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The Profession and Practice of Chiropractic: Common 
Myths,   

Safety, and Efficacy. 

A review of the literature. 
 





Two can play that game. 

 

 

I made my own bus! 













Message to the Critics:   
“Those who live in glass houses…”   

• Cutting health costs by paying doctors more?  
July 21, 2008 NEW YORK TIM 

 

• Robert Williamson, a 60-year-old 
Philadelphia man, recalls the cursory 
exam he received a few years ago 
from a harried doctor who, Mr. 
Williamson says, missed the danger 
signals and sent him home. A short 
time later Mr. Williamson had a stroke.  



Cutting health costs by paying doctors more?  
July 21, 2008 NEW YORK TIMES 

 
• For want of a careful examination by a primary-care 

doctor, Mr. Williamson became one of countless 
Americans each year whose unidentified or under-treated 
illnesses escalate into medical conditions with catastrophic 
personal and economic costs.  

 

• Besides incurring $30,000 in hospital bills paid by his 
employer’s insurer, Mr. Williamson had to stop working as 
a customer service representative at Philadelphia Gas 
Works and go on Social Security disability, at a current 
cost to taxpayers of $1,900 a month. 
 



March 10, 2009 in Health       
A Medical Madoff: Anesthesiologist Faked Data in 21 Studies 

 

• A pioneering 
anesthesiologist has 
been implicated in a 
massive research fraud 
that has altered the 
way millions of patients 
are treated for pain 
during and after 
orthopedic surgeries. 

 

 



A Medical Madoff: Anesthesiologist Faked Data in 21 Studies 
 

 

• Over the past 12 years, anesthesiologist Scott 
Reuben revolutionized the way physicians provide 
pain relief to patients undergoing orthopedic surgery 
for everything from torn ligaments to worn-out hips. 
Now, the profession is in shambles after an 
investigation revealed that at least 21 of Reuben's 
papers were pure fiction, and that the pain drugs he 
touted in them may have slowed postoperative 
healing. 
 

 



A Medical Madoff: Anesthesiologist Faked Data in 21 Studies 
 

• "We are talking about millions of patients 
worldwide, where postoperative pain management 
has been affected by the research findings of Dr. 
Reuben," says Steven Shafer, editor in chief of the 
journal Anesthesia & Analgesia, which published 10 
of Reuben's fraudulent papers. 
 



How Safe is Manipulation 
Compared to other Common 

Forms of Cervical Spine Treatment 

The Inconvenient Truth That Certain 
Chiropractic Critics Do Not Want You To 

Know! 



To help put this issue in perspective, keep in mind the following reality: 
 

Medical/hospital mistakes, drug reactions, and 
inappropriate surgeries 

3rd Leading Cause of Death in USA  
JAMA, July 26, 2000 Vol. 284. No. 4 

 
• 225,000 deaths/yr = 3rd leading cause of death 

• 3rd only to heart disease and cancer!! 

• Estimates are for death only and do not include adverse 
effects associated with disability or discomfort. 

• Estimates are low! 

 

 

 



“Hospital foul-ups found in kids’ care: 
Mistake rate much higher than thought, new analysis shows.”  

AP Tuesday, April 8, 2008 

 

 “Medicine mix-ups, accidental overdoses and 
bad drug reactions harm roughly one out of 
15 hospitalized children, according to the first 
scientific test of a new detection method.” 

 
NOTE: Compare the above stat to the reality that serious adverse events occur 

in less than 1:2,000,000 to 1:5,000,000 chiropractic manipulations.   

 

Critics who live in glass houses……….. 



Cervical Transforaminal Epidural Steroid Injections More Dangerous Than 
We Think?  

 Scanlon, MD, et al. SPINE Volume 32, Number 11, pp 1249–1256 ©2007 

• Conclusions. This study demonstrates a significant risk of 
serious neurologic injury after cervical TF-ESIs. A growing 
body of evidence supports an embolic mechanism, whereby 
inadvertent intra-arterial injection of particulate 
corticosteroid causes a distal infarct. Embolism to the distal 
basilar artery region can cause midbrain, pons, cerebellum, 
thalamus, temporal and occipital lobe infarctions. 



The Basis for Recommending Repeating Epidural Steroid 
Injections for Radicular Low Back Pain: A Literature Review .   

Novak MD, et al.  Archives of Physical Medicine and Rehabilitation  Volume 89, Issue 3, March 2008, Pages 
543-552 

Conclusions 

• There does not appear to be any evidence to 
support the current common practice of a 
series of injections. Recommendations for 
further research are made, including a 
possible study design.  



Dangers of NSAID use 

• “The author has been unable to find any evidence-
based clinical research to indicate beneficial effects 
of non-steroidal anti-inflammatory drugs (NSAIDs) 
in the treatment of cervical-spine pain syndromes; 
and yet NSAIDs are the most common prescribed 
first-line treatment by medical practitioners (about 
5% of all prescriptions)”. (Current Concepts page 74) 

 



Dangers of NSAID use (cont’d) 

• Brandt noted that not only is there evidence that 
NSAIDs favorably influence the progression of joint 
breakdown in osteoarthritis, he also noted that 
there are several animal studies and human clinical 
studies that have implicated NSAIDs in the 
acceleration of joint destruction. NSAIDs are not 
without potential serious risks (GI hemorrhage, renal 
dysfunction, hypersensitivity reactions, liver damage, 
central nervous system damage and anemia). (Current 

Concepts page 74) 
 



Dangers of NSAID use (cont’d) 

• Dabbs and Lauretti:  “…it is seen that the risk of 
serious injury with NSAIDs use is 400 times greater 
than SMT (spinal manipulative therapy); and the 
risk of death with NSAID use is 160 times greater.” 

 

• “The increased risk of death resulting from NSAID 
use is 1,500 times greater than the risk of tetraplegia 
following cervical SMT.”  

 (Current Concepts page 75) 

 



A Risk Assessment of Cervical Manipulation vs. NSAIDs for the Treatment of 
Neck Pain. Dabbs et al.  

JMPTVol. 18, number 8 Oct. 1995; 18:530-6. 
 

• “The best evidence indicates that cervical manipulation for neck pain 
is much safer than the use of NSAIDs, by as much as a factor of 
several hundred times.  There is no evidence that indicates NSAID use 
is any more effective than cervical manipulation for neck pain.” 

 

• Death rate for NSAID-associated GI problems at 0.04% per yr among 
OA patients receiving NSAIDs, or 3,200 deaths in the US per year. 

  

• He (Brandt) also noted that there are several animal studies and 
human clinical studies that have actually implicated NSAIDs in the 
acceleration of joint destruction. 

 



NSAIDs May Not Be Best Bet for Low Back Pain 
News Author: Pauline Anderson, CME Author: Laurie Barclay, MD  

January 25, 2008 Cochrane Database of Systematic Reviews 

• …..literature on drug relief for low back pain (LBP) suggests that the 
popular nonsteroidal anti-inflammatory drugs (NSAIDs) are no more 
effective than other drugs such as acetaminophen, narcotic analgesics, 
and muscle relaxants. 
 

• ….also found that NSAIDs had more adverse effects than placebo and 
acetaminophen but fewer effects than muscle relaxants and narcotic 
analgesics.  
 

• In addition, evidence from the review suggests that no one NSAID is 
clearly more effective than another. 
 

• “For acute LBP, evidence is conflicting that NSAIDs are more effective 
than simple analgesics or bed rest, and moderate NSAIDs are not more 
effective than other drugs, physiotherapy, or spinal manipulation.” 



NSAID Risk Summary 
“Ulcers Final diagnosis: NSAIDs-Induced Acute Renal Failure (ARF)” 

 

• GI bleeding 

• Atrial Fib 

• Stroke and CV mortality and morbidity 

• Erectile Dysfunction 

• Exercise-induced intestinal injury by Ibuprofen in athletes 

• Increased risk of death and recurrent MI  

• Dimentia 

• Hematologic Malignancies 

• Tylenol: liver failure 
 

Spinal manipulation causes NONE of the above.  Which is safer? 

You be the judge! 

 

 



Which available common medical treatments for back and neck pain are 
more researched and proven to be safe and effective compared to spinal 

manipulation?  Answer: NONE. 

• Neck brace 
• Surgery: micro-discectomy, fusion. 
• Pain management/ESI 
• OTCs/NSAIDs 
• Tylenol 
• Narcotics/muscle relaxants/anti-inflammatories 
• Bed rest 
• Bracing 

 
 

 
 



Death and Morbidity Rates of 
Common Medical Treatments 

• “Chiropractic procedures are the safest 
procedures in the provision of human health 
care services, when compared to know 
mortality and morbidity rates in medical 
practice.” (Current Concepts page 72) 

 

• USA:  1: 2,000,000 neck manipulations 

• Canada:  1:3,846,153 neck manipulations 

• Other sources: as low as 1:5,000,000 



How does one decide? 

• Bottom Line:  Despite the negative evidence against NSAIDs 
and ESI, they do serve a purpose in certain patients. 

 

• Patient selection critical.  Conservative………Surgery. 

 

• Drugs?……ask an medical physician/pharmacist. 

 

• Spinal Manipulation?…..ask a chiropractic physician 

 

• Patient…….become an active consumer. 



Who provides SMT is a matter of 
public safety! 

 

Sitting thru a weekend course, 
watching the video, and setting up 
on 20 patients does not qualify one 

to utilize SMT 







Safety of Spinal Manipulation 

A review of the literature. 
 



Spinal Dysfunction…Low Back Pain and 
spinal manipulation 

• JCSmith reports:  “….back pain management has 
been assessed by government agencies in the 
U.S, Canada,  Great Britain, Sweden, 
Denmark, Australia, and New Zealand. All of 
these reports are highly positive with respect 
to spinal manipulation.”  
 

• “Today, we can argue that 
chiropractic care, at least for back 
pain, appears to have vaulted from 
last to first place as a treatment 
option.”  Tony Rosner, PhD, formerly 
Director of Research at FCER 
 

• RAND:  DCs perform 94% of all 
manipulation 



Support for chiropractic management of acute, 
subacute and chronic spine pain.   

Consider these nationally accepted guidelines 

• AHCPR: Agency for Health Care Policy and Research 

• NCQA:  National Council on Quality Assurance 

• American College of Physicians/American Pain Society: Annals 

   of Internal Medicine 

• ACOEM: American College of Occupational and Environmental  
 Medicine. 

• ODG:  Official Disability Guideline 

• Milliman and Roberston 

• CCGPP: Council on Chiropractic Guidelines and Practice  
 Parameters.  The most comprehensive review of the  
 literature in the  history of our country. 

• Bronfort.  Evidence-informed management of chronic low back pain  with spinal 
manipulation and mobilization. Spine J. 2008 Jan-Feb;8(1):213-25. 

 
 



Diagnosis and Treatment of Low Back Pain: A Joint Clinical Practice Guideline from 
the American College of Physicians  

and the American Pain Society 
 Chou, et al. Low Back Pain Guidelines Panel*  2 October 2007 | Volume 147 Issue 7 | Pages 478-491 

 

 
Recommendation 7: For patients who do not improve with self-care options, 

clinicians should consider the addition of nonpharmacologic therapy with 

proven benefits—for acute low back pain, spinal manipulation; for chronic 

or subacute low back pain, intensive interdisciplinary rehabilitation, exercise 

therapy, acupuncture, massage therapy, spinal manipulation, yoga, 

cognitive-behavioral therapy, or progressive relaxation (weak 

recommendation, moderate-quality evidence). 

 

Side note: Is it ever acceptable to recommend anything less than the 

most evidence-based treatment to a patient?   

 

Answer:  No.  Conclusion: DCs and medical professionals of all types 

need to work closer together for the good of the patients we serve. 

 



Source:   
“Current Concepts 

in Spinal Manipulation and Cervical Arterial Incidents”  
© 2006 

 
 

• 2001 Terret.  Misuse of the Literature by Medical Authors 
(page 105). 
 

• Was an injury caused by a chiropractic physician? 
 

• Answer:  Actual injury caused by medical practitioners, 
medical specialists, osteopaths, physiotherapists, 
naturopaths, the patient, a kung fu practitioner, a blind 
masseur, a wife, and a barber in India 

 



Is there a causal relationship between 
spinal manipulative therapy (SMT) 

and stroke?  

 

• “The best scientific evidence available has shown no causative 
relationship between appropriately applied spinal 
manipulation and stroke events.  

 

• The incidence of stroke in the population as a whole is no 
different (2 per 100,000 persons annually) than among those 
who receive manipulation treatment of the neck.”  

 
• (Current Concepts page 62) 

 



Death and Morbidity Rates of Common Medical Treatments 
(cont’d) 

• “In the 65-year period 1934 to 1999, there are only 37 cases 
of death known to have occurred in the world, from all types 
of SMT practitioners, with only 19 from that 65-year period 
being related to chiropractors or chiropractic manipulation 
(and some may have already had a stroke in evolution, and 
therefore had an identical outcome even if they had not 
consulted a DC.”  

 (Current Concepts page 72) 
 

• NOTE:  compare that to the reality the 16,500 people die 
annually from NSAID related complications.  

 (see BMJ and JAMA 2000) 



The Math… 

• 19 deaths in 65 years, compared to: 

• 225,000 per year x 65 years = 14,625,000 for 
the medical profession. 

 

• 14,625,000 / 19 = 769,736 deaths for every 
ONE death somehow associated with DCs 

 

• People who live in glass houses… 



Risk of Vertebrobasilar Stroke and Chiropractic Care 
 Results of a Population-Based Case-Control and Case-Crossover Study.  

Cassidy, DC, PhD, et al. Spine 2008;33:S176–S183 

• Conclusion. VBA stroke is a very rare event in the 
population. The increased risks of VBA stroke 
associated with chiropractic and PCP visits is likely 
due to patients with headache and neck pain from 
VBA dissection seeking care before their stroke. We 
found no evidence of excess risk of VBA stroke 
associated chiropractic care compared to primary 
care.  

 
• NOTE:  There is a reason DCs pay only about $150/month in malpractice 

insurance.  Chiropractic care is very safe! 



Evaluating the risk for 
stroke 

 

 Risk factors and  
examination 



Possible Risk Factors All Physicians 
Need to Know 

 Despite the exceptionally low risk, every physician should be aware of 
the following risk factors: 

 
1. Dizziness, unsteadiness, giddiness, and vertigo 
2. Sudden severe pain in the side of the head and/or neck, which is 

different from any pain the patient has had before 
3. Age <45 
4. Migraine 
5. Connective Tissue disease (Autosomal dominant polycystic kidney 

disease, Ehlers-Danlos Type IV, Marfan Syndrome, Fibromuscular 
Dystrophy) 

6. Recent infection, particularly upper respiratory. 
 

 (Current Concepts page 44) 
 



Recognize the four “F”s. 

• Female 

• Forty 

• Fat 

• Fertile (on birth control) 

 

• [indications also for gall bladder] 

 



Recognize the five “D”s. 

• Dizziness 
• Diplopia (double vision caused by a defective function of the extraocular 

 muscles or a disorder of the nerves that innervate (stimulate) the muscles.) 

• Dysarthria (slurred, slow, and difficult to produce (difficult to understand). 
 May also have problems controlling the pitch, loudness, rhythm, and voice 
 qualities of speech. ) 

• Dysphagia (difficulty swallowing and may also experience pain while 
 swallowing.) 

• Drop attacks 
 

• Note:  Drop attacks are common; the patient suddenly loses muscle tone 
and falls to the ground without losing consciousness.  One of the types of 
central vertigo, seen with disorders of the brainstem and CNS as opposed 
to peripheral vertigo from sensory end organs (ears, eyes).   
 

 



Recognize the 3 “N’s 

 

 

• Nausea 

• Nystagmus (rhythmic, oscillating motions of the eyes) 

• Numbness 



CVA Screening Checklist 



The Safety of Spinal Manipulation 

Examination 
Cranial Nerves 



Cranial Nerves 



Cranial Nerves 



Cranial Nerves 

 



CN I: Olfactory 
 

• Rash, deformity of nose.  

• Test each nostril with essence bottles of 
coffee, vanilla, peppermint.  

 



CN II: Optic 
 

• With patient wearing glasses, test each eye 
separately on eye chart/ card using an eye cover.  

• Examine visual fields by confrontation by wiggling 
fingers 1 foot from pt's ears, asking which they see 
move. 
• Keep examiner's head level with patient's head.  

• If poor visual acuity, map fields using fingers and a 
quadrant-covering card.  

• Look into fundi.  

 



CN III, IV, VI: Oculomotor, Trochlear, 
Abducens 

 
• Look at pupils: shape, relative size, ptosis.  

• Shine light in from the side to gauge pupil's light 
reaction. 
• Assess both direct and consensual responses. 
• Assess afferent pupillary defect by moving light in 
arc from pupil to pupil.  Optionally: as do arc test, 
have pt place a flat hand extending vertically from 
his face, between his eyes, to act as a blinder so light 
can only go into one eye at a time.  

 



CN III, IV, VI: Oculomotor, Trochlear, 
Abducens 

 
• "Follow finger with eyes without moving head": 

test the 6 cardinal points in an H pattern. 
• Look for failure of movement, nystagmus [pause to 
check it during upward/ lateral gaze].  

• Convergence by moving finger towards bridge of 
pt's nose.  

• Test accommodation by pt looking into distance, 
then a hat pin 30cm from nose.  

• If MG suspected: pt. gazes upward at Dr's finger to 
show worsening ptosis.  

 

 



CN V: Trigeminal 
 

• Corneal reflex: patient looks up and away. 
• Touch cotton wool to other side. 
• Look for blink in both eyes, ask if can sense it. 
• Repeat other side [tests V sensory, VII motor].  

• Facial sensation: sterile sharp item on forehead, 
cheek, jaw. 
• Repeat with dull object. Ask to report sharp or 
dull. 
• If abnormal, then temperature [heated/ water-
cooled tuning fork], light touch [cotton].  



CN V: Trigeminal 
 

• Motor: pt opens mouth, clenches teeth (pterygoids). 
• Palpate temporal, masseter muscles as they 
clench.  

• Test jaw jerk:  

– Dr's finger on tip of jaw.  

– Grip patellar hammer halfway up shaft and tap Dr's finger 
lightly.  

– Usually nothing happens, or just a slight closure.  

– If increased closure, think UMNL, esp  pseudobulbar palsy.  



CN VII: Facial 
 

• Inspect facial droop or asymmetry.  

• Facial expression muscles: pt looks up and wrinkles 
forehead. 
• Examine wrinkling loss. 
• Feel muscle strength by pushing down on each side 
[UMNL preserved because of bilateral innervation].  

• Pt shuts eyes tightly: compare each side.  

• Pt grins: compare nasolabial grooves.  

• Also: frown, show teeth, puff out cheeks.  

• Corneal reflex already done. See CN V.  

 

http://www.clinicalexam.com/pda/n_ref_mnl.htm


CN VIII: Vestibulocochlear 
(Hearing, Vestibular rarely) 

 • Dr's hands arms length by each ear of pt. 
• Rub one hand's fingers with noise on one side, 
other hand noiselessly. 
• Ask pt. which ear they hear you rubbing. 
• Repeat with louder intensity, watching for 
abnormality.  

• Weber's test: Lateralization 
• 512/ 1024 Hz [256 if deaf] vibrating fork on top of 
patients head/ forehead. 
• "Where do you hear sound coming from?" 
• Normal reply is midline.  



CN VIII: Vestibulocochlear 
(Hearing, Vestibular rarely) 

 
• Rinne's test: Air vs. Bone Conduction 

• 512/ 1024 Hz [256 if deaf] vibrating fork on 
mastoid behind ear. Ask when stop hearing it. 
• When stop hearing it, move to the patients ear so 
can hear it. 
• Normal: air conduction [ear] better than bone 
conduction [mastoid].  

• If indicated, look at external auditory canals, 
eardrums.  

 



CN IX, X: Glossopharyngeal, Vagus 
 

• Voice: hoarse or nasal.  

• Pt. swallows, coughs (bovine cough: recurrent 
laryngeal).  

• Examine palate for uvular displacement. (unilateral 
lesion: uvula drawn to normal side).  

• Pt says "Ah": symmetrical soft palate movement.  

• Gag reflex [sensory IX, motor X]: 
• Stimulate back of throat each side. 
• Normal to gag each time.  

 



CN XI: Accessory 
 

 

• From behind, examine for trapezius atrophy, 
asymmetry.  

• Pt. shrugs shoulders (trapezius).  

• Pt. turns head against resistance: watch, 
palpate SCM on opposite side.  

 



CN XII: Hypoglossal 
  

• Listen to articulation.  

• Inspect tongue in mouth for wasting, 
fasciculations.  

• Protrude tongue: unilateral deviates to 
affected side.  

 



Cranial Nerve Assessment 

Nerve Name Function Test 

I Olfactory Smell Have patient smell a familiar odor 

II Optic Visual Acuity 
Visual Field 

Have patient identify fingers 
Check peripheral vision 

III Oculomotor Pupillary Reaction Shine Light in the eye 

IV Troculear Eye Movement Follow finger without moving the head 

V Trigeminal Facial Sensation 
Motor Function 

Touch the face 
Have the patient hold mouth open 

VI Abducens Motor Function Lateral Eye movements 

VII Facial Motor Function 
Sensory  

Smile, wrinkle face, puff cheeks 
Tastes 

VIII Acoustic Hearing 
Balance 

Snap fingers by the ear 
Rhomberg's Test 

IX Glossopharyngeal Swallowing and Voice Swallow and say "AH" 

X Vagus Gag Reflex Use tongue depressor 

XI Spinal Accessory Neck Motion Shoulder shrugging 

XII Hypoglossal Tongue Movement and Strength Stick out tongue apply resistance with a tongue depressor 



What to Do if symptoms are present 
but tests are negative? 

• When in doubt……………send to the ER. 

 

• After vitals are taken, ortho/neuro exam 
conducted, and cranial nerves assessed, 
consider milder forms of treatment. 

 

– PT, Arthrostim, Activator, active release 
technique, NUCCA, thoracic manipulation, 
referral for meds, etc. 



Immediate effects of thoracic manipulation in patients with neck pain: 
a randomized clinical trial 

Cleland et al. Manual Therapy 10 (2005) 127–135 

• Sixty-eight patients were screened for eligibility during a six-
month period from January 2003 to June 2003. 

 

• Thoracic spine manipulation results in immediate 
improvements in perceived levels of cervical pain in patients 
with mechanical neck pain. Given the concern regarding the 
risks of cervical spine manipulation, perhaps thoracic spine 
manipulation is a reasonable alternative, or supplement to, 
cervical manipulation and mobilization to maximize the 
patient’s outcome at a reasonably low level of risk. 







Intermittent cervical traction and thoracic manipulation for management of 
mild cervical compressive myelopathy attributed to cervical herniated disc: 

a case series. 
1: J Orthop Sports Phys Ther. 2004 Nov;34(11):701-12.   

 

 

• CONCLUSIONS: Intermittent cervical traction and 
manipulation of the thoracic spine seem useful for 
the reduction of pain scores and level of disability 
in patients with mild cervical compressive 
myelopathy attributed to herniated disc. A 
thorough neurological screening exam is 
recommended prior to mechanical treatment of the 
cervical spine. 

 



Conclusion Regarding Safety of Spinal 
Manipulation 

• “On analysis, SMT as delivered by chiropractors is 
one of the most conservative, least invasive and 
safest of procedures in the provision of health care 
services.”   
 

• “The risks of SMT pale when compared to known 
medical risks.  Chiropractors, by their training and 
skill in SMT and special emphasis on the spine, are 
the best positioned to deliver this mode of health 
care to the public.”  

 (Current Concepts page 76) 
 



Again, despite the exceptionally low risk, every physician should 
be aware of the following symptoms in addition to the risk 

factors mentioned previously: 
 

• headache, dizziness, low of consciousness,  

 nausea, vomiting, hearing/visual/sensory 
disturbances, cramps, weakness, and/or 
ataxia without residual sequalae to suggest 
stroke. (Current Concepts) 

 



The Cincinnati Pre-hospital Stroke Test 

• Facial Droop  

• Normal: Both sides of face move equally  
– Abnormal: One side of face does not move at all  

•  Arm Drift  

• Normal: Both arms move equally or not at all  
– Abnormal: One arm drifts compared to the other  

•  Speech  

• Normal: Patient uses correct words with no slurring (Your name, 
Date/Day, “Who is the President of the United States”?) 
– Abnormal: Slurred or inappropriate words or mute   

 



The Cincinnati Pre-hospital Stroke Test 





The Cincinnati Pre-hospital Stroke Test 

Patients with 1 of these 3 findings as a new event have a 72% 
probability of an ischemic stroke. If all 3 findings are present the 
probability of an acute stroke is more than 85%  
 
***A stroke is a medial emergency, if you are experiencing or 
observe someone suffering from any of these symptoms, please call 
911! 
 
References: 
 
Hurwitz AS, Brice JH, Overby BA, Evenson KR (2005). "Directed use of the Cincinnati 
Prehospital Stroke Scale by laypersons". Prehosp Emerg Care 9 (3): 292–6  
 
Kothari RU, Pancioli A, Liu T, Brott T, Broderick J. “Cincinnati Prehospital Stroke Scale:  
reproducibility and validity.” Ann Emerg Med 1999 Apr;33(4):373-8  
 

 
 
 
 
 
 
 
 



What to Do if the Worst Happens 

• Do NOT re-adjust a patient if, following a 
neck adjustment, he or she experiences any of 
the following symptoms: 

– Loss of consciousness 

– Visual field disturbances 

– Difficulty with speech or swallowing 

– Weakness or numbness 

– Or any other unusual neurological S/S 



What to Do if the Worst Happens 

• If the patient is clearly in serious distress, call 911 
immediately 
 

• If the pt is conscious and the s/s are vague, allow 
him/her to rest quietly while under close 
observation…for a reasonable time.  
 

• If the s/s do not resolve or if they worsen, the pt 
should be hospitalized. While not required as a 
standard of care, it may be a good idea while the pt 
is being transported to call ahead to the ER physician 
so that the pt can receive proper care ASAP. 



What to Do if the Worst Happens 

• The emergency tx of choice for a confirmed 
VB dissection is immediate administration 
(within 3 hours of onset) of anticoagulant 
therapy. 

• Be sure to document your findings and actions 
immediately 

• DO NOT alter your treatment notes 



Informed Consent 

Turning concerns and fears into 
long-term recommendations 

 

 



Elements of Informed Consent 
 

Disclaimer:  Dr. Farabaugh is not an attorney.  You should seek legal counsel 
when implementing this type of form, or check with you malpractice carrier. 



Material Risks 



Probability of Risks occurring. 



Fracture 



TIA/Stroke 



Disc Injury/Other Complications 



Other Treatment Options 



Remaining Untreated, or 
Undertreated 



Signature of Patient 



References 



Risk Assessment and Response 

What would you do if……. 



3 Primary Considerations 

• Risk Factors 

• Cranial exam 

• Symptoms 



When faced with certain facts, what 
do you do? 

A. IC, followed by HVLA CMT (Note: on NPs, 
vitals…always) 

B. IC, followed by cranial exam, vitals, then HVLA CMT 

C. IC, followed by cranial exam, vitals, then low force 
CMT. 

D. IC, followed by cranial exam, vitals, no tx, refer to PCP 
and/or specialist, or dx tests (MRA, MRI, CT, etc.) 

E. IC, followed by cranial exam, vitals, no tx, referral to 
ER. 

F. Rescue posture, call 911 



Patient: Jane 

• 33 year old female-recent onset neck pain 

– Just woke up with pain. 5/10 on VAS 

– BP: 120/80 

– 10 year history of ingesting BCPs 

– No other S/S. 

 

What do you do? 



Patient:  Debbie 

• 33 year old female-recent onset neck pain 
– Just woke up with pain. 

– BP: 120/80 

– 5/10 on VAS 

– 10 year history of ingesting BCPs 

– Mother suffered a stroke at age 45. 

– Mild dizziness and headache for 3 days (6/10 on VAS) 

 

– What do you do? 

 



Patient:  John 

• 67 year old male-recent onset neck pain 
– Just woke up with pain unlike any  pain he’s ever experienced. 

– BP: 210/108 

– 9/10 on VAS 

– Advanced DDD, DJD C3-C7 

– Rigid ROM-reduced 80% with pain 

– Family history of stroke, mother suffered a stroke at age 45. 

– Nausea, dizziness, blurred vision,  and constant headache for 3 days 
(8/10 on VAS) 

– Abnormal cranial nerve exam and risk factors present 

 

– What do you do? 

 



Patient:  Elena 

• 44 year old female 
– Garden variety neck pain; no specific mechanism of injury, 3 weeks hx 

– 7/10 on VAS, BP: 124/84. 

– Neck spasms, loss of cervical curve/kyphosis 

– Rigid ROM-reduced 80% with pain 

– Family history of stroke, mother suffered a stroke at age 45. 

– Normal cranial nerve exam and no other risk factors present 

– Immediate after CMT she becomes nauseated, vomits, slurred speech, 
and cannot stand without assistance, severe neck pain. 

 

– What do you do? 

 



Thank you for reviewing the information in this presentation.   

While this lecture was produced and financed solely by Dr. Ronald 

Farabaugh, a portion of the proceeds of sale of this version of the 

video/PowerPoint lecture will assist in public education and 

chiropractic education and research. 

 
Enhanced copies of this program include: (1) video, (2) PowerPoint lecture,  

and (3) script/transcript and can be purchased for $19.99 plus 
shipping/handling for the CD/DVD, or just $19.99 for  a download.  Make 

checks payable to “Dr. Ronald J. Farabaugh” and send to the address below. 
 

General questions and Products:    Contact Information 

   
     614-898-0787 
Dr. Ronald J. Farabaugh   www.chiroltd.com  
2879 E. Dublin-Granville Rd.   chironf@aol.com 
Columbus, OH 43231 

 

Copyright protected  © Dr. Ronald J. Farabaugh 2014 
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