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Background: The burden of fees for chiropractic services 
rendered often falls on the patient and must be provided 
out-of-pocket regardless of their socioeconomic status 
and clinical need. Universal healthcare coverage 
reduces the financial barrier to healthcare utilization, 
thereby increasing the opportunity for the financially 
disadvantaged to have access to care. In 2011 the 
Canadian Province of Manitoba initiated a pilot 
program providing access to chiropractic care within the 
Mount Carmel Clinic (MCC), a non-secular, non-profit, 
inner city community health centre. 
 Objective: To describe the initial integration of 
chiropractic services into a publically funded healthcare 

Contexte : Les frais de chiropratique sont souvent 
imputés aux patients et doivent être déboursés de la 
poche de ces derniers, et ce, quels que soient leur 
situation socioéconomique et leurs besoins cliniques. 
La couverture maladie universelle réduit les obstacles 
financiers au recours aux soins de santé, augmentant 
ainsi les possibilités pour les personnes défavorisées 
sur le plan financier d’avoir accès aux soins. En 2011, 
la province canadienne du Manitoba a lancé un 
programme pilote offrant l’accès à la chiropratique au 
sein de la Mount Carmel Clinic (MCC), un centre de 
santé communautaire confessionnel du centre-ville sans 
but lucratif. 
 Objectif : Décrire l’intégration initiale de la 
chiropratique dans un établissement de soins de 
santé financé par l’État en fournissant des données 
démographiques, des tendances d’acheminement, des 
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Introduction
A predominant reason for seeking healthcare is for the 
treatment of back pain.1 The lifetime prevalence of back 
pain, specifically low back pain, for the general popula-
tion is thought to be as high as 84%, with up to 48.9% 

of affected individuals experiencing pain in the previous 
6 months.2,3 Chiropractors are healthcare providers that 
deliver conservative non-pharmacological, and non-sur-
gical management of mechanical muscle and joint pain, 
most typically back pain.4 Chiropractors do not oppose 

facility including patient demographics, referral 
patterns, treatment practices and clinical outcomes. 
 Method: A retrospective database review of 
chiropractic consultations in 2011 (N=177) was 
performed. 
 Results: The typical patient referred for chiropractic 
care was a non-working (86%), 47.3(SD=16.8) year 
old, who self-identified as Caucasian (52.2%), or 
Aboriginal (35.8%) and female (68.3%) with a body 
mass index considered obese at 30.4(SD=7.0). New 
patient consultations were primarily referrals from 
other health providers internal to the MCC (71.2%), 
frequently primary care physicians (76%). Baseline 
to discharge comparisons of numeric rating scale 
scores for the cervical, thoracic, lumbar, sacroiliac and 
extremity regions all exceeded the minimally clinically 
important difference for reduction in musculoskeletal 
pain. Improvements occurred over an average of 12.7 
(SD=14.3) treatments, and pain reductions were also 
statistically significant at p<0.05. 
 Conclusion: Chiropractic services are being utilized 
by patients, and referring providers. Clinical outcomes 
indicate that services rendered decrease musculoskeletal 
pain in an inner city population. 
 
 
 
 
 
 
 
 
(JCCA. 2015;59(4): 363-372) 
 
k e y  w o r d s :  populations, underserved; spinal 
manipulation; musculoskeletal; multidisciplinary; 
chiropractic; low-income population; program 
description

pratiques de traitement et des résultats cliniques relatifs 
aux patients. 
 Méthode : Un examen rétrospectif de la base de 
données des consultations en chiropratique en 2011 (N = 
177) a été réalisé. 
 Résultats : Le patient type aiguillé vers des soins en 
chiropratique était une personne de 47,3 ans (écart-
type = 16,8) inactive (86 %), qui se considérait comme 
étant Caucasienne (52,2 %) ou Aborigène (35,8 %), et 
de sexe féminin (68,3 %) possédant un indice de masse 
corporelle de 30,4 (écart-type = 7,0) associé à l’obésité. 
Les consultations de nouveaux patients consistaient 
principalement en des aiguillages d’autres intervenants 
en matière de santé du MCC (71,2 %), souvent des 
médecins de premier recours (76 %). Les données de 
référence pour élargir les comparaisons des résultats 
obtenus sur l’échelle d’évaluation numérique pour les 
régions cervicale, thoracique, lombaire, sacro-iliaque et 
des extrémités des membres étaient toutes supérieures à 
la différence minimale cliniquement importante relative 
à la réduction de la douleur musculo-squelettique. 
Les améliorations sont apparues après une moyenne 
de 12,7 traitements (écart-type = 14,3). De plus, les 
réductions de la douleur étaient également importantes 
sur le plan statistique au niveau de p < 0,05. 
 Conclusion : Les patients et les intervenants en 
matière de santé aiguillant les patients ont recours à 
la chiropratique. Les résultats cliniques indiquent que 
les soins dispensés ont pour effet de réduire la douleur 
musculo-squelettique chez une population du centre-
ville. 
 
(JCCA. 2015; 59(4) : 363-372) 
 
m o t s - c l é s :  chiropratique, populations, mal 
desservie, manipulation vertébrale, musculo-
squelettique, multidisciplinaire, population à faible 
revenu, description de programme
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pharmacological or surgical treatment options when such 
approaches are clinically necessary.5 Chiropractic inter-
vention targets the muscles and joints, using manual and 
physical procedures, most commonly including manipu-
lation, massage, exercise and nutrition.6 Typically chiro-
practic patients report high levels of satisfaction with 
care.7 Chiropractic services are considered relatively cost 
effective.8,9 Chiropractic intervention is considered safe, 
as there are a low number of adverse events that occur 
directly as a result of treatment.10

 Low-income populations utilize chiropractic care less 
than the general population.11 The financially disadvan-
taged must carefully manage their limited economic re-
sources. Engaging in a course of chiropractic care typ-
ically involves financial consideration as it is excluded 
from many public and private health insurance plans.12 
Out of pocket expense for healthcare forces low income 
individuals to weigh the costs and benefits of healthcare 
against their other basic necessities of life.12 The poor are 
more likely to utilize healthcare services when they can 
be provided by a universal healthcare system. The reason 
is that universal healthcare coverage reduces the financial 
barrier to healthcare utilization.13,14

 A lower income results in a greater propensity toward 
having unmet healthcare needs in both Canada and the 
United States.15 A possible reason, at least in Canada, 
is that healthcare services such as dentistry, optometry, 
physical therapy and chiropractic are largely not reim-
bursed by provincial healthcare plans. Delisted services, 
that were previously partially covered, have specifically 
been less accessed by the lowest income groups of the 
population.14 User fees are the barrier to utilization of ser-
vices for chiropractic and optometry, according to a study 
on the provision of free supplemental health care bene-
fits for low-income families.16 The result is that in order 
to be provided with reimbursement for services such as 
chiropractic, patients require coverage from a worker’s 
compensation board, motor vehicle accident insurance 
provider, or other supplemental health insurance benefits 
provided by an employer. Without healthcare coverage, 
the burden of fee for services rendered falls on the patient 
and must be provided out-of-pocket regardless of their 
socioeconomic status and clinical need.
 In 2011, the Mount Carmel Clinic (MCC), a provin-
cially funded health centre in Winnipeg, Manitoba, Can-
ada implemented fully government subsidized chiroprac-

tic services, alongside its existing medical and dental 
services. The public funding of the chiropractic clinic 
addresses an issue raised by Soklaridis, Kelner, Love and 
Cassidy (2009) regarding the typical lack of funding al-
located by the Canadian healthcare system toward com-
plementary and alternative medicine.17 Manitoba Health 
Family Services is demonstrating an interest in exploring 
universal and equitable access to health care that includes 
chiropractic services for underprivileged Manitobans.
 The MCC serves a demographic of the poor and under-
served within Winnipeg, specifically an area with the high-
est unemployment rate, and lowest average family income 
in the city. Since the chiropractic clinic was implemented 
a prospective quality assurance (QA) database has been 
maintained by the on-site chiropractors in collaboration 
with the administration at the MCC. The purpose of main-
taining a prospective QA database is that the data can be 
used to evaluate service utilization, and relevant impacts 
of clinic implementation.18 The purpose of this manuscript 
is to evaluate what the outcome of the initial integration 
has been in the first year of a publically funded inner city 
chiropractic clinic integrated within a multidisciplinary 
health centre targeting the poor and underserved.

Methods
The study utilized a cross-sectional, retrospective exam-
ination of prospectively collected QA data attained from 
the MCC chiropractic clinic database. All data were col-
lected during calendar year 2011. The database is main-
tained at the MCC by the chiropractic clinicians on site. A 
university-based researcher, with a clinical background, 
summarized all data. Patient data was completely de-iden-
tified upon entry into an anonymous database prior to an-
alysis and interpretation. Permission to conduct the study 
of the database was attained from the officer of records 
at the MCC as well as the University of Manitoba Health 
Research Ethics Board.
 The MCC is a provincially funded, non-secular, 
non-profit, inner city multidisciplinary community health 
centre located centrally in Winnipeg, Manitoba, Can-
ada. The MCC chiropractors receive an hourly wage, on 
par with physician pay grade as approved by Manitoba 
Health. There is no financial incentive to see patients for 
a longer course of care than the minimum clinically war-
ranted to induce difference, or long enough to determine 
that their presentation does not respond to chiropractic 
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care and an appropriate referral can be identified. The 
two chiropractors are part-time independent contractors, 
each spending 1-day per week at the clinic. Services that 
the chiropractors at the MCC provide are summarized in 
Table 1.
 New patients referred to the clinic received a new pa-
tient assessment and then either underwent informed con-
sent procedures to initiate a course of chiropractic manage-
ment, or were referred to another appropriate health care 
provider if chiropractic intervention was not clinically 
warranted. Follow up visits during a typical course of 
care included spinal or extremity joint manipulation and/
or mobilization, soft tissue therapy, and potentially other 
modalities including contemporary medical acupuncture. 
Re-evaluation visits were scheduled after every 4-6 treat-
ment visits to assess whether patients were responding to 
care, not responding to care, or had reached a plateau in 
therapeutic response to intervention. Time slot durations 
for new patient assessments, re-evaluations, and follow 
up visit time duration allotments were designed by the 
clinicians in tandem with the MCC. Typical new patient 
assessments were scheduled for 30-60 minutes, while 
treatment visits and re-evaluation visits were 15-30 min-
utes in duration.

Analysis
Analysis of reported data consists of interpretation of raw 
numbers, and percentages of respondents to items from 
the database. Most unique patients (N=177) attended the 
clinic on multiple occasions, which is why the completed 
treatment visit total is 1803. Any discrepancies between 
the number of patients in the study (N=177), and the num-
bers used for comparison to derive percentages, is due to 
participants choosing to abstain from a question, or if the 
course of care was completed (from intake to discharge) 
during calendar year 2011.
 Paired two-tailed Student’s T-tests were used for analy-
sis comparing baseline, and discharge outcome measures. 
Specifically, separate analyses were performed for the 
numeric rating scale (NRS) scores of completed courses 
of management that were targeted to the cervical, thor-
acic, lumbar, sacroiliac, and extremity regions. Some pa-
tients had multiple regions of complaint, and treatment 
and thus reported separate NRS scores for each region. 
Raw NRS point change, and percentages of baseline at 
discharge changes were also reported.

Results
Female patients represented just over two-thirds (68.3%) 
of patient treatment visits at the MCC chiropractic clinic. 
While there was a diverse range for ages of patients, that 
data is skewed toward the aging population, with 48.9% 
of all treatment visits going to patients 51 years of age 
or older. Patients self reported their height and weight, 
which facilitated body mass index (BMI) calculation. The 
average BMI was 30.4 (SD=7.0) based on 120 unique re-
spondents, which is considered obese. Of all unique pa-
tients who visited the chiropractic clinic, 91/177 (54.8%) 
patients had a BMI < 30 and were not considered obese. 
Patients were asked to voluntarily self-identify their eth-
nic background. While a full spectrum of cultural back-
grounds were reported Caucasian, and Aboriginal indi-
viduals made up 52.2% and 35.8% of the clinic’s popula-
tion respectively. Details of the specific breakdown of all 

Table 1. 
Chiropractic Services – Services chiropractors provide 

at the Mount Carmel Clinic (MCC)
(a) Record patient health history
(b) Conduct patient examination (chiropractic, physical 

and orthopaedic)
(c) Determine if additional diagnostic tests are required 

(radiographs)
(d) Report of findings to patients (review of examination 

results)
(e) Determine if chiropractic treatment is clinically 

warranted for presenting condition or if referral for 
other healthcare management is required

(f) Communicate a diagnosis
(g) Design a treatment plan
(h) Engage patient in informed consent procedures
(i) Treat patients
(j) Document clinical encounters
(k) Provide patient education (exercise, healthy living)
(l) Assist MCC with community program activities
(m)  Promote “Manitoba Healthy Living” strategies
(n) Deliver presentations to MCC staff
(o) Work with the MCC Health Team to achieve full 

integration of services
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collected patient demographic data can be found in Table 
2. Patients not currently working (86%) utilized the ma-
jority of chiropractic clinic visits. Only 9 of 161 (6.0%) 
of new patients who completed treatment required new 
radiographs that were not already in their medical rec-
ord, prior to initiating a course of care. A typical course of 
care from intake to discharge on average consisted of 12.7 
(SD=14.3) treatment visits based on 160 completed cases 
in calendar year 2011.
 Of appointments scheduled 74.5% (1763/2365) of total 
clinic visits were kept, presently there is no penalty for 
failing to attend a scheduled visit. Only 2.9% (52/1803) of 
patient visits to the clinic were unscheduled “walk-ins”. 
When patients were asked if their “initial chiropractic 
visit saved them from making an additional PCP visit” 
of the 161 respondents, 132 (82.0%) stated “yes” it did. 
When discharged from chiropractic only 7 (4.0%) of 161 
respondents required referral to another healthcare pro-
vider for additional care.

 Referral by other healthcare providers on-site within 
the MCC made up the majority (71.2%) of new patients 
at the chiropractic clinic (Table 3). Referral by healthcare 
providers from outside of the MCC consisted of a small 
number of patients (4.0%). Primary care physicians were 
the greatest referral source from healthcare providers 
(76.0%).
 During the first four months of clinic operation both 
new patient visits (Figure 1), and total patient visits (Fig-
ure 2) increased steadily. During the final five months of 
the year it appeared that a steady state of clinic operation 
had been reached. There was a mean of 14.8 new patients 
(177/12) per month, and 135.5 ([1803-177]/12) follow-up 
visits per month during the inaugural clinic year.
 There were consistently more patients seeking manage-
ment for chronic conditions (symptoms >3 months in dur-
ation) as revealed by examination of the ratio of acute to 
chronic condition patients (Table 4). For those with acute 
pain seeking treatment, there was a relatively even dis-

Table 2. 
Patient Demographics – Chiropractic patient 

demographic data of all visits at the Mount Carmel 
Clinic (MCC) in 2011

Gender (total clinic visits) – 1,803
 Male 
 Female

  572 (31.7%) 
1,231 (68.3%)

Age Category (total clinic visits) – 1,803
 0-10 
 11-20 
 21-29 
 30-39 
 40-50 
 51-60 
 61+

  5 ( 0.3%) 
 65 ( 3.6%) 
148 ( 8.2%) 
211 (11.7%) 
492 (27.3%) 
461 (25.6%) 
421 (23.3%)

Ethnicity (159 unique respondents)
 Aboriginal 
 African 
 Asian 
 Caucasian 
 Hispanic 
 Middle Eastern 
 Other

57 (35.8%) 
 2 ( 1.3%) 
 5 ( 3.1%) 
83 (52.2%) 
 5 ( 3.1%) 
 1 ( 0.6%) 
 6 ( 3.8%)

Employment Status (total clinic visits) – 1803
 Working 
 Not Working

  254 (14%) 
1,549 (86%)

Table 3. 
Referral Sources – New patient referral sources for 
Mount Carmel Clinic’s (MCC) chiropractic patients 

(N=177).
Health Professional – Internal to MCC 126 (71.2%)
Health Professional – External to MCC   7 ( 4.0%)
Marketing   2 ( 1.1%)
Signage  14 ( 7.9%)
Reactivated patient   0 ( 0.0%)
Other patients (word of mouth)  15 ( 8.5%)
Other  13 ( 7.3%)

Table 4. 
Duration of Complaint – Duration of complaint from 

new patients (N=177), some with multiple regions, at the 
Mount Carmel Clinic’s (MCC) chiropractic clinic.

Acute Pain 
(% of Acute)

Chronic Pain 
[>3 months] 

(% of Chronic)

Ratio 
(acute to 
chronic)

Cervical Spine 18 (20.7%)  76 (19.4%) 1 : 4.2
Thoracic Spine 21 (24.1%)  91 (23.2%) 1 : 4.3
Lumbar Spine 17 (19.5%) 105 (26.8%) 1 : 6.2
Sacroiliac  7 ( 8.0%)  69 (17.6%) 1 : 9.9
Extremity 24 (27.6%)  51 (13.0%) 1 : 2.1
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tribution of patients by spinal region with the exception 
of those with sacroiliac joint pain who were substantial-
ly fewer in number (8.0%) (Table 4). For patients with 
chronic pain seeking treatment, the fewest number of pa-
tients had extremity region pain (13.0%), while the great-
est proportion of patients sought care for pain in the lum-
bar region (26.8%).
 Patients who received high-velocity low-amplitude 
(HVLA) joint manipulation, mobilization, and soft tissue 
intervention, had those interventions directed most often 
toward the thoracic and lumbar spinal regions followed by 
the cervical region (Table 5). Similar numbers of patients 
received HVLA joint manipulation, mobilization, and soft 

tissue intervention to the same treatment regions, likely 
due to the multifaceted nature of chiropractic interven-
tion (Table 5). Contemporary medical acupuncture when 
used (48 cases) was most commonly targeted toward the 
cervical (16/48 cases; 33.3%) and extremity (14/48 cases; 
29.2%) regions. The greatest use of other care modalities 
within a course of chiropractic management were those 
directed toward the lumbar spine (67 cases; 25.4%) and 
the sacroiliac regions (62; 23.5%).
 Statistically, all five regions assessed by the NRS 
demonstrated significant improvement when comparing 
baseline and follow up scores for a completed course 
of management. Beyond statistical significance, when 
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Figure 1. 

Number of new patients, by month, presenting to the 
Mount Carmel Clinic for chiropractic services in 2011 

(N=177).
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Figure 2. 

Total number of patient visits (evaluation and follow-up), 
by month, presenting to the Mount Carmel Clinic for 

chiropractic services in 2011 (N=1803).

Table 5. 
Treatment Intervention – Type of treatment intervention, by region, delivered by chiropractors at the Mount Carmel 

Clinic (MCC). Data reflects the number of unique patients receiving intervention per region (% receiving the respective 
intervention)

HVLA SM Mobilization Soft Tissue Acupuncture Other Modalities
CS  98 (21.2%)  94 (20.6%)  96 (21.1%) 16 (33.3%) 44 (16.7%)
TS 121 (26.2%) 114 (25.0%) 118 (25.9%)  9 (18.8%) 57 (21.6%)
LS 120 (26.0%) 118 (25.9%) 114 (25.1%)  5 (10.4%) 67 (25.4%)
SI  81 (17.5%)  80 (17.5%)  81 (17.8%)  4 ( 8.3%) 62 (23.5%)
Ext  42 ( 9.1%)  50 (11.0%)  46 (10.1%) 14 (29.2%) 34 (12.9%)

      Legend: HVLA is high-velocity low-amplitude; SM is spinal manipulation; CS is cervical spine; 
TS is thoracic spine; LS is lumbar spine; SI is sacroiliac region, Ext is extremity.
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considering clinical populations the minimally clinic-
ally important difference (MCID) is an important and 
meaningful metric. According to Salaffi et al. (2004), the 
MCID for chronic musculoskeletal pain is a NRS change 
of –15.0% or at least –1 point.19 A change of –33.0% or 
at least –2 points is associated with a patient reporting 
they feel “much better”. Based on the NRS data collected 
from baseline compared to discharge all four spinal (cer-
vical, thoracic, lumbar, and sacroiliac) and the extremity 
regions responded to chiropractic intervention in excess 
of a MCID (Table 6). In terms of percent improvement, a 
course of care directed to the extremity regions attained 
improvement beyond 33.0% (Table 6). In terms of point 
change, the LS, SI and extremity regions (Table 6) all 
demonstrated change beyond 2 points, an improvement 
associated with patients feeling “much better”, following 
chiropractic intervention. Upon completion of a course of 
care of 161 chiropractic cases, 154 (96%) did not warrant 
referral to another healthcare provider.

Discussion
While the integration of chiropractic care into an inner city 
government funded multidisciplinary healthcare facility 
is relatively novel, there are isolated examples that can be 
used for comparison. For example integration of chiro-
practic services occurred a decade ago within the United 
States Veterans Health Administration, and a unique com-
munity health centre example in the province of Ontario, 
Canada. The characteristics of a typical MCC chiroprac-
tic patient differ drastically from those who are seen in a 

United States Veterans Affairs hospital chiropractic clinic 
most notably in age and gender representation. The typ-
ical veteran chiropractic patient was a 54.8 (SD=15.9) 
year old male (88.4%).20 MCC patients referred for chiro-
practic care were typically 47.3(SD=16.8) year old fe-
males (68.3%), who self identified as Caucasian (52.2%), 
or Aboriginal (35.8%) and non-working (86%) (Table 2). 
The MCC chiropractic patient population more close-
ly resembled the Southern Ontario Community Health 
Centre (CHC) chiropractic clinic population in terms of 
age and gender representation.21 Patients over the age of 
50 made up 44.1% of the CHC population, and 48.9% 
of the MCC population. Also similar was that the gender 
representation of the CHC was 73.0% female. The CHC 
is a chiropractic clinic that was created in Ottawa, On-
tario, Canada as a demonstration project by the Ontario 
Ministry of Health and Long Term Care, who were also 
exploring the integration of chiropractors into multidisci-
plinary primary care settings.
 Differences between the populations seen by the CHC 
chiropractic clinic and the MCC chiropractic clinic in-
clude the distribution of regions of complaint. The CHC 
data reveals their clinic largely treated the low back re-
gion (56.0%) with no other spinal region exceeding 
11.6% of their population, or extremity region exceeding 
6.6%.21 In contrast, treatment of the lumbar region made 
up only 19.8% (acute pain) and 26.8% (chronic pain) of 
MCC chiropractic visits. Treatment of the cervical and 
thoracic spinal regions (Table 4) was greater at the MCC 
as was treatment of extremity regions that were 27.6% 

Table 6. 
Patient Outcomes – Patient outcomes by region for the Pain Numeric Rating Scale (NRS): M (SD).

Baseline Discharge Point Change % Change P-Value
CS (n=38) 6.5 (2.5) 4.7 (3.0) –1.8 –28.3   0.00009
TS (n=46) 6.7 (2.3) 5.2 (3.0) –1.5 –22.3  0.0004
LS (n=55) 6.8 (2.5) 4.8 (2.9) –2.0 –30.1    0.000001
SI (n=25) 7.7 (2.8) 5.2 (3.4) –2.5 –32.8 0.001
Ext (n=35) 7.3 (2.1) 4.9 (3.0) –2.4 –33.2   0.00003

Legend: MCID for chronic musculoskeletal pain for NRS is –1 point, or –15% from baseline (Salaffi et al., 2004); p-values are 
derived from 2-tailed paired T-tests, significant differences are p<0.05). CS is cervical spine; TS is thoracic spine; LS is lumbar 
spine; SI is sacroiliac region, Ext is extremity. MCID is minimally clinically important difference.
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(acute pain) and 13.0% (chronic pain) visits respectively 
(Table 4). Baseline, discharge, and change in NRS pain 
scores were similar between the CHC chiropractic clinic, 
and the MCC chiropractic clinic. Garner et al., did not 
report the NRS by region, but the typical NRS at baseline 
was M=6.2(SD=2.4), and discharge M=3.9(SD=2.7) for a 
change of –2.3 points.21 If the MCC chiropractic lumbar 
region data is used for comparison, NRS at baseline was 
M=6.8(SD=2.5) and discharge was M=4.8(SD=2.9) for a 
change of –2.0 points, which is similar to the CHC find-
ings.
 At the MCC chiropractic clinic while 74.5% of sched-
uled visits were kept, 25.5% is a noteworthy no-show 
rate. Higher no-show rates are predicted in underserved 
populations.22 In a primary care setting no-show rates as 
high as 50% have been reported.23 Strategies to decrease 
no-show rates include implementing a phone-call re-
minder system, and discharging the patient from care fol-
lowing 2 or more no-show visits. Strategies to lessen the 
burden of no-show visits on clinic performance include 
using predictions of no-show rates to strategically over-
book a clinic or encouraging “walk-in” treatment visits.23 
The observation that nearly three quarters of chiropractic 
appointments are kept is an indication that patients value 
the care they are receiving.
 There are examples of other health clinics that target 
inner city or include low-income populations and deliv-
er chiropractic services. At least twenty-four chiropractic 
programs in academic institutions provide free or low-
cost services targeted to those who live in poverty.5 The 
programs take place around the globe in countries such 
as Canada, England, South Africa, The United States, 
Brazil, Korea, France, and Australia. The MCC differs 
from those sites in three specific ways. The first differ-
ence is financial, the MCC chiropractic clinic is directly 
supported by provincial healthcare family services fund-
ing for its operating costs including clinician salaries, as 
opposed to being funded by an academic institution.24 The 
second difference is that the services provided come dir-
ectly from an experienced chiropractor. Clinical student 
interns supervised by academic clinicians deliver care in 
other “outreach” model clinics.25 The third difference is 
that patients do not require a specific vocational or ser-
vice background (veterans) to qualify as a patient.20 At 
the MCC to be eligible for care you must simply be: 1) on 
social assistance, or classified as “working poor”; 2) have 

a postal code that reflects you are a resident of the Point 
Douglas neighbourhood or North End of Winnipeg; 3) be 
a refugee who has recently moved to Manitoba; or 4) be 
referred by another community outreach program. Also, 
all MCC patients must not having standing claims with 
organizations that would otherwise pay for healthcare ser-
vices such as the Workers Compensation Board (WCB), 
or Manitoba Public Insurance (MPI) which covers servi-
ces related to automobile accidents.
 While the QA database was maintained prospective-
ly, the concept of data utilization for research purposes 
is retrospective. A limitation of the present study is that 
research questions and interpretation are limited as to the 
headings included for data capture in the initial design of 
the database. In addition caution should be taken with the 
generalization of the results. The study population was 
the entire intake in the first year of chiropractic patients 
in an inner city clinic in Manitoba, and may not exactly 
reflect a rural population, or other urban centers across 
North America.

Lessons Learned
In order to integrate a new clinical specialty for under-
privileged patients, a clinic requires adequate funding. In 
the case of the MCC that funding comes from provincial 
taxpayers through Manitoba Health Family Services. The 
support of Manitoba Health Family Services provided the 
salary lines to attract highly skilled professionals. By pro-
viding funding as an hourly wage, and not fee for service, 
providers are not motivated to see a patient any more than 
is clinically warranted to induce a positive therapeutic 
change. Our results indicate that bringing a chiropractor 
into a publically funded healthcare team anecdotally de-
creases the number of primary care visits a patient per-
ceives they need. Reduction in number of primary care 
visits made by the aforementioned patients, increases the 
amount of time the primary care provider can spend inter-
acting with patients who are in absolute need of the servi-
ces of a medical physician.
 Upon discharge from clinical care very few patients 
who benefited from chiropractic intervention required 
other clinical services. No longer requiring other clinic-
al services further unburdens other care providers in the 
clinic who may have heavy clinic loads, or even patient 
waiting lists. According to our results the implementation 
of chiropractic services to a publically funded clinic was: 



J Can Chiropr Assoc 2015; 59(4) 371

SR Passmore, A Toth, J Kanovsky, G Olin

1) a service that is utilized for referral by other health-
care providers; 2) reduces pain in patients with acute and 
chronic spine or extremity pain, and; 3) a service that is 
valued by patients who would otherwise be unable to af-
ford chiropractic services.
 Federal, and provincial policy makers, academics or 
philanthropic agencies may utilize the presented findings 
to gain insight as to QA measures to record, and what 
the potential benefit of adding chiropractic services to an 
inner city multidisciplinary healthcare facility targeted to 
the poor and underserved may be. Chiropractors typically 
practice in private outpatient clinics, or multidisciplinary 
clinics alongside physical therapists, registered massage 
therapists, or athletic therapists.6 Popularity of inclusion 
of chiropractic services in private hospital facilities,26,27 
veterans hospital facilities,20,28-30 and active military base 
settings31, are endeavours that have occurred in the past 
decade but continue to grow26,20,30.
 The data presented in this manuscript reflect clinic per-
formance and patient demographics during the inaugural 
year in which the clinic was created. Follow-up studies 
exploring the evolution of this type of clinic are warranted 
to determine the need for expansion or reduction of ser-
vices, or if a steady-state plateau is attained based on cur-
rent clinic size and operation. Future studies will be able 
to compare year-year clinic growth/reduction, patient 
demographics, outcomes and overall clinical performance 
from a broader perspective.
 Future considerations in working with chiropractic 
integration of inner city populations include greater util-
ization of empirically validated outcome measures. Al-
though, questionnaire-based outcome measures should 
be applied with caution as results may be limited by the 
literacy and comprehension abilities of the population.21 
Objective performance-based outcome measures may 
provide better clinical insight in this and other popula-
tions.32 In future studies, the comparison of chiropractic 
care to other services provided at the MCC with regard 
to utilization, efficacy and patient satisfaction should be 
explored.
 In conclusion, chiropractic services within a provin-
cially funded, non-secular, non-profit, inner city multi-
disciplinary community health centre are being utilized 
with positive results in pain reduction. Prospectively 
maintained QA data provides a useful window into clin-
ic operation, and performance during clinic implemen-

tation. The outcome of the initial integration in the first 
year of a publically funded chiropractic clinic targeting 
the poor and underserved has been successful in terms of 
exceeding minimally clinically important differences in 
all painful regions of the body targeted for treatment. The 
high clinic attendance rate and percentage of referrals for 
chiropractic services from primary healthcare providers 
in the MCC facility highlights the value that both patients 
and other clinicians place on the integration of chiroprac-
tic services.
 Publically funded inner city chiropractic clinics target-
ing the poor and underserved allow chiropractic services 
to be offered and utilized, specifically for more chronic 
pain conditions, by a component of the population that 
would otherwise likely be unable to attain healthcare due 
to a financial barrier. Future research on chiropractic clin-
ic implementation into publically funded multidisciplin-
ary facilities may include the number of primary care vis-
its saved via integration, clinic model sustainability, and 
the cost/benefit of having chiropractic services added to a 
government funded healthcare system.
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