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Introduction
Jordan A. Gliedt, DC

Silvano Mior, DC, PhD
“The unexamined life is not worth living.” - Socrates

Jasmine is a 32-year-old female who is living with back 
pain during pregnancy. This is her second pregnancy and 
her first time in life experiencing back pain. She worries 
that her back pain will worsen over time. Consistent with 
their training, Jasmine’s chiropractor unconsciously fol-
lows best practices in patient-centered care, including the 
act of active listening mannerisms.
	 Over the course of several weeks of visits, Jasmine 
opens up and begins to speak with the chiropractor about 
more than just back pain. Her back pain is improving, 
and she begins to feel better. Her mood improves and she 
begins to smile more often during her chiropractic vis-
its. Her pain progressively decreases, and she gives birth 
to a healthy baby boy. She notes having lingering, mild 
postpartum back pain. She continues to visit the chiro-
practor periodically over the following few months. Jas-
mine describes a decreasing perceived need for chiroprac-
tic visits and ultimately discharges herself from care. At 
her last chiropractic visit she joyously cries and hugs the 
chiropractor revealing to the chiropractor that her first 
pregnancy resulted in a stillbirth. Unbeknownst to the 
chiropractor, Jasmine describes that the chiropractor’s 
kindness, listening, and empathy provided a safe space 
for her to internally grieve, experience healing, and re-
turn to a life at peace. Upon reflection, the chiropractor 
experiences a profound meaningfulness in healing that 
is found through human connectedness. This experience 
has transformed the chiropractor, who now consciously 
recognizes the true value of engaging in patient- and rela-
tionship-centered care.
	 Insights into illness and healing can be shared and 
experienced through narrative acts, described as “narra-
tive medicine”.1 Narrative medicine is grounded in biop-
sychosocial and patient-centered care frameworks.2 Nar-
rative medicine provides a pathway to appreciating the 
interpersonal binds between various aspects of health, 
disease, clinical care, and learning in the health profes-
sions.2 Narrative medicine can enable individuals to con-
fer reflection, empathy, compassion, professionalism, and 

trustworthiness to clinical practice, professionalism, and 
learning, which may otherwise not be as obtainable.1,2

	 Narrative medicine can take on many different forms. 
According to Charon, there are at least five main forms of 
narrative medicine with varying intentions and methods.1 
Narrative writings can include non-fictional or fictional 
essays on patient care or professional practice with intent 
to provide a lesson or enhance perspectives and reflec-
tion.1 In addition, narrative medicine can involve story 
telling of an individual’s experiences and perspectives 
(e.g., patient, clinician, student, layperson) with an intent 
to enhance reflection, professionalism and diversity of 
perspectives. Lastly, narrative medicine can be expressed 
through various mediums, such as short essays, poems, 
songs, pictures, or films.
	 The practice of narrative medicine is increasing in the 
health professions, as well as health professions educa-
tion.1,3 For example, the journals JAMA and Health Af-
fairs have longstanding series of narrative medicine en-
titled, “A piece of my mind” and “Narrative matters”, 
respectively.4,5 Narrative medicine has been fostered 
in health professions education and has been shown to 
yield favorable changes in attitudes, perceptions, know-
ledge acquisition, skills, and collegial collaboration that is 
transferable to professional practice.3 Despite the increase 
in narrative medicine in health professions, including 
peer-reviewed literature, narrative medicine in chiroprac-
tic related scientific literature is limited.
	 In the spirit of Socrates pursuit of lifelong reflection 
and learning, we introduce a new series of narrative medi-
cine in chiropractic, titled “Narrative reflections”. We in-
vite chiropractic clinicians, educators, students, patients, 
and community members to submit brief narratives to the 
JCCA. This series of narratives in chiropractic is dedi-
cated to telling stories that explore experiences and per-
spectives in health, health care, learning, and the chiro-
practic profession through brief non-fictional or fictional 
narratives. It is our hope that this creative series of nar-
ratives facilitates reflection and communal learning, em-
bracing the convergence of humanities and chiropractic 
healthcare. Please consider sharing your meaningful and 
reflective experiences in clinical practice, chiropractic 
education, community engagement, or other professional 
practice in this creative series (see Box 1 for suggested 
template).
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Box 1. 
Author template for narrative reflections in chiropractic.

Title Page
•  Short, informative title
•  No abstract is needed
•  Keywords
•  Patient authorization (if applicable)

Narrative
• � Personal vignettes, fictional or non-fictional 

stories, short poems, or photo-story exploring 
the experiences or perspectives of clinicians, 
patients, community members, educators, or 
students taken from a wide range of experiences 
within the chiropractic profession

•  ≤ 3 authors
• � ≤ 1500 words, ideally 750-1000 words for vi-

gnettes and stories
•  ≤ 5 references

Navigating fragmented care pathways in complex 
spine cases: a reflective clinical narrative

Nora Bakaa, DC, PhD

As clinicians, we may encounter a patient whose worsen-
ing spinal symptoms are overlooked— drowned out by a 
fragmented and overburdened health care system. These 
silent struggles can lead to delayed diagnoses and pro-
longed suffering. In such moments, our role extends 
beyond diagnosis and treatment. By leaning on trusted 
interprofessional relationships and engaging in meaning-
ful advocacy, we have the power to amplify the patient’s 
voice, bring clarity to clinical uncertainty, and ensure that 
their voice is heard.

Case summary
Hope (pseudonym) is a 45-year-old physically active 
woman with a five-year history of progressively worsen-
ing neck and low back pain, bilateral numbness in both 
upper and lower extremities, and marked functional de-
cline. Over the last five years, she visited the emergency 
department multiple times, was prescribed different pain 
medications, told to go on bed rest, and referred by her 
physician to a pain clinic, where she received drugs and 
injections, all with little to no relief. Two separate refer-

rals to orthopedic surgeons did not result in a diagnosis 
nor further intervention, but referral back to pain manage-
ment. When I saw Hope, she reported episodes of urin-
ary incontinence, severe sleep disturbance, gait instabil-
ity, and difficulty with sitting, driving, and walking. Her 
MRI showed cervical spinal stenosis and degenerative 
changes in the lumbar spine. Despite these findings and 
obvious red flags, her care remained focused on pain con-
trol. Concerned about her clinical presentation, including 
a positive Hoffman’s sign, brisk reflexes, multilevel sen-
sory deficits, and motor weakness, I arranged for her to be 
seen by a neurosurgeon, with whom I had a trusting rela-
tionship. Upon consultation, we agreed on a diagnosis of 
lumbar spondylolisthesis with instability and proceeded 
with spinal fusion surgery.
	 When I first met Hope, I could tell she had already 
given up. It wasn’t just the pain, though it was obvious 
and profound; it was the quiet resignation in her voice, the 
way she said, “I’ve already seen everyone.” She wasn’t 
looking for another opinion. She wasn’t even expecting 
to be believed. She was tired. A woman in her 40s who 
had once run 5Ks and worked full-time now struggled to 
stand from a chair. She had been through every rung of 
the system: emergency departments, pain clinics, multiple 
specialists. No one had given her answers—no one had 
taken responsibility for her care.
	 Our first few sessions were not about treatment in the 
traditional sense. There were no hands-on techniques, no 
protocols—just conversation. Instead, the focus was on 
understanding her history, her frustrations, and the pro-
found sense of abandonment she carried. She had lost 
faith in the process, and rushing into physical care would 
have ignored the emotional burden that preceded it. Those 
early sessions were foundational. They were not passive; 
they were essential. They gave her space to be heard and 
gave me space to understand what had not been working.
	 Hope’s symptoms were complex: constant numbness 
in her hands and intermittent numbness in her legs, pain 
in the lower back that severely limited her function, and 
even episodes of urinary incontinence. Red flags were 
present, but the system’s response was rote. She was of-
fered injections, NSAIDs, and repeated referrals back to 
the same pathways that had already failed her. Her im-
aging showed cervical stenosis, but the source of her most 
debilitating symptoms, her low back pain and leg symp-
toms, remained unexplained.
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	 What struck me was that she no longer expected any-
one to help. Hope had become background noise—a 
“chronic pain” file passed between providers, each treat-
ing their part but not the whole, not the patient. I did not 
diagnose Hope—that came later. Instead, I did what had 
not yet been done: I paused. I looked at the full trajectory. 
I asked why nothing had helped and whether something 
might be missing. I referred her to a trusted neurosurgeon; 
someone I knew would take a more comprehensive look 
at Hope’s case. Ultimately, we ordered flexion-extension 
imaging, which revealed lumbar spondylolisthesis with 
instability. While the surgeon initially followed standard 
protocols, including another trial of injections despite her 
poor response in the past—a sequence not uncommon in 
spine care6—they ultimately confirmed the diagnosis and 
initiated the process for spinal fusion surgery.
	 At this decision point, nearly two years had passed 
since I first saw her. But this stage of her care was differ-
ent. The process became more hopeful, anchored in clear-
er provider communication, focused on functional goals, 
and individualized strength-based rehabilitation. She was 
no longer navigating the system alone. Her care became 
coordinated. Hope now regained a sense of agency and 
participated more actively in her recovery, even before the 
operation. Upon self-reflection, it was not about solving 
the problem but rather struck by how easily she had been 
forgotten, dismissed as another patient with chronic pain. 
Hope was treated but not cared for by the system. Her 
case showed me, again, that we must challenge default 
assumptions, especially when patients are not improving. 
We must recognize that when someone has exhausted the 
system, they need more than another treatment; they need 
someone who will advocate.
	 Hope’s case exemplifies the toll of repetitive, low-
value interventions when care lacks continuity and diag-
nostic clarity. Despite presenting with serious symp-
toms, she was repeatedly cycled through standard pain 
management pathways without progress. Unfortunately, 
this is common in musculoskeletal care, where patients 
often receive redundant treatments without integrated de-
cision-making.7,8 The resultant cumulative impact is not 
just clinical, but personal, leading to frustration, isolation, 
and loss of trust in the healthcare system.
	 This experience reminds us that clinical advocacy is 
care. When patients are exhausted and unheard, sometimes 
the most impactful thing to do is pause, listen again, look 

again, and be willing to question why the current approach 
is not working. Especially for patients with overlapping 
or non-linear presentations, our role must include facilitat-
ing interprofessional collaboration and refusing to accept 
stagnation. True team-based care requires intentional com-
munication, shared responsibility, and humility.9,10

	 Hope’s recovery did not begin in the operating room. 
It began when she was finally seen as a whole person by 
a team willing to work together. This is what person-cen-
tered spine care can, and should, look like.

Chiropractors with disabilities – an unspoken  
reality and unrealized opportunity

Scott Dunham, DC, MSc, MEd

Twenty-seven percent of Canadians over the age of 15 
live with a disability.11 As a chiropractor, we’ve all had 
those days in practice where we simply aren’t at our best 
but forge on determinedly, putting our energy and efforts 
into treating patients. But what happens when these rough 
days become weeks, when disgruntlement turns to depres-
sion, or when injuries become permanent impairments? Is 
there any value of a chiropractor with a disability?
	 These were the questions I grappled with as I navigat-
ed an identity shift from a chiropractor to a chiroprac-
tor living with a disability. I found myself undergoing a 
metamorphosis of sorts, orienting myself to both sides 
of the gurney, as they say in medicine, with seemingly 
much more in common with those who I cared for than 
other chiropractors. I thought to myself - in the age of per-
son-centred care and a renewed focus on the importance 
of empathy, surely the experience of living with a disabil-
ity could strengthen relationships with both patients and 
colleagues alike.
	 I was diagnosed with Multiple Sclerosis in 2010 and 
continued teaching students and treating patients. I was 
determined not to let this diagnosis define me. The reluc-
tance to identity as someone living with a disability fueled 
my perseverance in practice, my pursuit of additional de-
grees, and my continued participation in contact sports 
into my 30s and 40s. But I did so through an ableist lens, 
as if living with a disability was something to conceal or 
to be ashamed of. I disclosed my condition selectively to 
some of my closest patients, friends, colleagues, and stu-
dents, which strengthened those relationships. However, 
for the most part I kept to myself, not wanting to wear that 
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label or acknowledge my own story. Back then I desper-
ately wanted to be a “normal” chiropractor.
	 It turns out that chiropractors living with disabilities 
is extremely rare. A 2022 study of diversity within the 
chiropractic profession in Canada found that only 3% 
self-report as living with a disability.12 A total of 7.2% of 
Canadian physiotherapists and 12.4% of Ontario nurses 
identify as someone living with a disability.13,1,4 When 
comparing these rates to the general Canadian population 
(27% of Canadians identify as living with a disability), 
something doesn’t add up.
	 I continued to ruminate on this disparity following my 
diagnosis. Is it that people living with disabilities aren’t 
attracted to the health professions for employment? Is it 
that students in health professions education get weeded 
out through the rigours of academia or unintended ablest 
messaging? Are practitioners living with disabilities less 
effective or viewed as unqualified by patients? Are practi-
tioners just hesitant to report personal disabilities, even on 
anonymous surveys? All of these could possibly explain a 
disproportionate reported prevalence of health practition-
ers living with disabilities.
	 Self-reporting of disability status by health profession-
als is likely affected by the negative stigma of the term 
“disabled” and not wanting this attribute part of their pro-
fessional identity. Biases and prejudices affect how we 
view others but also play a role in how we view ourselves. 
A total of 82.4% of physicians have reported beliefs that 
people living with significant disability have a lower 
quality of life than those living without disabilities.15 So 
in retrospect, my internal dialogue concerning my future 
and doubts of my abilities may have been predictable, if 
not still disappointing.
	 In health care the role duality of doctor and patient can 
be difficult to navigate while also maintaining genuine 
displays of empathy towards one’s own patients. I cer-
tainly struggled with this as I navigated my own evolving 
identity, trying constantly to balance the relative import-
ance of who I was versus what I did for a living. But some 
days it was hard caring about a patient with a rolled ankle 
while I suffered with bouts of neuropathic pain and un-
relenting fatigue.
	 My perspective changed when I recognized the impact 
I could have by informing and educating other health 
professionals living with disabilities, and the powerful 
opportunity of sharing their story. As a chiropractor I 

firmly believe that education is our most transformative 
and powerful intervention because of its ability to change 
personal habits, mindsets, and world views. The impact 
of our words and our actions is immeasurable, as is the 
positive effect when bringing our authentic selves to our 
work. Patients need to see themselves reflected in health-
care providers charged with their well-being. With their 
continued presence, chiropractors, healthcare profession-
als, and students living with disabilities have an enormous 
opportunity to change society’s belief of the value and 
contributions of those living with disabilities.
	 Whether in healthcare, education, advocacy, or other 
fields – there is a vital opportunity for the chiropractor liv-
ing with a disability. Representation matters and I believe 
that 27% of the Canadian population would wholeheart-
edly agree.

Linoleum
Melissa Atkinson-Graham, PhD

How often do you think about flooring materials as con-
ditions of possibility? Probably infrequently, but for me, 
constantly.
	 My life can be traced in linoleum flooring. Patterned 
flecks of beige on beige, splotches of grey connecting blue 
and green borders, speckles of white and black stretching 
across corridors. All have been underfoot in so many of 
the moments that have mattered in my life.
	 I can recall the streaky taupe pattern of the six by six 
tiles in the office where a resident told my mother that 
metastasis was a sign of remission – the ecru linoleum 
that lined the copy room where I found out I won my first 
national research grant – the cold grey smudges of the 
anatomy theatre floor that held my gaze for weeks on end 
to keep me from crying – the squeaks my clogs would 
make across the linoleum in the hospital hallways where 
the sexual harassment I experienced as an intern was 
treated as an inconvenience – the wheat coloured sheets 
of vinyl that curved slightly along the bottom of the white 
plaster walls in my clinic room where, for the first time, a 
patient of mine told me he was dying.
	 We forget that these surfaces of blood and grief, ur-
gency and collapse, direction and dirt are also surfaces of 
connection. That where the tile goes and does not go, how 
the linoleum borders or breaks from a wall, plays a role in 
our actions and our experiences.
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	 More than matter, anthropologists have long described 
that the materials of our built environments convey 
“promise, transformative potential, aesthetic effect, and 
affective force.”16 The materials used to construct and fur-
nish the spaces where we work and dwell influence the 
kinds of experiences, emotions, and social relations that 
can materialize in those spaces. When we pay attention 
to the materials all around us, anthropologists argue that 
we can begin to “better understand relationships between 
people and things, where objects are not just passive 
physical artifacts, but operate in entangled connections 
and have the power to construct identity, ascribe meaning, 
collect memories, preserve heritage and knowledge, and 
generate action.”17

	 We have only to consider what it would feel like, or the 
kinds of relationships that might take shape, if our clinic 
rooms were clad in floor to ceiling stainless steel. What 
forms of connection would be possible against a backdrop 
of cold, hard edges, undiffused light, and the imagined 
hum of a freezer fan.
	 Back to flooring, and back a few years ago to a nursing 
station in Northern Manitoba with its speckled greenish 
grey tiles that stretched the entirety of the building. One, 
contiguous material connecting seven distinct clinical 
services.
	 It is of no coincidence that it was in this material con-
text where I experienced integrated practice. There was 
symbolic and material force in the way the linoleum 
stretched, uninterrupted, between prenatal care, public 
health, the emergency department, and my clinic room. 
The industrial grade flooring was a conduit of connection, 
signaling the inseparability of our services.
	 Those great swaths of shared tile that shaped my year 
in the North provided a pathway to interprofessional col-
laboration. The same linoleum tiles that offered a surface 
for a movement assessment were the same tiles that con-
nected me to the attending on call when a constellation of 
signs and symptoms suggested the need for urgent brain-
stem imaging. The same tile that steadied my chair as I 
sat in an intake, listening to a person begin to make sense 
of the deep emotional undercurrents shaping their experi-
ence of chronic pain, was the same tile that we walked 
together to the counselling office down the hall. Two pro-
viders standing on the same surface with a person in need. 
Our scopes of practice defined like those specks of grey 

and brown, with no material separation between our work 
of helping this person in pain.
	 The expanse of linoleum in the station meant that there 
were no material distinctions between practices – no chan-
ges from vinyl to wood laminate, to terrazzo that would 
demarcate practical siloes. Even the wall colours were 
mostly the same – an aesthetic modelling of healthcare as 
emergency care, primary care, mental health services, and 
rehabilitation.
	 I often wonder what that year would have been like if 
my room in that part of the province was tiled different-
ly. Would I have felt as connected? Would I have been 
imagined as part of a broader interdisciplinary practice? 
Would I have spent as much time in the offices of my 
colleagues, discussing complex cases and collaborative 
management, seated atop the same linoleum that would 
later allow me to fidget on my stool as I worked away on 
charting? Would I have understood, materially, how im-
portant integrative practice is for the people whose health 
I sought to support? Would I have understood, materially, 
how important it is to practice the limits of my scope – to 
know that when a person needs more than what I can, or 
should, offer, that I am always already connected to other 
professionals who can support such needs for care.
	 In the company of my tiled histories, I wonder now 
what practical significance we might find in flooring. 
What forms of connection are possible when we pay 
attention to the materials that shape and contain our prac-
tices, and what material change might we materialize?

References
1.	� Charon R. Narrative medicine: form, function, and ethics. 

Ann Intern Med. 2001;134(1):83-87. doi: 10.7326/0003-
4819-134-1-200101020-00024.

2.	� Charon R. The patient-physician relationship. Narrative 
medicine: a model for empathy, reflection, profession, 
and trust. JAMA. 2001;286(15):1897-1902. doi: 10.1001/
jama.286.15.1897.

3.	� Milota MM, van Thiel GJMW, van Delden JJM. 
Narrative medicine as a medical education tool: a 
systematic review. Med Teach. 2019;41(7): 802-810. doi: 
10.1080/0142159X.2019.1584274.

4.	� A piece of my mind. JAMA Network. Accessed on May 
11, 2025. https://jamanetwork.com/collections/44046/a-
piece-of-my-mind

5.	� Requirements: Narrative Matters. Health Affairs. Accessed 
on May 11, 2025. https:// www.healthaffairs.org/help-for-
authors/journal/narrative-matters-requirements

https://jamanetwork.com/collections/44046/a-piece-of-my-mind
https://jamanetwork.com/collections/44046/a-piece-of-my-mind
http://www.healthaffairs.org/help-for-authors/journal/narrative-matters-requirements
http://www.healthaffairs.org/help-for-authors/journal/narrative-matters-requirements


106	 J Can Chiropr Assoc 2025; 69(2)

Introduction to a new series of narrative reflections in chiropractic

6.	� Foster NE, Anema JR, Cherkin D, Chou R, Cohen SP, 
Gross DP, et al. Prevention and treatment of low back pain: 
Evidence, challenges, and promising directions. Lancet. 
2018;391(10137):2368-2383.

7.	� Slade SC, Kent P, Patel S, Bucknall T, Buchbinder R. 
Barriers to primary care clinician adherence to clinical 
guidelines for the management of low back pain: a 
systematic review and metasynthesis of qualitative studies. 
Clin J Pain. 2016;32(9):800-816.

8.	� Chou R, Qaseem A, Snow V, Casey D, Cross Jr JT, 
Shekelle P, et al. Diagnosis and treatment of low back 
pain: a joint clinical practice guideline from the american 
college of physicians and the american pain society. Ann 
Intern Med. 2007;147(7):478-491.

9.	� World Health Organization Framework for action on 
interprofessional education and collaborative practice. 
2010.

10.	�Pelone F, Harrison R, Goldman J, Zwarenstein M. 
Interprofessional collaboration to improve professional 
practice and healthcare outcomes. Cochrane Database Syst 
Rev. 2017(6).

11.	�Statistics Canada, Canadian Survey on Disability, 2017 
and 2022.

12.	�Southerst D, Bakaa N, Côté P, Macedo L, Carlesso L, 
MacDermid J, Mior S. Diversity of the chiropractic 
profession in Canada: a cross-sectional survey of Canadian 
Chiropractic Association members. Chiropr Man Therap. 
2022 Dec 9;30(1):52. doi: 10.1186/s12998-022-00463-z.

13.	�Bakaa N, Southerst D, Mior S, Côté P, Carlesso L, 
MacDermid J, Macedo L. Assessing diversity and cultural 
competency among Canadian physiotherapists: a cross-
sectional survey Part 1. Physiotherapy Canada. 2024 Jan 
15:e20220119.

14.	�College of Nurses of Ontario | Workforce Census: 
Demographic and Nursing Practice Rep

15.	�Iezzoni LI, Rao SR, Ressala J, Bolcic-Jankovic D, Aaronic 
ND, Donelan K, Lagu T, Campbell EG. Physicians’ 
Perceptions Of People With Disability And Their Health 
Care. Health Affi (Millwood). 2021;40(2):297-306. doi: 
10.1377/hlthaff.2020.01452.

16.	�Harvey, Penny. September 24 2015. Materials. The 
Infrastructure Toolbox. Editor’s Forum: Theorizing 
the contemporary. Society for Cultural Anthropology. 
Available from: https://www.culanth.org/fieldsights/
materials

17.	�Stylianou, Daphne. February 24 2017. An Anthropology of 
Materials. Material Driven. Available from: https://www.
materialdriven.com/blog/2017/2/24/an-anthropology-of-
materials

https://www.culanth.org/fieldsights/materials
https://www.culanth.org/fieldsights/materials
https://www.materialdriven.com/blog/2017/2/24/an-anthropology-of-materials
https://www.materialdriven.com/blog/2017/2/24/an-anthropology-of-materials
https://www.materialdriven.com/blog/2017/2/24/an-anthropology-of-materials

