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Report

The Canadian Chiropractic Association and the 
Canadian Federation of Chiropractic Regulatory 
Boards Clinical Practice Guidelines Development 
Initiative (The CCA/CFCRB-CPG) development, 
dissemination, implementation, evaluation, 
and revision (DevDIER) plan

Foreword by Grayden Bridge, DC,
President of The Canadian Chiropractic Association, 
Chairman of The CCA/CFCRB-CPG
Joint Task Force

Recognizing the need for clinical practice guidelines
(CPGs) in chiropractic, The Canadian Chiropractic Asso-
ciation (The CCA) and the Canadian Federation of Chi-
ropractic Regulatory Boards (CFCRB) launched The
CCA/CFCRB-CPG to develop and deploy CPGs for
chiropractic.

The profession of chiropractic accounts for physical
and other influences on a person’s health. It can be inte-
grated alongside the interventions of other disciplines
into a care plan. Appendix 1 lists the practice principles
that should be considered in interpreting a CPG for chiro-
practic, and the principles that should be respected in de-
veloping and deploying the CPG.

Sections 1 to 5 of this report describe The CCA/
CFCRB-CPG and its origins. Section 6 maps the plan for
the development, dissemination, implementation, evalua-
tion, and revision of each CPG. Section 7 elaborates on
the details of this plan, and illustrates the research evi-
dence supporting the plan.

1. Introduction
The CCA/CFCRB-CPG will be developing and deploy-

ing CPGs to assist chiropractors in daily practice. These
CPGs will help to collate the extensive research and clin-
ical expertise that exists within the profession. In addi-
tion, these CPGs can inform consumers about the harm-
benefit balance of interventions and, through the educa-
tion of practitioners, contribute to quality-assurance.

CPGs gather, appraise and combine evidence, attempt-
ing to address all the issues and values that might sway a
clinical decision. In so doing, CPGs refine clinical ques-
tions, balance trade-offs and apply qualitative reasoning.
CPGs provide explicit practice recommendations, or cost
or decision models that reflect value judgements about
the importance of various health and economic outcomes.

Although CPGs link the best available evidence to
good clinical practice, they are only one component of a
well-informed approach to providing good care.1–3 Other
components include: information about patients’ prefer-
ences and values, practitioners’ personal and professional
values and experience, and available resources.4,5

Each CPG The CCA/CFCRB-CPG is developing and
deploying will reflect a well-substantiated consensus
about treatment options based on current available evi-
dence. However, CPGs are not standards of care that dic-
tate practice,6–8 but rather guides and tools for
chiropractors and their patients. The distinction between
a CPG and a standard of care is particularly important to
uphold within the Canadian chiropractic profession – pri-
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marily because the distinction is poorly defined at the
front line of practice. Biggs et al.6 showed that there was
“no agreement about the definition of standards of care”
in the profession.

2. The foundation of The CCA/CFCRB-CPG

2.1. The need for clinical practice guidelines 
in chiropractic
By the early 1990s there was sufficient research evidence
to develop an evidence-based guideline for the chiroprac-
tic management of low-back pain in adults. Clinical rec-
ommendations for other age groups, for pain of specific
durations, or for pain in spinal areas other than the lower
back consisted of educated extrapolations from this re-

search. The 1993 Guidelines for Chiropractic Practice in
Canada9 (the ‘Glenerin’ guidelines) reflected this. These
were the most comprehensive set of CPGs specifically for
Canadian chiropractors – they covered 20 areas of chiro-
practic practice, and incorporated the near-simultaneous
guideline work at the Mercy Center10 in the United States.

Since the early 1990s, the evidence base about chiro-
practic has grown steadily. In parallel, the accepted meth-
ods of creating and deploying CPGs have become more
systematic, transparent and rigorous.11 However, a sys-
tematically developed CPG has not yet been brought to
the Canadian chiropractic profession.

By the late 1990s, the Canadian profession broadly
agreed that the Glenerin guidelines did not optimally sup-
port chiropractors’ evolving use of CPGs.12,13 Studies of

The CCA/CFCRB Guidelines Development Committee
Back Row, Left to Right: Dr. Normand Danis, Dr. Roland Bryans, Dr. Grayden Bridge (President of The CCA), Dr. Rick 
Ruegg, Dr. Brock Potter, Dr. Henri Marcoux. Front Row, Left to Right: Prof. Janice Gross-Stein, Dr. Andrea Furlan, 
Dr. Liz Anderson-Peacock, Dr. Wanda Lee MacPhee (CFCRB President), Dr. Eleanor White.



CCA/CFCRB-CPG

58 J Can Chiropr Assoc 2004; 48(1)

shifting practice patterns suggested chiropractors increas-
ingly relied on up-to-date CPGs to support their prac-
tice,13 and were supportive of CPGs.6 The use of
guidelines in practice has been reported to respond to
concerns of patients, the practicalities of practice (e.g.,
resources, payer priorities), and the profession’s desire to
evolve.6,8,14

2.2. The CCA and CFCRB as producers 
of CPGs for chiropractic
Practitioners’ opinions about the producer of a CPG are
predictive of practitioners’ use of this advisory informa-
tion. Practitioners’ trust in the producer (attributed credi-
bility) appears to be the most important factor in
supporting a successful CPG initiative.15 Indeed, Biggs
et al.6 suggested that if chiropractors believe in the group
producing their CPGs, they may respect the CPG recom-
mendations even when they differ from the chiropractors’
philosophical and practice beliefs.

This attributed credibility is based on opinions about
the producer’s trustworthiness primarily, and expertise
secondarily. Other opinions that are important in support-
ing a successful CPG initiative relate to the producer’s
competence as a producer, sensitivity to practitioner
concerns, objectiveness, and commitment towards the
initiative.16

Biggs et al.6 inferred from their survey that The CCA
was the most appropriate producer of chiropractic CPGs.
Provincial licensing organizations were also favored, but
to a lessor degree. This agrees with findings in other clin-
ical disciplines that practitioners have a strong trust in
their professional associations producing CPGs.17

3. Establishing a structure for 
The CCA/CFCRB-CPG
Deliberations at The CCA through 1999 led to the con-
sensus that a new set of CPGs for the profession should
be developed. In 2001, The CCA invited the CFCRB to
join this endeavor, and The CCA/CFCRB-CPG was initi-
ated in 2002.

A Joint Task Force (JTF) with members from The
CCA and the CFCRB was established to oversee the initi-
ative (Table 1). A Guidelines Development Committee
(GDC; Table 2) and a self-sustaining secretariat was es-
tablished to directly manage the work of The CCA/
CFCRB-CPG. In addition, 29 organizations (stakehold-

ers) were enlisted to advise the committee (Table 3).
An editorial and specialist team from Eglington Health

Communications Inc was engaged. The team comprised
two individuals from outside of the profession: Thor Eg-

lington RN MSc (President, Editor-in-Chief) and Bruce P
Squires MD PhD (Senior Editorial Advisor). In addition
to its editorial role, the team used its extensive back-
ground in the processes of developing and deploying
CPGs for general, women’s and aboriginal health to ad-
vise The CCA/CFCRB-CPG.

3.1. Practitioner collaboration
The CCA/CFCRB-CPG examined the need for CPGs
with the help of a commissioned paper.7 The CCA/
CFCRB-CPG responded to the issues raised in this paper
and a review of the Glenerin guidelines by confronting
one of the perceived inadequacies of that process – lack
of input from front-line practitioners. This is a weakness
in CPG development across clinical professions,12,18 in-
cluding some recent efforts in chiropractic.7,12,13,19

Separately, a lack of communication between the
Glenerin process and front-line practitioners was identi-
fied as a critical problem. Research has suggested this un-
dermines practitioners’ opinions about CPG processes,
and reduces their confidence that the processes share
their philosophical and practice perspectives.15

The participation of 29 stakeholder organizations in
The CCA/CFCRB-CPG was designed to enable wide-
spread participation of front-line chiropractors through
their membership in these organizations, and several of
these organizations will also enable communication with
the lay-public. The usefulness of this approach is well
founded in the CPG and information-dissemination liter-
ature,5,15 and has been validated as the best approach in
recent work about chiropractic.6,12

Table 1
Appointed members of the JTF

Grayden Bridge, DC, Chair – The CCA
Jim Duncan, BFA, ex-officio – The CCA
Wanda Lee MacPhee, BSc, DC – CFCRB
Bruce Squires, BA, MBA, ex-officio – OCA
Greg Stewart, BSc, DC – The CCA
Keith Thomson, BSc, DC, ND, CCRD – CFCRB
Dean Wright, DC ex-officio – OCA
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Table 2
Appointed members of the GDC 

4. Establishing the clinical area in need 
of clinical practice guidelines
The choice of the area in which to develop new CPGs
(Table 4) was guided by the advice of stakeholder organi-
zations, and an understanding that CPGs are most useful
as information tools in a few well-delineated circum-
stances5,11,20 (Table 5). This approach is well supported
in the literature.7,21,22

Chiropractic management of the cervical spine was
ranked as the most important focus. Subsequent literature
investigation showed that this encompassed a range of
topics that was too great to be incorporated into one ef-
fective CPG. A list of specific clinical issues to be con-
sidered was established in July 2003:
– adult neck pain – acute not due to whiplash, and chron-

ic not due to whiplash; 
– adult whiplash; 
– adult neck pain with arm pain; 
– adult neck function and structure detriments; 
– adult headache.

5. Establishing CPG processes 
best suited to chiropractic
The principles governing successful development (crea-
tion of the text content), dissemination, implementation,
evaluation, and revision of a CPG have been extensively
researched. At least 200 recent articles delve into the

Liz Anderson-Peacock, BSc, DC, DICCP (USA) – 
Ontario

Roland Bryans, BA, DC, Co-Chair – Newfoundland 
and Labrador

Normand Danis, DC, Co-Chair – Quebec
Andrea Furlan, MD (Brazil), Phys Med Rehab 

(Brazil), PhD (cand) – Inter-professional 
Representative

Henri Marcoux, DC – Manitoba
Brock Potter, BSc, DC – British Columbia
Rick Ruegg, BSc, PhD, DC – CMCC
Jean-Sébastien Blouin, DC PhD – UQTR
Janice Gross Stein, BA, MA, PhD – Public 

Representative
Eleanor White, DC – Ontario

practical, economic, sociologic, psychologic, and profes-
sional underpinnings of getting CPGs ‘out there and
used.’ This body of literature (see Section 7) describes a
framework of ‘effectors of practice behavior’ that a CPG
initiative should address, and a roster of barriers the initi-
ative should overcome.23,24

Two (2) significant components were incorporated into
The CCA/CFCRB-CPG to accommodate these effectors
and barriers, the points made in Sections 1 to 4, and re-
spect the literature:
– an independent review panel; 

Table 3
Stakeholder organizations 

Association des Chiropraticiens du Québec
Board of the Nova Scotia College of Chiropractors
British Columbia Chiropractic Association
British Columbia College of Chiropractors
Canadian Chiropractic Historical Association
Canadian Chiropractic Protective Association
Canadian Chiropractic Research Foundation
Canadian Memorial Chiropractic College
Chiropractic Awareness Council
Chiropractic College of Radiologists
College of Chiropractic Orthopedists
College of Chiropractic Rehabilitation Sciences
College of Chiropractic Sciences
College of Chiropractic Sports Sciences
College of Chiropractors of Alberta
College of Chiropractors of Ontario
Council of the Nova Scotia College of Chiropractors
Council of the Prince Edward Island Chiropractic 

Association
Council on Chiropractic Education of Canada
Manitoba Chiropractors’ Association
New Brunswick Chiropractors’ Association
Newfoundland & Labrador Chiropractic Association
Newfoundland & Labrador Chiropractic Board
Ordre des Chiropraticiens du Québec
Ontario Chiropractic Association
Prince Edward Island Chiropractic Association
The Chiropractors’ Association of Saskatchewan
Yukon Territory, Chiropractic Registrar, Department 

of Justice
Université du Québec à Trois Rivières
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– an integrated development, dissemination, implemen-
tation, evaluation, and revision plan.

5.1. Independent review panel
The independence of content developers is one of the
mainstays of high quality CPGs.13 Various CPG ranking
scales25–27 such as the Appraisal of Guidelines for Re-
search & Evaluation Instrument28 (AGREE) include this
variable in their scoring mechanisms. CPG databases
such as the Canadian Medical Association’s Infobase
(CMAi)29 and the US National Guidelines Clearinghouse
(NGC)30 include a description of editorial independence
as part of their critical information lists.

A different, independent panel of advisors will advise
the GDC about the recommendations of each CPG. Pan-
elists will include clinical professors, clinical researchers,
and well-regarded practicing chiropractors. These advi-
sors will bring to the CPG aspects of the state-of-the-art
of practice that were not well represented in the literature.

The panel will formulate clinical recommendations
based on well-informed opinion when necessary. The pan-

el will also ensure that the CPG is clinically relevant, and
will represent the various relevant practice viewpoints.

The panel will also advise the GDC about how the rec-
ommendations of each CPG are effectively implemented
in the clinical setting. Their advice will be included in the
CPG separate from the recommendations, such as in
‘question-and-answer’ lists.

5.2. Integrating development, dissemination, 
implementation, evaluation, and revision

5.2.1. Development plan
An 11-step development plan was refined through the
summer of 2003. This plan upholds the critical precepts
of developing the evidence-based content of the CPG.
These precepts are described in Section 7.1.

5.2.2. DIER plan
Building on this past decade’s literature and the accepted
importance of dissemination, implementation, evaluation,

Table 4
Areas of focus for The CCA/CFCRB-CPG

In meetings that took place in September and Novem-
ber, 2002, The CCA/CFCRB-CPG and representatives 
of chiropractic organizations ratified a selection of 
clinical topics to be dealt with by this initiative. These 
topics all fell under the rubric of cervical spine.
– adult neck pain: acute
– adult neck pain: chronic
– adult neck pain with arm pain
– adult cervical discogenic pain
– adult thoracic outlet syndromes
– adult headache: without neck pain
– adult headache: with neck pain
– adult whiplash injury
– adult cervicogenic vertigo
– pediatric neck pain without headache
– pediatric headache without neck pain
– pediatric headache with neck pain
– geriatric neck pain without headache
– geriatric headache without neck pain
– geriatric headache with neck pain

Table 5
Circumstances appropriate for CPG development

A CPG is a useful information tool where there is a 
literature or specialist evidence-base of usable 
caliber that is applicable to solving a clinical 
problem, and:

– where a significant variation in practice is noted, 
and a health outcome detriment is suspected; 

– or –
– where new information that has an impact on 

existing practice patterns has become available; 
– or –
– where the prevalence or incidence of a condition / 

intervention is believed to be abnormal; 
– or –
– where the burden associated with a condition / 

intervention is believed to be abnormal; 
– or –
– where the cost-differential between therapeutic 

options is significant; 
– or –
– where the existing knowledge-base developed to 

support a practice is believed to be insufficiently 
effective.
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Table 6 An integrated 24-step DevDIER

not necessarily in order of commencement or completion

“DRAFT” below refers to versions of the CPG

development activities no shading, DIER activities shaded

developm
ent

dissem
ination

im
plem

entation

evaluation

revision

1 appoint editorial advisors (editor-in-chief, senior editorial consultant) yes yes yes yes yes

2 create CPG template (tightly linked to AGREE instrument) that guides 
content development

yes yes

3 create terms of reference & appoint independent review panels yes yes

4 create dissemination, implementation, evaluation, revision (DIER) plan yes yes yes yes yes

5 release evidence-assessor request for proposal with template & levels of 
evidence rating table
– evaluate proposals using a standardized scoring grid

yes

6 DRAFT-A to -B – evidence-assessor finalizes first draft of CPG yes

7 DRAFT-B to -C – GDC (formal authors) reviews DRAFT-B yes

8 DIER approved & create and publish DevDIER (this report) yes yes

9 DRAFT-C to -D – review panel reviews DRAFT-C
– validate clinical accuracy and advise GDC about Grade-D 

recommendations
– validate clinical applicability of all recommendations

yes yes

10 practitioners and interested parties anonymously critique DRAFT-D about 
its clinical utility
– using a structured Internet-based consultation based on the AGREE; i.e., 

an eQuestionnaire and a structured text feedback mechanism

yes yes yes

11 DRAFT-D to -E – incorporate feedback from practitioners and interested 
parties

yes

12 inform stakeholder organizations about the impact of feedback from #10 on 
CPG

yes

13 initiate AGREE collaboration – to evaluate final CPG (DRAFT-G) using the 
AGREE instrument, with a view to publishing results

yes yes yes yes

14 DRAFT-E to -F – GDC (formal authors) reviews DRAFT-E yes

15 DRAFT-F to -G – JTF and The CCA & CFCRB Boards formally accept 
DRAFT-F

yes

16 submit final CPG (DRAFT-G) to the JCCA for peer revue and acceptance yes

17 undertake self-report CPG tri-evaluation – front-line evaluation of document 
caliber, self-reported use rates, self-reported clinical outcomes

yes yes yes
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and revision (DIER) activities, recent national CPG initi-
atives have focused a significant amount of effort on
DIER activities. These activities are frequently the most
laborious and costly. A good example is the extensive
CPG dissemination mechanism devised by the Canadian
Task Force on Preventive Health Care.4,31,32

A first draft of a plan for the DIER activities was pre-
sented by the editorial team to the GDC and its overseer,
the JTF, mid-September, 2003. This draft included 27 ac-
tivities that would be effective in supporting the dissemi-
nation, implementation, evaluation, or revision of the
CPG. These 27 were individually ranked from ‘must-do’
through to a low score of 2/10, based on:
– likelihood of success,
– impact if successful,
– potential to drive other beneficial outcomes.

In addition to individual scoring, the most effective
and efficient combinations of activities were considered.
Effectiveness and efficiency opinions took into account
each activity’s:

– effect at each stage of the life-cycle of the CPG (devel-
opment through to revision); 

– effect on the effectors of practitioners’ behavior; 
– avoidance, dissolution or circumvention of barriers to

implementation; 
– ability to support communication between practition-

ers and The CCA/CFCRB-CPG.

The DIER activities were ranked in order of priority
and approved by the GDC for further consideration as
part of the DIER plan for The CCA/CFCRB-CPG. The
plan was then presented at a meeting of the stakeholder
organizations to elicit feedback. Comments were gath-
ered and incorporated into the DIER plan. Finally, com-
ments from front-line chiropractors and others in critical
health-service roles from across Canada were gathered
through an Internet-based consultation.

These consultations resulted in refinement of the DIER
activities. The refined activities were then interwoven
with the work of developing the text content of each
CPG.

not necessarily in order of commencement or completion

“DRAFT” below refers to versions of the CPG

development activities no shading, DIER activities shaded
developm

ent

dissem
ination

im
plem

entation

evaluation

revision

18 facilitate a formal outcomes research evaluation study yes yes yes

19 create publications for the lay-public & patients using the CPG yes yes

20 facilitate the incorporation of the CPG into education, continuing education, 
licencing

yes yes

21 create CPG-specific newsletter articles – best-of implementor bios, best-of 
implementation write-ups, case-studies for problem-solving, feedback 
channel for practitioners, patient feedback, updates on CPG process / 
progress

yes yes yes

22 create and disseminate case-study template to drive newsletter article 
submissions

yes yes yes

23 create and disseminate briefing notes about the impact of each CPG on 
various policy issues

yes  yes

24 manage the update or revision of the publicized CPG – evaluate need for 
update/revision every 6 months, formal revision every 18 months expected

yes yes
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5.2.3. Integrating development and DIER plans
Throughout their formulation, the DIER activities were
considered in light of their fit with ongoing development
activities. Several reports support this parallel processing
in developing and deploying CPGs.5,16,21,33 This literature
reflects the common sense in ensuring that the text con-
tent of the CPG is tailored to its context of use – before,
during and after it is developed.

6. The development, dissemination, implementation, 
evaluation, revision (DevDIER) plan
A development, dissemination, implementation, evalua-
tion, and revision (DevDIER) plan with 10 activities in-
volved in developing the text content of each CPG, and
14 DIER activities was developed. Together, these 24 ac-
tivities target chiropractors likely to agree, and those like-
ly to disagree, with the CPG process.

These activities support each other, leading to the in-
creased efficiency and effectiveness of each. Table 6 lists
all 24 activities, showing the effect of each activity on
each of the 5 stages of development, dissemination, im-
plementation, evaluation, and revision. Most of these
activities affect at least 2 stages, further increasing effi-
ciency and effectiveness.

7. The evidence-based approach of the DevDIER plan
The DevDIER plan is an evidence-based approach to the
activities of development, dissemination, implementation,
evaluation, and revision. Section 7 reflects a synthesis
from references #1, 3–8, 11, 12, 20–28, 31, 33–52. Some
points are specifically referenced where appropriate.

7.1. Evidence-based approach to development
The content of the CPG will be reinforced by avoiding ex-
cessive reliance on clinical opinion, unsystematic litera-
ture analyses, or ambiguous understandings of front-line
information needs.5,19,21,27,38,39 In addition, a content-de-
velopment approach steeped in the ‘information dissemi-
nation’ literature about the usefulness of CPGs will be
used. This approach can be described along 5 dimensions:
– content consistency (consistent caliber and style across

all CPGs),
– content purity (valid and reliable representation of the

content source),
– content alignment with practice,
– content support (ancillary support for content imple-

mentation),

– problem-solving (presenting complaint) approach of
content.

All 5 dimensions will be addressed by the CPG devel-
opment activities (DevDIER activities 1 to 3, 5 to 7, 9, 11,
14, 15). These dimensions will also be addressed by sev-
eral of the activities of dissemination (Section 7.2), imple-
mentation (Section 7.3), evaluation (Section 7.4), and
revision (Section 7.5). Figure 1 maps the work-flow of the
development operations of The CCA/CFCRB-CPG.

7.1.1. Content consistency across the CPG series
CPG template. A template will ensure consistency across
the development of multiple CPGs using different authors,
evidence assessors or advisory groups. A template is an ef-
fective feature of national CPG initiatives, such as the
New Zealand Guidelines Group,53 and is increasingly seen
as an imperative first step in CPG development.54

The template will incorporate standards from the Inter-
national Committee of Medical Journal Editors’ Uniform
requirements for manuscripts submitted to biomedical
journals,55 will reinforce the use of simple language,
and will incorporate a problem-solving approach. This
will promote the applicability of the CPG to the clinical
setting.

In addition, the template will be tightly linked to the
AGREE, which will be used to evaluate the CPG docu-
ment. A template intimately linked to its evaluation tool
ensures all essential areas are covered, and respects the
literature’s support for evaluation mechanisms being con-
sidered early in the development process.20

Levels of evidence rating table. The Oxford Centre for
Evidence-Based Medicine (OCEBM) levels of evidence
rating table56 will be used as a comprehensive evidence-
rating tool. This table helps to mate each of 5 possible lev-
els of evidence a study supports, with one of 4 grades of
recommendations that arise from that evidence. A meth-
odologically perfect systematic review (SR), with clarity
in the clinical and statistical significance of its results,
has the greatest credibility (Level-1 evidence). Level-
1evidence will likely support a Grade-A (almost certain)
recommendation. An SR with methodological weakness
will likely support only a lessor grade of recommendation.

In chiropractic, high-quality studies are lacking in
some areas where clinical decisions must be made. Rec-



CCA/CFCRB-CPG

64 J Can Chiropr Assoc 2004; 48(1)

ommendations in these areas will rely on the well–in-
formed opinions of review panelists, based on their
clinical experience and knowledge of lower-quality stud-
ies. This evidence can be rated as low as Level-5, and
these recommendations as low as Grade-D. However,
opinion that is based solely on a panelist’s personal intui-
tion will not be accepted into The CCA/CFCRB-CPG
guidelines – all recommendations will be linked to the
literature.

Essentially, the grade of recommendation will reflect
the CPG authors’ confidence in the recommendation.5

For example, the same grade of recommendation may
arise from Level-2 evidence as would arise from Level-1
when consistent, significant results are obtained from
several wholly independent Level-2 studies.

This method of grading has been adapted for use in
many well-received CPGs, including those dealing with
breast cancer,57 diabetes mellitus,58,59 and the Australian
2001 adaptation60 of the Quebec Task Force’s whiplash
monograph.61

Evidence assessor RFPs. Standardized requests for pro-

Figure 1
The work-flow of the development operations of The CCA/CFCRB-CPG (letters indicate draft version)
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eQuestionnaire

Guidelines
Development
Committee

Editor

Joint Task Force

Review Panel

dissemination
implementation

evaluation
revision

-as per-

DIER plan

The CCA Website

CHIROPRACTOR

template

A

B

Public

Public

CCA & CFCRB Boards

Evidence Assessors

C

D
E

F G

RFP

CPG-template

evidence table

terms of reference

DIER

DevDIER

lay-public pieces

Stakeholder Groups

skill assess & proposal review

impact feedback to 
stakeholder



CCA/CFCRB-CPG

J Can Chiropr Assoc 2004; 48(1) 65

posals (RFP) to assess the evidence, and a standardized
proposal-evaluation grid will ensure The CCA/CFCRB-
CPG administrative groups systematically enforce con-
sistency across different evidence assessor teams. RFPs
will provide assessor teams with the CPG template, the
OCEBM levels of evidence rating table, and address is-
sues of intellectual property.

Review panel terms of reference. Terms of reference for
the panel will delineate panelists’ role in the development
process. Different panels will likely address each CPG,
and these terms will ensure panelists’ approach will be
consistent. This method is common in large CPG initia-
tives.62–65

7.1.2. Content purity
The CCA/CFCRB-CPG development strategy will be
founded on its accountability for preserving the accuracy,
authenticity and integrity of the information contained
within each CPG, irrespective of the information’s origi-
nal source. This is in keeping with the best practice of in-
formation management by organizations representing a
constituency.40

In chiropractic, maintaining the accuracy, authenticity
and integrity of the content of each CPG is especially im-
portant. The profession represents a broad spectrum of
practice types,6 and any recommendation put forth must
be able to withstand the scrutiny of all chiropractors, as
well as external bodies.

In addition to the development activities, activities #13
(AGREE evaluation-publication), #18 (outcomes re-
search) and #24 (revision) will directly reinforce the valid
and reliable representation of the source content in each
CPG.

7.1.3. Content alignment with practice
The two aspects of content that promote the use of the
CPG most are the conformity of its content to practition-
ers’ expectations and its alignment with their day-to-day
experiences.11,41–43 In contrast, neither the purity of the
content (Section 7.1.2.) nor the caliber of its evidence ac-
curately predict whether the CPG will be used.

Where recommendations are expected to be mis-
aligned with some practitioners’ day-to-day experiences,
their reduced use can be countered by accommodating
these practitioners’ existing knowledge. This can be done

with a section that translates graded recommendations
into practice patterns (e.g., implementation ‘question &
answer’ lists). In addition, practitioners’ evaluation of the
CPG prior to publication can direct which areas of con-
tent need to be reinforced in this manner.

The development activities will reinforce content
alignment (e.g., review panel). Activity #10 (eQuestion-
naire) will provide an early feedback conduit. Activities
#12 (impact feedback) and #8 (this report) will acquaint
the profession with the concepts of the CPG. Activity #19
(lay pieces) will enable patients to use the concepts in the
CPG to present their problems and requests, strengthen-
ing the similarity between day-to-day practice and the
CPG. Activity #20 (curricula, continuing chiropractic ed-
ucation [CCE], licencing) will familiarize future practi-
tioners with the content and format of future CPGs.
Activity #23 (policy briefs) will support the alignment of
policy with the recommendations within the CPG.

7.1.4. Content support
Careful response to practitioners’ need for guidance
about implementing recommendations will help practi-
tioners incorporate these into their practice. Guidance is
in the form of ‘non-core information’ apart from the con-
tent that is the focus of each CPG, and may include:5,20

– Information about adapting the original content to
practitioners’ resources, needs, concerns, or circum-
stances. Activity #10 (eQuestionnaire) will gather this
information, #21 (newsletter) will provide a vehicle to
exchange this information, and #22 (case template)
will gather this information on an ongoing basis. Ac-
tivity #19 (lay pieces) will support patients’ use of
CPG-based concepts to inform practitioners of their
concerns and context.

– Information about dissemination, implementation,
evaluation, and revision (DIER) activities. Activity #8
(this report) will inform the profession about the sup-
port activities of each CPG early in the CPG process.

7.1.5. Problem-solving (presenting complaint) 
approach of content
The use of problem-solving in the CPGs The CCA/
CFCRB-CPG CPG is producing is well supported.7 Con-
structivism is the foremost theoretic base explaining the
use of problem-solving44 to support practice deci-
sions.15,42 Its main premises are reflected in the under-
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standing that:
– practitioners’ mental re-constructions of recommenda-

tions strongly reinforce incorporating these into prac-
tice; 45

– practitioners construct practice decisions out of a mix
of personal experiences and beliefs, as well as supplied
recommendations.4,11

Problem-solving content in the CPG eases practition-
ers’ mating of the content to their practice experiences.
Practitioners are more likely to re-construct problem-
solving recommendations, pondering how the recom-
mendations would cope with one clinical situation or an-
other. For this reason and others based in education
theory, problem-solving content is considered one of the
hallmarks4,21,28,38 of a better CPG.

The development activities will reinforce a problem-
solving approach. Activity #8 (this report) will enable us
to separately publish the methods that are not specific to
each CPG, thereby maximally distilling the text of each
CPG into its problem-solving recommendations. Activity
#17 (tri-evaluation) will reinforce practitioner’s efforts to
deliberate about the CPG in a problem-solving manner.
Activity #18 (outcomes research) will facilitate useful re-
visions to the clinical problem-solving statements in each
CPG. Activity #20 (curricula, CCE, licensing) will rest
on the problem-solving approach of each CPG; this re-
spects the format of case seminars, and the problem-
solving foundation of adult learning theory.44 Activity
#21 (newsletter) will provide a communication network
for problem-solving (case-study) reporting of the useful-
ness of the CPG. Activity #22 (case template) will rein-
force a systematic problem-solving premise for using the
CPG in practice.

7.2. Evidence-based approach to dissemination
and implementation
In its simplest form, disseminating a CPG is the act of
moving it through a ‘channel,’ from its source to a repos-
itory (e.g., a CPG database), and thereby to a practitioner.
However, the mere provision of a CPG is unlikely to
change practice behaviors.4,5,7,11,15,21–24,31,34–36,41–43,45,46

As a result, dissemination must be considered in tandem
with implementation. Together, they encompass several
other concepts; e.g., information diffusion, knowledge
transfer or utilization, information-seeking, and learning.

Indeed, much of the literature muddies the line between
these concepts.

Dissemination-implementation comprises 4 general
objectives:21,45–48

– To support practice decisions; e.g., by positively influ-
encing practitioners’ judgement and beliefs, or organi-
zations’ professional cultures, thus providing strong
support for behavioral change. Activities #16 (CPG
publication), #19 (lay pieces), #20 (curricula, CCE, li-
censing), #21 (newsletter), #22 (case template), and
#24 (revision) will directly target practice decisions.

– To instigate response; e.g., by initiating feedback
(practitioner surveys and testimonials) that will direct
future CPG development activities. Activities #10
(eQuestionnaire), #17 (tri-evaluation) and #18 (out-
comes research) will directly instigate a response.

– To initiate a reaction through a series of linkages. This
is based on practitioners, using the CPG, directly or in-
directly influencing other practitioners’ judgement or
organizational outcomes (e.g., policy development).
Activities #12 (impact feedback) and #19 (lay pieces)
will target reaction through linkages, and activity #23
(policy briefs) will target policy development.

– To create awareness, which provides poor support for
behavioral change on its own. Activity #16 (CPG pub-
lication) will target awareness.

7.2.1. Dissemination-implementation and 
information-seeking styles
People find information using 3 different information-
retrieval styles:49

– Active – searching based on an awareness that the in-
formation exists, using known search tools. The rigor
of the CPG-development activities will facilitate the
acceptance of each CPG into well-known databases
such as the CMAi and NGC.

– Passive – receiving automated delivery of a one-time
or periodic subscription, or an information stream. Ac-
tivities #8 (this report), #13 (AGREE evaluation /publi-
cation), and #16 (CPG publication) will respect this
style.

– Serendipitous – finding information by chance. Ad-
dressing patient’s concerns that have arisen from CPG-
based pieces (e.g., activity #19 [lay pieces]) may pro-
vide ‘hidden’ opportunities for practitioners to uncover
new CPG information.
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All 3 styles are respected if the CPG is incorporated
into curricula (activity #20).

7.2.2. Dissemination-implementation and readiness 
to change
Incentives reinforce practitioners’ readiness to change.
They may be internal (e.g., practitioners’ sense of self-
worth), or external (e.g., job promotion matched to in-
creased performance). It appears that personally mean-
ingful, internal incentives are the most potent.15 External
incentives can reinforce internal incentives, but they are
not very potent alone.6,15

The effectiveness and efficiency of incentives decrease
as the heterogeneity of the practitioner-group increases.
This can be countered by targeting practitioners separately
along demographic, sociologic and psychologic dimen-
sions.21,48 Targeting involves using different incentives,
dissemination-implementation intermediaries, and distri-
bution channels for each target.5 This segmentation is akin
to social marketing.

Activities #10 (eQuestionnaire), #13 (AGREE evalua-
tion-publication), #17 (tri-evaluation), and #18 (outcomes
research) will value each practitioner’s idiosyncratic, eval-
uative challenge to the CPG. These activities may thereby
be especially relevant to chiropractors who disagree with
the CPG process.

Activity #19 (lay pieces) will support an environment
within which chiropractors’ efforts to use the CPG are re-
warded by patients’ acknowledgment of good practice.
Activity #20 (curricula, CCE, licensing) will intrinsically
align CPG-based practices with academic recognition
and reward.

7.2.3. Dissemination-implementation and 
distribution channels
The literature consistently suggests that dissemination-
implementation should use multiple distribution chan-
nels.4,48 There are 3 core distribution channels – activity
#20 (curricula, CCE, licensing) is an example incorporat-
ing all 3 channels:
– Push channels50 – practitioners are passive recipients

of information; e.g., activities #8 (this report), #16
(CPG publication) and #21 (newsletter).

– Pull channels – practitioners actively filter through
cues to target and withdraw information they are moti-
vated to seek. The development activities will uphold

the acceptance of the CPG into well-known databases
such as the CMAi and the NGC.

– Interactive channels – practitioners direct the develop-
ment of information that is then presented to them after
some processing; e.g., activities #10 (eQuestionnaire),
#12 (impact feedback), #17 (tri-evaluation), #18 (out-
comes research), input into #21 (newsletter), and #22
(case template).

The literature consistently reports that the most effec-
tive channel is personal contact with intermediar-
ies,6,15,16,46 termed influentials, linking agents, or
boundary-spanners. Effective intermediaries are able to
move between one social or professional culture and an-
other (e.g., clinical educators that move between the re-
search and practice milieus), and are considered to be
experts that others seek-out for reliable information. The
power of interpersonal contact appears to rest on practi-
tioners using face-to-face discussion, to problem-solve
around the use of recommendations misaligned with their
practice. The more the recommendations are misaligned
with their practice, the greater the effect of interpersonal
contact. Activities #19 (lay pieces), #20 (curricula, CCE,
licencing) and #23 (policy briefs) will provide materials
to intermediaries who will ‘introduce’ the CPG content to
the public, student chiropractors and policy developers.

7.3. Evidence-based approach to evaluation
The literature almost universally states that the effective
development and deployment of CPGs must include a
critical evaluation.4,5,7,11,12,19–22,26,27,31,34–36 If possible,
some form of evaluation should be undertaken before
publication of the CPG, to tailor its development and
planned DIER activities.11,20 Activities #10 (eQuestion-
naire) and #12 (impact feedback) will directly respond to
this.

A critical evaluation includes asking at least 3 ques-
tions:
– Is the CPG a sound document?
– Is the CPG an implementable, applicable, pragmatic

clinical tool?
– Does the CPG support beneficial clinical outcomes?

7.3.1. Evaluating the CPG document
A foremost evaluation tool in the CPG literature is the
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AGREE. This instrument specifically evaluates the con-
tent structure of a CPG. It does not attempt to directly
verify the claims of the CPG, the internal validity of any
development-through-to-revision links proposed in the
CPG, or the practicality of the recommendations.

In 2001, the Glenerin & CCP guidelines,12 and in
2003, the ICA, CCP and Mercy guidelines19 were evalu-
ated using a version of the AGREE with confirmed valid-
ity and reliability.26 Several of the studied CPGs
effectively ‘failed’ at least one aspect of the evaluation.

A high rating using the AGREE will likely reinforce
practitioners’, payers’ and legislators’ confidence in the
credibility of the CPG, and reinforce its cross-profession-
al acceptance as a ‘usefully formatted’ source of guiding
information. Indeed, a high score using the AGREE di-
rectly suggests that the CPG ‘covered all the bases’ in its
development, dissemination, implementation, evalua-
tion, and revision activities.

Activity #13 (AGREE evaluation-publication) will im-
plement an evaluation using the AGREE. In preparation
for Activity #13, the CPG structure and content will be
guided by activity #2 (CPG template) – a template that
will be tightly linked to the AGREE.

The AGREE evaluation-publication will be paralleled
by elements of the activities #10 (eQuestionnaire) and
#17 (tri-evaluation). These 2 activities will primarily
evaluate the clinical utility of the CPG, but will also con-
tain elements that are tightly linked to the AGREE.

7.3.2. Evaluating the use of the CPG
Success in promoting the clinical use of the CPG will be
difficult to measure. Activity #17 (tri-evaluation) will di-
rectly, albeit coarsely, assesses practitioners’ inclusion of
the CPG into their practice. The rate and extent of inclu-
sion of each CPG into practice reflects a catch-bag of de-
sired CPG qualities; e.g., its ease and practicality of use,
its cost-effectiveness, or significant clinical outcomes re-
sulting from its use.

7.3.3. Evaluating the impact of the CPG 
on clinical outcomes
Above all, well-developed and deployed CPGs primarily
aim to improve clinical outcomes.5,11,22,51 A difficulty in
the history of chiropractic CPGs has been the develop-
ment of practical outcome measures19 that provide unam-
biguous guideposts to:

– researchers wishing to further chiropractic science,
– front-line practitioners wishing to assess patients’

progress,
– payers wishing to justify good practices,
– legislators wishing to uphold the privilege of practice

for appropriately educated practitioners.66

Activity #17 (tri-evaluation) will directly, albeit
coarsely, assesses the outcomes of using the CPG. Activi-
ty #18 (outcomes research) will directly support a formal
outcomes evaluation. Activity #22 (case template) will
provide practitioners with a systematic method of report-
ing the impact of the CPG on a case-by-case basis.

7.4. Evidence-based approach to revision
A systematic plan for revising the CPG demonstrates a
commitment to keep the CPG up-to-date, to allow for its
future evolution, and to ensure practitioners’ future par-
ticipation in enhancing the CPG. Activity #24 (revision)
is this commitment.

Several other activities will directly drive the ongoing
revision of The CCA/CFCRB-CPG guidelines, by pro-
viding or facilitating timely and systematically gathered
information. They are the activities #10 (eQuestionnaire),
#12 (impact feedback), #13 (AGREE evaluation-publica-
tion), #17 (tri-evaluation), #18 (outcomes research), and
#22 (case template).
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Appendix 1

1. Chiropractic principles

– Chiropractic is a health care discipline that emphasizes
the inherent recuperative power of the body to heal it-
self without the use of drugs or surgery.

– The practice of chiropractic focuses on the relationship
between structure (primarily the spine) and function
(as coordinated by the nervous system) and how that
relationship affects the preservation and restoration of
health. In addition, Doctors of Chiropractic recognize

the value and responsibility of working in cooperation
with other health care practitioners when in the best in-
terest of the patient.

Purpose: the purpose of chiropractic is to optimize
health.

Principle: the body’s innate recuperative power is affect-
ed by and integrated through the nervous system.
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Practice:
Establishing a Diagnosis – Doctors of Chiropractic, as
primary contact health care providers, employ the educa-
tion, knowledge, diagnostic skill, and clinical judgment
necessary to determine appropriate chiropractic care and
management. Doctors of Chiropractic have access to diag-
nostic procedures and / or referral resources as required.

Facilitating Neurological and Bio-mechanical Integri-
ty Through Appropriate Chiropractic Case Manage-
ment – Doctors of Chiropractic establish a doctor / patient
relationship and utilize adjustive and other clinical proce-
dures unique to the chiropractic discipline. Doctors of
Chiropractic may also use other conservative patient care
procedures, and, when appropriate, collaborate with and /
or refer to other health care providers.

Promoting Health – Doctors of Chiropractic advise and
educate patients and communities in structural and spinal
hygiene and healthful living practices.

2. Guideline principles

The CPGs will be prepared using the following principles:
1. The primary purpose of CPGs is to assist chiroprac-

tors and their patients in arriving at decisions on ap-
propriate chiropractic care for specific clinical
circumstances. The CPG is developed for the purpose
of improving and optimizing patient care.

2. The CPG is not a practice standard. Standards are de-
fined by a regulatory body and detail the absolute
limits on acceptable clinical practice. CPGs on the
other hand, are used on a voluntary basis by the chi-
ropractor to assist him / her in making more informed
decisions.

3. CPGs should not be used to restrict healthcare
choices nor to decrease costs of care; they should not
be considered a legal standard of care by courts.

4. Clinical practice guidelines should be sufficiently
flexible to allow patients and chiropractors to exer-
cise judgement when choosing available options.

5. Clinical practice guidelines should enable informed
decision making by patients and chiropractors by en-
hancing professional learning, patient education and
patient-chiropractor communication.

6. Clinical practice guidelines should recognize that the
chiropractor’s primary responsibility is to his or her
own patient, although it may have to be balanced
against the needs of other people and society in
general.

7. Ethical issues should be considered in all phases of
the clinical practical guideline process.

8. Clinical practice guidelines should be developed by
chiropractors in collaboration with representatives of
those who will be affected by the specific interven-
tions in question.

9. Effective utilization of CPGs requires careful consid-
eration of mechanisms for implementation.

10. CPGs should be continuously reviewed and revised
as necessary, based on feedback from clinical prac-
tice and as advances in knowledge occur.

3. Guideline procedural principles

1. CPGs will be developed by practitioners and support-
ed by review panels and editorial staff.

2. Rigorous scientific methods will be used to assemble,
organize and synthesize the best available evidence.

3. All processes will be open, transparent and thorough-
ly documented.

4. To ensure that CPGs are useful in clinical situations,
feedback will be sought from relevant stakeholders,
including practitioners and supporting organizations,
at defined points throughout the development cycle.

5. CPGs will be widely disseminated so that they are
available to practitioners, patients and the public.

6. CPGs will be updated on a regular, scheduled basis to
incorporate new evidence.

7. Plans for the implementation of CPGs, the evaluation
of their utilization, and the ongoing monitoring of
their appropriateness and usefulness to clinical prac-
tice, will be developed concurrently to the CPGs.


