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What Is Chiropractic Rehabilitation?

By Craig Liebenson, DC

The function of the human locomotor system is to produce motion and maintain stability. Korr called the

musculoskeletal system the "primary machinery of life," since it is through it that we express ourselves in

our chosen activities.1  The locomotor system incorporates control (central nervous system), passive

(articuloligamentous), and active (muscular) components.2  According to Panjabi, disease or dysfunction of

any of these components results in adaptation and eventual instability.2  Modern management of

musculoskeletal disorders involves diagnostic triage to rule out disease, activity modification to promote

stability, pain control, and rehabilitation of physical performance/functional capacity. Chiropractors can

only secure a place for themselves in the future health care delivery system by documenting with superior

outcomes their quality and cost competitiveness. By utilizing a partnership of manipulation (passive care)

and exercise (active care) chiropractors should accomplish such an outcome. 

Spinal disorders are defined as activity intolerances related to pain.3  The goal of modern management is to

restore function and eliminate activity intolerances before the onset of a disabling, chronic pain syndrome.

Specific human performance and functional deficits are part of the deconditioning syndrome which

accompany the transition from acute to chronic pain.4  Not only physical, but psychological deconditioning

are typically present.5  A biopsychosocial approach is required to address both the mind and the body.6  Fear

of pain is often a greater contributor to relapse than an actual nociceptive problem. Pain coping strategies

which reduce fear avoidance, anxiety, depression, and catastrophizing are often essential for a successful

outcome. 

Chiropractic rehabilitation embraces a continuum of care integrating passive and active treatments.7,8

Manipulation is pivotal as it has demonstrated superiority over other methods for providing pain relief,

reducing activity intolerances and increasing patient satisfaction.9  There is however a danger of

overutilization and escalating costs.10 By applying the modern principles of a biopsychosocial approach,

quality assurance is within the grasp of chiropractic. Active care, outcomes management, and early
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identification of psychosocial risk factors of chronicity are being integrated into a revolutionary new

paradigm of care. 

Chiropractic rehabilitation specialists learn new skills for assessing and treating myofascial, motor control,

and strength dysfunctions. Postisometric relaxation, proprioceptive neuromuscular facilitation,

propriosensory, spinal stabilization, and strength/endurance protocols are all core techniques which define

the minimum competencies of a rehabilitation practitioner.11 New thinking about functional restoration

indicates that motor control should not be ignored in muscle strengthening programs.2,12 Janda has shown

that predictable muscle imbalances develop with the overuse of postural (anti-gravity) muscles in our

largely sedentary society.13 Certain muscles like the upper trapezius, sternocleidomastoid, quadratus

lumborum, and iliopsoas become overactivated and may eventually shorten and lose endurance. Other

muscles which work under dynamic situations tend to become inhibited and eventually weaken from disuse.

Examples include the lower fixators of the scapulae (lower and middle trapezius, serratus anterior), gluteus

medius (stabilizer of the hip during stance phase of gait), and the multifidus (segmental spinal stabilizer).

Specific programs have been developed which enhance spinal stability.14-17 These focus on improving

motor control, in particular speed of contraction, coordination, and endurance of stabilizers. 

Decreased static back extension muscle endurance has been discovered to be a predictor of first time and

recurrent episodes of lower back pain.18,19 In particular, it has been found that the multifidus is primarily

responsible for this lost endurance.20 Acute patients respond especially well to the McKenzie system of

exercise which typically incorporates extension exercises.21 Chronic patients have been found to have a

decreased extensor to flexor muscle strength endurance ratio and to respond favorably to both expensive

high-tech back strengthening programs,4  as well as less costly low-tech approaches.22 

The goal of rehabilitation is to improve the effectiveness of chiropractic adjustments so as to achieve a

positive effect on the entire locomotor system. By finding the key muscle imbalances adjustments last

longer and go easier. Appropriate exercises should not hurt, but should instead be performed in the

"functional range," which is painless and appropriate for the task at hand.23 In fact the ideal exercises

achieve a maximum contraction of all a muscle’s motor units while minimizing the strain on

osteoligamentous structures.23 By combining expert delivery of passive and active care, along with

outcomes management, chiropractors are positioning themselves as the benchmark providers for

cost-effective yet high quality neuromusculoskeletal health care. 
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