.1 The
term “Name Techniques” refers to the group of chiroprac-
tic technique systems that can trace their origins back to
individual developers, such as Clarence Gonstead, Clay
Thompson, Hugh Logan or BJ Palmer. The purpose of this
article is to describe the results of a literature search of
several different “Name Techniques”. This process is an
important first step in building an evidentiary foundation
upon which clinical decisions should be made, and it fur-
ther guides research efforts by exposing those areas that
are insufficiently investigated. Moreover, this information
may better enable academic administrators to make more
rational decisions with respect to the inclusions of those
“Name Techniques” previously identified by the author
into the colleges’ curricula.

Method
A review of the literature was conducted, with interpreta-
tion and synthesis by the author. The search strategy in-
volved accessing Mantis, Medline and CINAHL databases
from 1993–2000 (English language) using the following
key words:

Activator, Activator Methods, Active Release Therapy,
Alexander, Applied Kinesiology, Atlas Orthogonality
Technique, Barge, Basic, Blair, BioEnergetic Synchroni-
zation Technique, BEST, Carver, Chiropractic Biophys-
ics, Cox Flexion-Distraction, Crane Lift, Directional
Non-Force Technique, DNFT, Duffy, Flexion-Distraction
Technique, Gonstead, Grostic, HIO, Leander Technique,
Life Upper Cervical, Logan Basic, Kale, Mears, Meric,
Mitza Neuroemotional Technique, NET, Network Spinal
Analysis, National Upper Cervical Chiropractic Associa-
tion technique, NUCCA, Occipital Lift, Orthospinology,
Palmer HIO, Pettibon, Pierce-Stillwagon, Sacro-Occipital
Technique, Spinal Stressology, SOT, Sweat Adjusting
Technique, Thompson Terminal Point, Total Body Modi-
fication, TBM, Toftness, Torque Release Technique,
Touch for Health, Truscott System, Upper Cervical, Van
Rumpt Technique.

The majority of chiropractic literature is indexed by
these databases.

Results
One hundred and eleven articles were found within the
search parameters, and an annotated bibliography was
compiled. Each article was then grouped together by tech-
nique (Table 1). When the articles were grouped by
“type”, this search revealed the following; technique de-
scriptions (N = 39), case studies (N = 25), case series
(N = 5), experimental studies (N = 25) and clinical trials
(N = 17). It should be noted that it is possible that other
studies described as using “spinal manipulative therapy”
were in fact performed using a “Name technique” such as
Gonstead or Thompson Terminal Point, which would not
be identified by this search strategy. However, no effort
has been made by the author to identify if this had oc-
curred, and only articles found within the search strategy
parameters are included in this report.

For the purposes of this article, “experimental studies”
refers to studies that sought to investigate a diagnostic or
therapeutic feature of a Name Technique such as leg
length evaluation or x-ray mensuration. Such studies typi-
cally investigate the intra and inter-reliability of a particu-
lar procedure. However, this does not include those studies
that assessed the effectiveness of a technique on a patient
in a clinical setting, which are instead referred to as “clini-
cal trials” in this article.

Review of the literature by technique

Activator Methods Chiropractic Technique
Twenty one studies were found on Activator Methods
Chiropractic Technique. Three articles2–4 were descrip-
tions of the technique (history, philosophy, diagnostic or
therapeutic protocols etc.). Six articles were case studies,
detailing the successful Activator treatment of patients
with coccygodynia,5 lumbar disc herniation,6 cervical disc
protrusions,7 adhesive capsulitis,8 frozen shoulder associ-
ated with metastatic carcinoma,9 and torn meniscus.10 Ac-
tivator technique was also reported to have successfully
managed 10 patients with primary chronic uncomplicated
sacro-iliac joint syndrome,11 as well as 3 patients with
calcaneal subluxations with plantar fascitis and heel
spurs.12

The search revealed eight experimental studies involv-
ing Activator technique. In two of these studies, investiga-
tors reported good inter-rater reliability of activator prone
leg check procedures.13,14 Five other experimental studies
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sought to measure or describe the characteristics of the
force pattern that results from the administration of an
activator adjustment.15–19 These studies indicated that
there was a measurable adjustive force generated by an
activator which had characteristics that were different
from those measured by a high-velocity, low amplitude
(Diversified-style) thrust. Another study concluded that
the activator set to zero (no thrust) was a useful research
tool to simulate a sham adjustment.20

Two randomized clinical studies were reported using
Activator technique.21,22 One study compared the immedi-
ate effect of Activator versus Meric adjustments on pa-
tients with acute low back pain.21 The other study sought to
compare differences in pain and lateral flexion among pa-
tients with neck pain by either Activator or spinal manipu-
lative therapy (7 patients in each group).22 No statistically
significant differences were found in either study.

Table 1
Summary of Annotated Bibliography of Name Technique within search  parameters

DESCRIPTION CASE CASE EXP’T CLINICAL
TECHNIQUE OF TECHNIQUE STUDY SERIES STUDY TRIAL N

Activator 3 6 2 8 2 21

ART 1 1

Alexander 5 2 1 1 9

AK 5 2 1 8

BEST 1 1 2

CBP 5 1 3 9

Flex/ Dist 1 1

Gonstead 1 2 3

Logan 1 1 2

NSA 2 1 1 1 5

Palmer HIO 6 10 2 5 6 29

SOT 6 4 1 11

Thompson 1 1

Toftness 1 1 2 4

Mixed 2 3 5

 Total 39 25 5 25 17 111

Code: Exp’t study (experimental study), ART active release therapy, AK applied kinesiology, BEST BioEnergetic Synchroni-
zation Technique, CBP Chiropractic BioPhysics, NSA Network Spinal Analysis, SOT sacro-occipital technique
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Active Release Technique
Only one study was found within the search parameters,
and it was a description of ART by its developer.23

Alexander Technique
Alexander technique is a technique that focuses on faulty
postural and other kinematic movements. Five of the nine
articles found were descriptions of the technique.24–28

There were two case studies found. In one of these studies,
the successful management of a patient with chronic low
back was achieved by the use of three treatment models;
“manual techniques”, Rolf’s method of soft tissue mobili-
zation and Alexander technique.29 The other case study
described the successful management of an older patient
with chronic low back by the use of back school, chiro-
practic adjustments, acupuncture, psychological interven-
tions and Alexander technique.30 Another study had
patients with Parkinson’s disease complete a questionnaire
before and after instruction in Alexander technique.
Statistically significant improvements were reported in
terms of depression and improvement in management of
disability.31

One clinical trial using Alexander technique was found.
Three groups of patients (pilot, experimental and control
group of older women over age 65) were instructed in
Alexander technique. Statistically significant improve-
ments were measured in the pilot and experimental groups
in terms of functional reach, which was thought to possibly
improve balance and decrease the risk of falls.32

Applied Kinesiology (AK)
Eight articles on AK were found in this search. Five were
descriptions of the technique.33–37 Two studies investi-
gated the results obtained using AK testing methods
(manual muscle testing)38,39 and one study was a
randomized clinical trial.40

In one study, the inter-examiner reliability of the
manual muscle testing (MMT) was assessed using trained
AK practitioners in two separate trials.38 In the first trial,
three examiners had significant agreement for the strength
assessment of the piriformis muscle, but not the hamstring
muscle. In the other trial, the AK examiners had signifi-
cant agreement for strength assessment of the pectoralis
muscle, but not the tensor fascia latae muscle.

The other experimental study compared 17 patients
found to be positive to an AK testing method (MMT and

response to oral provocation test). The researchers com-
pared these findings to any hypersensitivity serum reac-
tions (IgE and IgG). These serum tests reportedly
confirmed the presence of 19 of 21 food allergies sus-
pected by AK screening procedures.39

A prospective double-blind randomized clinical trial
sought to investigate the provocative vertebral challenge
test used in AK and the response of the piriformis mus-
cle.40 In this study, the response of the piriformis muscle
appeared to be a random phenomenon unrelated to ma-
nipulable subluxations.

BioEnergetic Synchronization Technique (BEST)
Two studies were found on BEST. One was a description
of the technique by its developer.41 The other article was a
clinical trial involving patients receiving BEST treatments
at a 4-day health program.42 Using the Rand SF-36 and
Global Well-Being Scale, the patient’s self-reported quali-
tatively health status was assessed at the end of the 4-day
health program, and 8 weeks later. The researchers re-
ported improvements in 6 of the 8 subscales of the SF-36,
even after the eight week follow-up.

Chiropractic BioPhysics (CBP)
Nine articles on CBP were found in this study. Five were
descriptions of the technique.43–47 One article was a case
study of a 5 year-old child with reoccurring otitis media
who, prior to CBP treatment, reportedly had ear infections
every 3 to 6 weeks. During a six month period of CBP
treatment, however, the child experienced only one ear
infection.48 Three other studies sought to assess the reli-
ability of different radiographic mensurations used in
CBP.49–51 In all three studies, the researchers concluded
CBP radiographic mensuration procedures demonstrated
good reliability.

Flexion/ Distraction
Only one study was found discussing flexion/distraction
technique.52 In that study, the researchers determined that
the intra-examiner reliability was greater than inter-exam-
iner reliability for the protocols used to determine the need
for chiropractic adjustments.

Gonstead
A total of three articles on Gonstead technique were found
in this search. One article was a case study of a 21-year-old
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women with low back pain and grand mal seizures.53 The
authors of the article reported that the patient experienced
improvements in low back pain, neck complaints and a
decreased frequency of seizures while receiving Gonstead
treatment. The two other studies evaluated elements of
radiographic imaging techniques used by Gonstead practi-
tioners.54,55 One study suggested ways to ensure Gonstead
x-ray positioning consistency,54 and the other study re-
ported that, using Gonstead listing methods to investigate
the frequency distribution of preload state, there was a
biomechanical co-dependence of some motion segments,
and a randomness of others.55

Logan Basic
Two articles on Logan Basic technique were found in this
study. One was a description of Logan Basic technique,56

and the other was an experimental study that sought to
evaluate the reliability of x-ray protocols of Logan Basic
technique.57 A review of 100 x-rays by three Logan basic
practitioners revealed that there was fair to moderate inter-
rater agreement in determining the side of contact for Lo-
gan basic technique.

Network Spinal Analysis (NSA)
Two of the five articles on NSA were descriptions of the
technique, one authored by the technique’s developer.58,59

One article described a case of a 52-year-old male patient
with psoriasis.60 Medical management of this condition
was by the use of methotrexate, which resulted in mild
improvements that were not sustained when the patient
went off the medication. Under NSA, however, the authors
reported that, after being put on and then taken off the
medication yet again, the patient did not experience any
recurrence of his condition.

An experimental study sought to evaluate the changes in
digital skin temperature (DST), surface electromyel-
ography (sEMG) and electrodermal activity (EDA) in 20
patients under NSA care compared to five control pa-
tients.61 The authors reported that the NSA treatment
group displayed consistent sEMG readings, while the con-
trol group displayed increase sEMG readings. Significant
decrease in EDA was also reported in the intervention
group. These finding led the authors to conclude that NSA
treatment had a “sympathetic quieting effect” on patients
under NSA care.

A large retrospective study involving 156 Network clin-

ics and 2,818 patients under NSA care was reviewed.62

The authors reported that the assessment of a patient’s
wellness, as measured by self-rating evaluation instru-
ments, revealed statistically significant positive perceived
changes, with improvements in four health domains
(physical state, mental/emotional state, stress evaluation,
and life enjoyment), as well as increases in quality of life
measures.

Palmer HIO/ Upper Cervical techniques
For the purposes of this study, all articles pertaining to
upper cervical chiropractic techniques were grouped to-
gether. This included articles on such topics as Palmer
HIO, Grostic, and Atlas Orthogonal (Sweat) techniques.
Using this method, 28 articles were found on upper cer-
vical techniques. Six articles were technique descrip-
tions.63–68 Ten articles were case studies detailing the
successful management of patients with different clinical
conditions while under upper cervical care. Clinical condi-
tions that were reportedly successfully managed include
cervical disc herniation with neck pain and radicul-
opathy,69 aberrant cervical postural with neck, upper back
and upper arm pain,70 juvenile idiopathic scoliosis,71 ver-
tigo, tinnitus and hearing loss in an older patient72 and
secondary to a motor vehicle accident,73 scalenus anticus
syndrome in an older patient,74 head tilt in an 11 year old
child secondary to MVA,75 hepatocellular carcinoma,76

intermittent bouts of fatigue, dizziness, facial numbness,
ataxia, headache, difficulty speaking and diffuse arthralgia
secondary to mild Arnold-Chiari malformation,77 and
lumbar disc herniation.78 One article detailed the success-
ful management of two patients with Bell’s palsy while
receiving upper cervical care.79 Another case series
chronicled iatrogenic symptoms (headache, dizziness,
neck pain, low back pain and pain of the leg and foot)
experienced by four patients which were attributed to up-
per cervical adjustments being delivered in the incorrect
adjustive vector.80

Five experimental studies were found within the search
parameters. One study sought to investigate intra and inter
examiner reliability of supine leg length testing used by
upper cervical practitioners.81 Nine clinicians examined
nine patients (three of which were assessed twice). The
author’s reported that intra-class agreement and reliability
were high. The remaining studies assessed different ele-
ments of radiographic protocols used by upper cervical
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practitioners.82–85

One study concluded that there was a poor correlation
between upper cervical x-ray analysis and other analytic
methods used to assess upper cervical subluxations.82

Another study concluded that use of a thermocouple tem-
perature differential measuring device correlated well with
scanning palpation findings and x-rays listings.83 The au-
thors also concluded that these procedures are valuable
tools for the detection of a vertebral subluxation complex.
The reliability of determining the side of laterality of the
atlas was found to be high in one study (agreement in 120
of 120 cases),84 and another study concluded that patient
radiographic placement error was not significant provided
there was minimum rotation of the patient’s skull with
respect to the central ray.85

Six clinical trials were found involving patients receiv-
ing upper cervical care86–93 (Articles 87–89 discussed the
same study). One study sought to assess the relationship
between symptomatic improvement and spinal stability.86

Upon review of 459 patient files from a single practitioner,
the authors reported that better outcomes (defined as better
clinical signs and reduced need for follow-up care) were
achieved when the occipito-atlantoaxial subluxation com-
plex was reduced by at least 50% after the first treatment.

A large practice-based study sought to measure any
changes in health status among patients receiving upper
cervical care.87–89 Using the Rand SF-36 and Global Well-
Being Scale, the investigators reported statistically signifi-
cant improvements in all measured health domains were
achieved in this group of patients, along with measurable
improvements in atlas laterality. As the authors men-
tioned, a major difficulty with this study was its high pa-
tient attrition rate (from 311 patients to 85 patients).

Another clinical trial reported an improvement in com-
plex task reaction-time (14.9% as compared to a control
group improvement of only 8.0%) among patients receiv-
ing toggle recoil adjustments.90 In another study, research-
ers compared changes in hip ranges of motion in patients
receiving either upper cervical adjustments or spinal ma-
nipulative therapy. Only the group under upper cervical
care demonstrated statistically significant improvement in
hip flexion.91

Changes in athletic performance (vertical jump, broad
jump specified, standing broad jump, and muscle strength)
and physiological measures (blood pressure, pulse rate,
microcirculation and treadmill stress testing) were as-

sessed before, during and after the delivery of upper cervi-
cal adjustments in another study.92 Twenty-one basketball
players were randomly assigned to either treatment group
or a control group (no treatment). After 14 weeks, patients
in the treatment group demonstrated significant improve-
ment in muscle strength and long jump distance, as well as
an increase in capillary count. The researchers also re-
ported decreases in both resting blood pressure and pulse
rate only in the treatment group.

A clinical trial of 26 patients with chronic headaches (at
least three months duration) who received four upper cer-
vical toggle recoil adjustments over a two week period
reported statistically significant improvement in headache
frequency, duration and severity using standardized head-
ache history and questionnaires.93

Sacro-Occipital Technique (SOT)
Eleven articles were found on SOT. Six were descriptions of
the technique.94–99 Four case studies reported the successful
management of patients by SOT with tinnitus and concomi-
tant vertebral, cranial, temporomandibular joint (TMJ)
subluxations secondary to trauma,100 lumbopelvic pain with
neck involvement and dysfunction of the TMJ co-managed
with a dentist,101 another case of TMJ and sacroiliac sprain
co-managed with dental work102 and arthrogryposis multi-
plex congenita in a 6-year-old child, who reportedly experi-
enced increased locomotor abilities.103

A case series was found that reported on a group of
children under SOT care.104 A non-randomized retrospec-
tive study of 46 children aged 5 years and under with a
history of ear infections were treated using SOT blocking
techniques, modified applied kinesiology and adjustments
of the atlas and occiput. Based on parental opinion, doctor
opinion and the judgement of the child’s pediatrician, 93%
of children were reported to have demonstrated improve-
ment. Seventy-five percent of the children who displayed
improvement did so within 10 days or less of the com-
mencement of treatment, and 43% of those children who
demonstrated improvement did so after receiving only one
or two SOT treatments.

Thompson
Only one article was found on Thompson Terminal Point,
and it was a description of the technique.105
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Toftness
The search found four articles on Toftness technique. One
article was a description of the technique.106 One study
sought to compare palpation with Toftness instrumenta-
tion to determine which segments should be adjusted in 41
randomly assigned patients with acute, nonspecific low
back pain.107 Using either treatment method, pre and post
pain visual analog scales indicated patients reported a de-
crease in pain perception (no statistical difference between
two groups).

One clinical trial obtained data on 30 patients (10
asymptomatic, 10 sham treatment and 10 receiving Toft-
ness treatment) using a Agema thermography unit.108

Based on pre and post-adjustment data, significant thermal
changes occurred only in the group receiving Toftness
treatments.

Another study sought to determine the clinical benefits
of patients receiving Toftness treatment.109 Twenty-four
patients with chronic low back pain, 19 patients with
chronic tension headaches and 26 patients with dysmen-
norrhea underwent either Toftness adjustments or sham
interventions. The authors reported that only those patients
receiving Toftness adjustments had significant clinical
improvements.

Mixed Studies
Five studies found in this search were classified as
“mixed”, meaning they discussed more than one tech-
nique, often comparing one Name technique to another.
One article provided an algebraic formula to measure the
speed and amplitude of thrust generated by Gonstead or
Toggle recoil adjustments.110 A more recent article re-
viewed the literature on the reliability and validity of chi-
ropractic tests of the lumbo-pelvic region.111 The authors
of that study concluded that, of static and motion palpa-
tion, leg length inequality tests, applied kinesiology tests
and SOT tests, only tests for palpation for pain had consist-
ently acceptable results, although some evidence also
favored the arm-fossa test of SOT.

A clinical trial of 40 patients between the ages of 9 and
15 with idiopathic scoliotic curves measured between 6–
20 degrees were treated by either Gonstead or Diversified
technique methods.112 The preliminary data suggested
that those patients with milder curves responded more
favorably.

A study was designed to compare the results obtained in

46 children with primary nocturnal enuresis treated by
were received either HVLA adjustments or no treat-
ment.113 This study had a controlled 10 week trial with a
two week non-treatment period. Thirty-one patients in the
treatment group received HVLA adjustments from the
“Palmer Package Techniques” (comprised of Thompson,
Gonstead, Activator, Palmer HIO and Diversified). This
group was compared to a group of 15 control patients (Ac-
tivator set to zero). Children in the treatment group were
measured to have improvements of 25% to 50% in their
nocturnal enuresis, but this was found not to be statistically
significant.

Two chiropractic treatments were compared in terms of
pain and lateral flexion among patients with neck pain.114

Fourteen patients were randomly divided into two groups
and treated by either Activator or spinal manipulative
therapy. No statistically significant differences were re-
ported between the two groups before or after treatment.

Discussion

Summary of findings
The review of the literature on “Name Techniques” pre-
sented here does allow for some preliminary conclusions
to be reached. There is evidence to suggest that prone
leg length diagnostic testing and some x-ray analytic
mensurations may have acceptable levels of inter and intra
rater reliability. The literature also indicates that individual
patients have reported significant clinical benefits derived
from Activator, Alexander, and Upper Cervical tech-
niques for a wide variety of clinical conditions. The litera-
ture also suggests that patients report high levels of
satisfaction and improvements in quality of life while un-
der either Upper Cervical or Network Spinal Analysis
care.

Limitations of this study
The primary limitation of this study was that some articles
on “Name Techniques” were not found within the search
strategy parameters. For example, two articles by
Kessinger investigating changes in pulmonary function115

and visual acuity116 in patients receiving upper cervical
specific adjustment were not found in the search, nor was
an article reviewing the clinical outcomes of 1,000 patients
receiving flexion-distraction manipulations.117
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“Name Techniques”, Evidence-Based Medicine (EBM)
and a “Best Practice” approach
Evidence-based medicine (EBM) has often been errone-
ously interpreted to mean that only those positive results
obtained from randomized clinical trials (RCTs) should be
used to develop “best practice” clinical guidelines for field
practitioners. However, Sackett has emphasized this
should not be the case, and has stated that “evidence-based
medicine means integrating individual clinical expertise
with the best available external clinical evidence from sys-
tematic research ... especially from patient-centered clini-
cal research”.118 Thus, a slavish devotion by some
practitioners to the utilization of only those procedures for
patients that have withstood the vigor of scientific scru-
tiny119 is as equally ill-conceived as a slavish devotion to
those procedures that are only based on principles of chiro-
practic metaphysics, and whose proponents believe in the
notion of a single cause of all disease.120 As Perle has
opined,121 the former group of doctors have forgotten the
dictum that “lack of evidence is not evidence of lack”,122

whereas the later group have forgotten that extraordinary
claims require extraordinary evidence.

Advocates of particular “Name Techniques” often as-
sert that there is an abundance of evidence to substantiate
their claims of a technique’s clinical efficacy. Sadly, upon
further exploration, this abundance of articles is often no
where to be found, at least within the search parameters
utilized in this study. This propagates the accusations often
made against “Name Technique’ advocates that they are
more entrepreneurial and less scientific. However, it has
been the author’s experience that those practitioners who
consider themselves to be innate/vitalists are not opposed
to rational thinking. In other words, being a so-called sub-
luxation-based practitioner does not preclude the simulta-
neous ability of being scientifically-minded.

That said, however, it has not escaped the author’s at-
tention that of the one hundred and eleven articles found
within the search parameters of this study, 39 were tech-
nique descriptions (35%), 29 were case studies or case
series (26%), 25 were experimental studies (23%), and
only 17 were clinical trials (15%). Of these clinical trials,
only five were designed with a treatment group/control
group,32,90,91,92,113 and only one study was designed with
treatment group/sham group.108 None of these clinical tri-
als were designed with a treatment/ “sham” treatment/
control group protocol. It is equally problematic that those

studies investigating the intra and inter rater reliability of
such diagnostic tests as prone leg check or x-ray
mensurations have not linked these tests with any clinical
applicability or relevance. Thus, it is apparent, at least
from this study, that most of the literature on “Name Tech-
niques” to date has favored technique descriptions and
anecdotal observations, while shying away from rigorous
clinical investigations. It is equally perplexing that there
are as many (or more) studies on relatively obscure tech-
niques such as Toftness as there are on more commonly
used techniques such as Gonstead or Thompson Terminal
Point.

The call for Technology Assessment
This avoidance of what has been called technology assess-
ment (TA) cannot continue indefinitely. Technology as-
sessment is a form of policy research that attempts to
evaluate technology for the purpose of providing decision
makers with information on different policy options123 and
it is often at the center of many of the decisions made by
managed care administrators.124 TA is required by many
different stakeholders, including insurance companies,
government agencies, the public, and health care provid-
ers, in order to determine the impact of a particular tech-
nology on issues of safety, efficacy, effectiveness,
cost-benefit, quality of life changes, and cost-effective-
ness.123 As Mootz has opined: “No one wants to pay for
clinical procedures that are ineffective, overpriced or un-
necessary ... The advent of better technologies to synthe-
size research, establish professional consensus, and
determine appropriateness has offered a reasonable alter-
native to the arbitrary and proprietary methods of the
past”.125

Comments from the Technique Consortium of the
Association of Chiropractic Colleges and the
Council of Chiropractic Practice
Since 1982, the Technique Consortium (or its previous
incarnation as the Council on Technique) has been looked
upon as an advisory board to the Association of Chiroprac-
tic Colleges. The consortium is comprised of representa-
tives from each of the chiropractic colleges, although the
committee had been chronically hampered by poor repre-
sentation from some member colleges. The author has
been involved with this committee since 1998, and is its
current chairperson. During the past meeting of the Con-
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sortium convened at Logan College of Chiropractic in St.
Louis, the consortium drafted the following position state-
ments pertaining to chiropractic techniques in general:126

• Colleges, in deciding which techniques should be
taught, should devise and adhere closely to process, in-
volving as many faculty as possible, and should not
introduce arbitrary changes after the fact.

• As much as possible, decisions regarding the teaching
of chiropractic technique should be evidence-based.

• As new information becomes available, and more stud-
ies are conducted, technique instruction should change
in a commensurate fashion.

• At the same time, there must be respect for traditional
chiropractic methods. Indeed, the highest measure of
respect that can be shown lies in making them more
contemporary by reflecting current scientific evidence.

• Discussion on chiropractic techniques should be
method, not name, driven; therefore, the core proce-
dures from the various system techniques should be
identified and investigated as such.

• Specific technique procedures drawn from different
technique systems may be used, but need not be used, in
combination; depending on the needs and preferences
of the individual patients and doctors. This is not in-
tended to contradict the preference of some clinicians to
wait and determine the result of a particular intervention
prior to introducing further interventions.

• One thing with which each of us agree, as members of
this committee, is that we can’t any longer simply say “it
works”.
Colleges, in determining which chiropractic techniques
should be taught, should rely on evidence as much as
possible, and less on pure history and convention.

These statements are similar to the Clinical Practice
Guidelines developed by the Council on Chiropractic
Practice.127 The Council was comprised of many of the
developers of the different Name techniques, and recom-
mended that:

“Adjusting procedures should be selected which are deter-
mined by the practitioner to be safe and effective for the
individual patient. No mode of care should be used which
has been demonstrated by critical scientific study and field
experience to be unsafe or ineffective in the correction of

vertebral subluxations”.

In this statement, there is an emphasis towards the clini-
cal experience and judgement of the practitioner. How-
ever, it is noteworthy that the Council did indicate that
many of the studies that have been conducted into the
clinical efficacy of various adjustive procedures have not
passed the scrutiny of peer and editorial reviews.127

Conclusion
Chiropractic clinicians are currently faced with the unen-
viable dilemma of having to engage in clinical activities
with a greater degree of uncertainty than most other health
care providers. Paradoxically, this is not the result of hav-
ing too few treatment options available to them, but rather
because they have too many. This frustration is only com-
pounded by the fact that this plethora of treatment options
is coupled with a paucity of reports either supporting or
refuting their clinical effectiveness.

Articles on “Name Techniques” within the search pa-
rameters of this study were predominately technique
descriptions, cases studies, or experimental designs inves-
tigating particular features of a “Name Technique” (leg
length tests, radiographic mensurations and so on). Only
15% of articles found in this study were clinical trials.
Moreover, of the 111 articles found, almost half were ei-
ther on Activator (N = 21) or Upper Cervical techniques
(N = 29). Thus, it is fair to state that the current body of
research into “Name Techniques” is still in its infancy.
This only adds to the challenge of developing defensible
clinical guidelines for field practitioners as to which
“Name Technique” they should preferentially utilize. It is
therefore incumbent upon advocates of “Name Tech-
niques” to establish an evidentiary basis to support the
utilization of their particular diagnostic or therapeutic pro-
cedures. This is necessitated by the fact that health care
stakeholders, including patients, students, educators, aca-
demic administrators, and government agencies, are de-
manding a scientific basis for health care decisions.

Only when encased within a strong evidentiary cara-
pace will the chiropractic profession be better able to de-
fend itself to its critics, substantiate itself to its advocates,
and be able to take its proper place in the health care deliv-
ery system.
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