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Low-back pain is one of the most common chronic, 

non-malignant pain conditions treated by primary care 

physicians.1 Chiropractors and primary care physicians treat 

more than 90 percent of patients suff ering with chronic pain.2 

Opioids are common medications used to treat patients with 

chronic, non-malignant pain, described as Pain unrelated to 

cancer that persists beyond the usual course of the disease or 

injury.3 The Centers for Disease Control and Prevention claim 

that opioids continued to increase drug overdose deaths for 

the 11th consecutive year in 2010.

In 2010, nearly 60 percent of the drug overdose deaths 

(22,134) involved pharmaceutical drugs. Opioid analge-

sics, such as oxycodone, hydrocodone, and methadone, 

were involved in about 3 of every 4 pharmaceutical 

overdose deaths (16,651), confi rming the predominant 

role opioid analgesics play in drug overdose deaths.4

D aren Anderson, MD, discusses an innovative 
program that improves the quality of care 
for patients with chronic pain in community 

health centers by including chiropractic. Michael 
Taylor, DC, describes how expanded scope of 
practice for chiropractic physicians affects chronic 
pain treatment. James J. Lehman, DC, presents 
how and why doctors of chiropractic (DCs) should 
become members of the primary care team as 
neuromusculoskeletal practitioners to treat patients 
with chronic pain. � e authors stress that chiropractic 
clinicians may play a valuable role in the primary care 
setting by helping to evaluate and manage patients 
suffering with acute and chronic pain caused by 
neuromusculoskeletal conditions. 

By James J. Lehman, DC, Daren Anderson, MD, and Michael Taylor, DC
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Chronic Pain Treatment/Primary Care
Chronic pain affects more than 100 million people in the United 
States and leads to more than $635 billion per year in costs 
attributable to medical treatment and lost productivity (IOM cost of 
pain in America). Chronic back pain is the No. 1 cause of job-related 
disability according to the National Center for Health Statistics.�e 
majority of patients with chronic pain will seek treatment from a 
primary care provider.²

Chronic Pain and Illness

When pain persists for months or even years, long after whatever 
started the pain has gone or because the injury continues,  
it becomes a chronic condition and illness in its own right.

As implementation of the Patient Protection and Affordable 
Care Act (PPACA) and the National Prevention Strategy moves 
health care from a system of sick care to one based on wellness and 
prevention,5 it is likely that primary care providers will increasingly 
be called on to provide treatment of chronic pain through 
coordinated care. 

A special committee with a panel of adult and pediatric pain experts 
was convened to explore issues related to pain and the practice 
of medicine. �is panel included anesthesiologists, neurologists, 
primary care physicians, emergency physicians, nurses, pharmacists 
and psychologists who proclaimed that it was time to revolutionize 
the treatment of chronic pain in America. Current deficiency in the 
training of primary care providers in pain management represents an 
opportunity for reform and to promote the integration of healthcare 
professionals, including chiropractic physicians to offer holistic, 
evidence-based and patient-centered services.

Most people in pain, including those with chronic symptoms, go 
to primary care providers to get relief. But current systems of care 
do not adequately train or support internists, family physicians 
and pediatricians, the other healthcare providers who provide 
primary care in meeting the challenge of treating pain as a chronic 
illness. Primary care providers often receive little training in the 
assessment and treatment of complex chronic pain condition.6

Project ECHO, CHCI and Integration
�e Stepped Care Model for Chronic Pain (SCM-PM) is a 
population-based strategy advocated by the American Academy  
of Pain Medicine for pain management that has been adopted by 
the Veterans Health Administration (VHA) as its standard for pain 
care. �e SCM-PM calls for primary care-based screening and 
routine management of pain with additional resources provided  
for more complex cases. �e model has resulted in improved 
patient outcomes for pain in several VHA settings.7,8,9

Outside the VHA setting, chronic pain is also a common condition, 
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especially in safety net practices, such as Feder-
ally Qualified Health Centers (FQHC).10 Whether 
or not the SCM-PM can improve pain outcomes in 
non-VHA settings, such as FQHC’s, had not previ-
ously been determined. To address this question, 
we undertook a three-year quality improvement 
project named Project Stepping Out, aimed at adapt-
ing the SCM-PM and implementing it at Community 
Health Center, Inc. (CHCI), a large, statewide FQHC 
in Connecticut. 

CHCI provides comprehensive, integrated 
primary care services including medical, dental 
and behavioral health care to more than 130,000 
medically underserved patients in the state. More 
than 60 percent of CHCI patients are racial/eth-
nic minorities, more than 90 percent are below 
200 percent federal poverty level, 60 percent are 
on Medicaid or state insurance and 22 percent are 
uninsured. Each CHCI patient has a designated 
primary care provider. 

Project Stepping Out developed a modified ver-
sion of the SCM-PM that incorporated the basic 
elements of stepped care customized to reflect the 
unique characteristics of the FQHC practice. �e 
principal goals of the project included: 1) improv-
ing the ability of the primary care team to screen 
for and manage routine pain complaints by follow-
ing protocols and using basic tools to improve the 
assessment, documentation, treatment and moni-
toring of pain; 2) providing additional resources 
and supports, including on-site access to behav-
ioral health and chiropractic treatment to assist 
primary care providers (PCPs) in managing more 
complex cases; and 3) providing PCPs access to a 
multidisciplinary pain-management consultation 
via teleconference using Project ECHO. 

To address the deficiency of pain-management 
knowledge among PCPs, the project first provided 
additional education to all CHCI providers. Grand 
rounds presentations addressing pain-manage-
ment best practices were given twice yearly, and 
providers completed online CME modules about 
pain management and opioid prescribing. 

To improve monitoring and follow-up, for-
mal policies were implemented requiring that all 
patients receiving chronic opioid therapy (COT) 
have a signed opioid treatment agreement (OTA), 
a urine toxicology screen at least once every six 
months and a functional assessment every three 
months. In addition, a clinical dashboard was 
introduced in which clinicians could view adher-
ence rates and their panel of patients receiving 
COT. 

Last, templates for the initial and follow-up 
assessment of pain were created within the elec-
tronic health record (EHR) to help clinicians 
improve documentation. �ese templates included 

elements necessary to appropriately document pain 
assessments, including presence and cause of pain, 
duration, location, other therapies tried, impact of 
current treatment, functional assessment, diag-
nostic images reviewed, functional goals estab-
lished, OTA review, UDT results and signs of opioid 
misuse/aberrancy. 

Additional on-site resources were added to help 
with more complex patients who fail to improve 
with routine primary care. While some specialties, 
such as physical therapy, addiction treatment, and 
surgical sub-specialties, required outside referral, 
Project Stepping Out brought chiropractic services 
to six of CHCI’s largest sites. 

Behavioral health (BH) services, available at 
CHCI for years, were further integrated by adding 
a BH provider to each clinical team. Medical teams 
were encouraged to refer patients with pain and 
co-existing BH and/or substance abuse issues to 
their BH provider for collaborative management. 

�e final element of the project was the intro-
duction of Project ECHO Pain Management. 
Project ECHO is a weekly video conference joining 
PCPs with a team of specialists. Project ECHO Pain 
Management for this intervention was designed 
after the model developed by the University of 
New Mexico.11,12,13,14 One primary care pain champi-
on was selected from each CHCI site to participate 
in weekly ECHO sessions. �e expert faculty team 
was comprised of specialists in pain management, 
including interventional pain management, behav-
ioral health, addiction medicine, occupational 
medicine and pharmacy. Sessions lasted two hours 
and provided the opportunity to present and to 
learn from challenging cases. Didactics lasted no 
more than 30 minutes and covered a wide range 
of pain-management topics, including safe opioid 
prescribing, behavioral health interventions, phar-
macologic interventions and complementary and 
alternative treatments, to name a few. 

Over the three-year course of this intervention, 
a broad array of outcome measures demonstrated 
improvement. Surveys showed that CHCI providers 
increased their pain-management knowledge from 
an average score of 153 to 167 on the KnowPain-50, 
a validated knowledge assessment tool,15 and that 
PCPs expressed increased confidence in their ability 
to manage pain. Chart reviews showed improve-
ments in documentation. Adherence to policies on 
opioid treatment agreements and urine toxicology 
screening among patients who used opioids chroni-
cally (COT) increased from 49 percent to 64 percent 
and from 66 percent to 86 percent respectively. 
Functional assessment and referrals to behavioral 
health and chiropractic increased significantly. 
�ere was slight but significant decline in the pre-
scribing of opioids for acute and chronic pain. 
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Pain management must become a core compe-
tency of primary care. � is project demonstrated 
that a multifaceted approach focused on educa-
tion, collaboration and use of supportive tech-
nologies could improve a wide range of pain-man-
agement outcome measures. 

Common Neuromusculoskeletal 
Causes of Chronic Pain
Myofascial pain syndromes are very common 
causes of musculoskeletal pain and common 
manifestations of chronic pain.16 Simons claims 
the most common type of neuromusculoskeletal 
pain is myofascial pain.17 A clinician must identify 
the cause of the pain, which is often unrecognized 
myofascial trigger points.18 Clinicians treating 
chronic pain must recognize the diagnostic criteria 
for myofascial pain19:

1.  Localized pain in a taut band of muscle;
2.  Local twitch response to fi ber stimulation 

of the taut band;
3.  Pain to deep palpation that is recognized as 

pain;
4.  Referred pain to a characteristic distant 

region based on myofascial referral maps;
5.  Restricted movement in joints related to 

muscle;
6.  Weakness that is not caused by neurological 

compromise; and
7.  Autonomic dysfunction.
Low-back pain is the most common neuromus-

culoskeletal symptom presenting to primary care 
providers and the fi fth most common cause for all 
physician visits.20 Another common neuromus-
culoskeletal condition treated by PCPs is shoul-
der pain.21 Whiplash injuries are becoming more 
frequent in the United States and the rest of the 
world.22 Recent data indicate three million Ameri-
cans suffer from whiplash annually.23 Unfortunately, 
incomplete recovery from whiplash-type injuries 
contributes to the incidence of chronic neck pain.24 
Neck and cervical muscle pain accompany primary 
cephalgia,25 while cervicogenic headaches affect 20 
percent of patients presenting with chronic head-
ache syndromes.26

Chiropractic and Chronic Pain
Kettner says that pain management is an 
emerging chiropractic specialty with potential to 
contribute to the broader fi eld of pain medicine, 
but he also questions whether it is possible to 
integrate chiropractic into a traditional medical 
system.27 One Health Maintenance Organization 
(HMO) experiment at the Lovelace Health Care 
System in Albuquerque, N.M., demonstrated that 
physicians were willing to refer patients to DCs 
when they perceived it is in the best interest of 

their patients (i.e., patient-centered) and they were 
satisfi ed with the results of chiropractic care.28 
Today’s best available evidence demonstrates 
chiropractic manipulation to be less expensive 
and more effective than the usual care by PCPs for 
low-back pain, shoulder pain/disability and neck 
pain.29 In addition, there is evidence that suggests 
chiropractic care benefi ts patients suffering with 
migraine and cervicogenic headaches.30 

Scope of Practice and Chronic Pain
 A limited number of practice acts permit chiro-
practic physicians with advanced training and cre-
dentialing an expanded scope of practice, which 
includes prescriptive authority. 

It is estimated that doctors in Oklahoma 
have administered well over 300,000 micronu-
trient intravenous infusions, tens of thousands 
of trigger-point injections, thousands of intra-
articular injections and in excess of 2.5 million 
intramuscular injections. As a result, DCs in 
Oklahoma who have the injection credential have 
become a conservative PCP of choice when treat-
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ing patients with chronic pain, as well as a host of 
other conditions.31

A typical chiropractic patient with chronic pain 
presents with persistent trigger points. A subset 
of these patients who do not adequately respond 
to standard chiropractic manual medicine inter-
ventions or modalities could be candidates for 
trigger-point injection therapy. An injection of 
cyanocobalamin and Traumeel into the core of the 
trigger point in a retrograde injection manner of at 
least three quadrants may release persistent, active 
trigger points with signifi cant relief of the patient’s 
chronic pain.32

DCs as Valuable Members of the 
Primary Care Team
If you desire to become a valuable member of 
a primary care team within a coordinated care 
organization, you will need to educate yourself, 
research the current state of health care reform 
and determine the existing coordinated care 
organizations in your area. � en you will need to 
educate physicians and coordinated care organi-
zations about your value. Since most physicians 
do not know a DC or routinely make referrals to 
them,33 you must overcome this barrier to entry. 
You should provide evidence that integration of 

chiropractic into a primary care environment can 
reduce the prescription of opioid medications for 
patients suffering with chronic neuromusculoskel-
etal conditions.34

Primary care providers will make referrals 
to specialists. So what must you do to become a 
credentialed specialist? You must integrate into 

coordinated care organizations as a neuromusculo-
skeletal medicine specialist and become a medical 
staff member.

Bill Morgan, DC, described what chiropractic 
clinicians should expect to expedite the process 
when seeking hospital credentials and privileges,35

and you may anticipate similar requirements to 
join coordinated care organizations: 

 Work history
 Certifi cation of education
 College degree
 Chiropractic college degree
 Internships
 Residencies (if appropriate) 
 Fellowships (if appropriate) 
 Advanced training or certifi cations
  Peer and professional references (usually 

within two years) 
 Hospital affi liations
  State licensures (all states or territories where 

you have been licensed) 
  Claims history (including current and past 

insurance carriers).
� e Community Health Center, Inc., of Middle-

town, Conn., requires chiropractic physicians 
to include board certifi cation in a chiropractic 
specialty, teaching experience, license to practice 
chiropractic in Connecticut and professional 
liability insurance.36 It seems reasonable to 
assume that other Federally Qualifi ed Health 
Centers or Patient-Centered Medical Homes will 
require PCPs and specialists to be board certifi ed. 
Health care reform calls for improved quality 
of care; health centers and patients expect 
providers to demonstrate exceptional expertise 
in their specialty or subspecialty.

Medical specialty certifi cation in the United 
States is a voluntary process. While medi-
cal licensure sets the minimum competency 
requirements to diagnose and treat patients, it 
is not specialty-specifi c. Board certifi cation — 
and the Gold Star — demonstrates a physician’s 
exceptional expertise in a particular specialty 
and/or subspecialty of medical practice. 

� e Gold Star signals a board-certifi ed physi-
cian’s commitment and expertise in consis-
tently achieving superior clinical outcomes in 
a responsive, patient-focused setting. Patients, 
physicians, healthcare providers, insurers and 
quality organizations look for the Gold Star as 
the best measure of a physician’s knowledge, 
experience and skills to provide quality health 
care within a given specialty.37

 Primary care providers will expect you 
to provide high-quality, evidence-based and 
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patient-centered chiropractic services as a DC 
and a board-certified specialist. Integration 
of chiropractic services into coordinated 
care organizations will improve access to 
patients with neuromusculoskeletal injuries 
or diseases that are in need of conservative 
neuromusculoskeletal medicine. 

�e authors pose the following question to 
the chiropractic profession: “Will chiropractic 
physicians attempt to integrate coordinated care 
systems or prefer to remain as portal of entry 
providers and function outside of the system?” 

Conclusions
�ere is an obvious need in the United States 
to improve the evaluation and management 
of patients with chronic pain, and chiropractic 
services may be part of the solution. 

Chiropractic physicians with an interest in treating 
chronic pain patients should consider joining coordi-
nated care organizations as members of the primary 
care team.

�e chiropractic physician can participate in  
the care and delivery of a variety of clinical inter-
ventions to address a number of patients suffering 
with neuromusculoskeletal conditions concomi-
tant with chronic pain.

Chiropractic clinicians with specialty certifica-
tion have the training and credentials necessary 
to apply for medical staff privileges within coor-
dinated care organizations, such as Accountable 
Care Organizations, Community Health Centers 
and Patient-Centered Medical Homes.

When chiropractic specialists integrate the 
healthcare system of the future, board certification 
will help to determine their status. �e lack  
of board certification may limit the status of  
chiropractic physicians to that of mid-level  
providers or even prevent hiring. 
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At the end of February 2014, the American 

Chiropractic Association’s (ACA) House of 

Delegates (HOD) adopted language describing 

the profession’s approach to health care and the 

use of drugs by chiropractic physicians during its 

annual meeting in Washington, D.C.

The statement was originally written and 

approved by the Chiropractic Summit, an 

umbrella leadership group of more than 40 

prominent chiropractic organizations during 

a meeting in Seattle in November 2013. The 

statement reads, in part:

Summit Promotes Drug-Free Approach:

“The drug issue is a non-issue because no 

chiropractic organization in the Summit promotes 

the inclusion of prescription drug rights and all 

chiropractic organizations in the Summit support 

the drug-free approach to health care.”

As you can imagine, this statement was 

crafted very carefully and after long discussions 

by all participants of the Summit, which includes 

organizations and individuals from all corners 

of the profession and with widely varying 

viewpoints. When the group fi rst approached 

the task, it realized that the profession could not 

legitimately use the word drugless to describe 

itself. Surprised? It makes sense when you 

consider the U.S. Food and Drug Administration 

(FDA) classifi es the use of certain vitamins and 

supplements to treat a condition a form of drug 

use. With so many doctors of chiropractic using 

nutritional therapy to help their patients, it was 

obvious to even the most conservative among 

us that “drug-free approach” more accurately 

describes what chiropractic physicians all do.

Granted, there are wide variations in the 

scope of practice for chiropractic based on the 

state in which DCs practice. Some states are 

quite expansive in what they allow doctors of 

chiropractic to do; others are rather restrictive. 

The Summit’s role is not to defi ne scope (that is 

the function of the states themselves), so any 

statement on chiropractic practice drafted — to 

be accurate — needed to keep into account 

those who may have more tools in their toolbox.

Nevertheless, the approach that all doctors 

of chiropractic take, regardless of their available 

tools for patient care, is fi rst and foremost 

drug-free. This is what unites us; we as a 

profession can be proud that the organizations 

representing the Chiropractic Summit came 

together and unanimously agreed on this 

very positive and powerful statement. For 

more on the Chiropractic Summit, go to www.

chirosummit.org.
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