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Management
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The Team Approach
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C
hiropractic neurologist David Durrant, DC, DABCN, recently

saw two patients with very similar conditions. Both were young

men between the ages of 20 and 30.  Both had acute-onset low-

back pain, radiating leg pain, and leg weakness with difficulty walk-

ing. “In both cases, there was clinical and electrodiagnostic evidence of significant 

S1 nerve root compromise,” says Dr. Durrant, who practices at the Chicago

Neuroscience Institute. “Each patient required a lumbar MRI study to rule out an

infiltrative, inflammatory or compressive lesion of the S1 nerve roots.” Both patients

turned out to have a similar problem: a large disc herniation on the side and level

consistent with nerve root involvement. “When there is considerable physical com-

pression of a nerve root, the patient may not be a good candidate for manipulation

of the involved area and is less likely to respond to non-operative care.”

His next step, for each patient, was a call to a colleague—
neurosurgeon George J. Dohrmann, MD, PhD, at the
University of Chicago Medical Center. Although their
presentation and underlying conditions were remarkably
similar, the course of treatment for the two men ended up
being quite different. “For the first patient, it really sound-
ed like he would need surgery. I talked about it with him
and with Dr. Durrant, but then he started getting some-
what better—even though we didn’t expect this. He had a
large subligamentous disc herniation (extrusion) with-
out sequestration encroaching upon the nerve root, but
still, he was improving with chiropractic care,” Dr.
Dohrmann says. “Even though we originally thought he’d
need an operative procedure, as he progressed, we both
agreed that a continued conservative approach with chi-
ropractic care was appropriate.” The other patient, whose
condition did not improve, had surgery and recovered
well.   

“With the patient who did not require surgical interven-
tion, after neurosurgical consultation, we implemented a
conservative therapeutic plan which included level spe-
cific chiropractic mobilization and manipulation of the
spine,” says Dr. Durrant. “We methodically monitored
his therapeutic response. In retrospect, he probably had
primary inflammatory compromise of the nerve root with
some disc resorption, as opposed to more significant and
persistent physical compromise of the nerve root evident
in the surgical patient.”

Although the different outcomes of two apparently sim-
ilar cases are interesting, what’s even more instructive
about this real-world example is how the two cases were
managed—with a cooperative approach between a doc-
tor of chiropractic and a neurosurgeon. The collegial
give-and-take between professionals like Dr. Durrant
and Dr. Dohrmann wasn’t always a given. Historical
rivalries of territory have, in the past, led many DCs to
view neurosurgeons as too eager to take patients into
the operating room, while neurosurgeons (like other
medical doctors) sometimes viewed doctors of chiro-
practic as upstart fringe providers without a level of
expertise that corresponded to their own.

But recently, that has begun to change. The need for
integrating conservative and surgical approaches to
address more complex and multifocal spinal conditions
has brought more and more doctors of chiropractic and
neurosurgeons together in referral and consultative
relationships. “The growing elderly population will con-
tinue to command a more organized approach to spine
care to address the increased prevalence of muscu-
loskeletal and neurological complications associated
with degenerative spine disease,” Dr. Durrant says.

Edward L. Maurer, DC, DACBR, a member of the
postgraduate faculty in radiology at the National
University of Health Sciences with a practice in
Kalamazoo, Michigan, maintains regular referral rela-
tionships with several nearby neurosurgeons. “As a doc-
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tor of chiropractic, if I find a case
that does not respond to conserva-
tive management as we expect or
anticipate, I have no hesitation in
sending that patient for a surgical
consultation. On the other hand, if
a surgeon I know gets a patient in
and feels that it’s too early to jump
into surgery, he is also very willing
to refer for chiropractic care or
physical therapy,” Dr. Maurer says.
“As I look back over the cases
we’ve worked with during the last
few years, I think the majority of
contemporary neurosurgeons are
really not as quick to do surgery as
perhaps they once were. There’s
more of an acknowledgment that
chiropractic care can often avoid
surgery. I think that’s excellent for
the patient and good for the general
rapport between the professions.”

Helping to build the rapport
between chiropractic and neuro-
surgery and establish a coordinat-
ed approach to conservative and
surgical management of spine care
is a relatively new organization,
the American Academy of Spine
Physicians (www.spinephysi-
cians.org), founded in 1995. Its
aim is to improve the quality of
spine care by encouraging neuro-
surgeons and doctors of chiroprac-
tic to join forces, to educate each
other and the public, to develop
referral relationships and net-
works, and to benefit patients by
optimizing the continuity of care
and reducing unnecessary surg-
eries.

Common Ground
“There’s a lot of common ground
between the disciplines that sets
the stage for our working togeth-
er,” says Dr. Durrant, who with
Dr. Dohrmann serves on the
AASP’s Academy Council. “Both
chiropractic and neurosurgical dis-
ciplines have a hands-on approach
to spine care. Both are uniquely

trained in neurology as it applies to
spinal disorders. Both tend to
emphasize a conservative
approach within their respective
disciplines. Both are sensitive to
biomechanical considerations in
spine care. The relationship is very
complementary. If we work
together, we can really care for or
direct the care of the full spectrum
of spinal disorders ranging from
the vertebral subluxation complex
to spine pathology requiring
surgery.” Dr. Durrant explains that
one of the goals of the AASP is to
help advance the role of chiroprac-
tic in the treatment of the vertebral
subluxation complex and other
non-surgical spine disorders.
Another goal is to bring awareness
to the medical professional about
the essential position of chiropractic
in spine care.

“Future advancements in diagnostic
imaging and spine research will con-
tinue to provide greater insight into
the pathophysiology and his-
toanatomic changes associated with
spinal disorders, thus expanding the
definition of early-stage spine dis-
ease,” says Dr. Durrant, who recent-
ly co-authored a benchmark text-
book in neurology titled Myelopathy,
Radiculopathy and Peripheral
Entrapment Syndromes.1 “Practical
application of new technology will
continue to expose the complexity of
the spine and blur the boundaries
between the non-surgical, rehabilita-
tive, and surgical approaches—rein-
forcing the important role of a team
approach to spine care.”

“The strength of chiropractic is in
conservative management of spine
conditions, and the strength of
neurosurgery is in surgical man-
agement, if required,” says Dr.
Dohrmann. “Our focus, from a
neurosurgical standpoint, is on
doing the most we can for the
patient with the procedure of least

risk available under the circum-
stances. But surgeons must also
understand that there’s a tremen-
dous benefit for many patients in
conservative care. In most cases,
conservative care is the appropri-
ate approach for spinal problems.
If a patient does not respond, how-
ever, referral to a neurosurgeon is
very important and can be time-
sensitive, especially when there are
issues of neurological deficit.”

Some doctors of chiropractic may
fear that the neurosurgeon, once
involved, will “take over,” but Dr.
Maurer says that hasn’t been his
experience. “I think that in the
vast majority of cases involving
neurosurgeons—and, for that mat-
ter, orthopedic surgeons—if you
share your findings and approach
the case in a straightforward man-
ner, they will often send the
patient back and say, ‘Let’s try
another six weeks of conservative
management before surgery,’” he
says. “After surgery is undertaken,
there’s always a report back from
the surgeon that tells me what was
done, what the outcome was, and
the patient’s post-surgical experi-
ence. Typically, the surgeon will
eventually dismiss the patient back
to my care, or tell him that if he
develops future problems, he
should check with me first.”  

Not all referrals go from the doc-
tor of chiropractic to the surgeon.
In some cases, a patient may
approach a neurosurgeon seeking
back surgery and, after examina-
tion, the neurosurgeon may urge
him to consider a more conserva-
tive approach first. “In my office
over the years, we’ve received
quite a number of referrals from
neurosurgeons,” says Dr. Maurer.
“The patient comes in, the neuro-
surgeon examines him, and some-
times he’ll say, ‘Why don’t you go
see the doctor of chiropractic
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continuedFocus
down the street first and see if he
can help?’ First and foremost, the
question is what procedure will
best serve the patient.”

Deciding Between
Conservative and Surgical
Approaches
Having a cooperative relationship
with a neurosurgeon can help the
doctor of chiropractic better deter-
mine when a patient can no longer
benefit from conservative manage-
ment and should be referred for
surgery. DCs are likely to find that
the neurosurgeons in their area
share their concern with first using
conservative approaches before
attempting surgery. “Generally
speaking, I’ve found that the vast
majority of neurosurgeons insist
that conservative care be attempt-
ed prior to surgical interventions,”
Dr. Maurer says. “I’ve found that
the more trained and more intelli-
gent surgeons are, the less anxious
they are to put patients into
surgery and the likelier they are to
prefer to exhaust conservative
means first.”

Three of the key indicators for
referral from conservative chiro-
practic management to surgery
include:

• Persistent, progressive, and/or
intractable pain; 
• Progressive neurological
deficit to include muscular
weakness;
• Signs and/or symptoms of
spinal cord compromise.

“Often, doctors of chiropractic
refer patients to a neurosurgeon
when they have pain that is refrac-
tory to treatment and is significant-
ly interfering with the patient’s
life,” says Dr. Dohrmann. “In the
spine, the problem is often the
compression or tethering of a
nerve root such that the patient
has severe pain with movement. If

nerve root compression occurs in
the cervical spine, for example, it
may result in radiating pain into
the arm. As a neurosurgeon, I
would evaluate the prospects for
freeing up the nerve root and giv-
ing it enough room to move nor-
mally.”  

“The symptoms are always going to
dictate, no matter where the com-
plaint is,” says Dr. Maurer. “If a
lumbar disc with sciatic neuropathy
is worsening, it’s essentially the
same sign as worsening numbness
or paresthesia of neuropathy down
into the hand. It’s a different region,
but the response mechanisms are
going to be the same either way as
it relates to symptom expression.”
Progress, in any situation, is critical.
“If mobility is returning, if muscle
tonicity is quieting, if comfort is
improving, these are all excellent
signs that progress is being made,
and, of course, the patient himself

can tell you if he’s feeling better. If
you’ve treated the patient for a
week or two and there’s no
progress whatsoever, then it’s time
to consider a surgical consult.”

The patient may also be sent to the
neurosurgeon because the pares-
thesia involving the arms or legs
turns out to be secondary to com-
pression of the spinal cord, not just
the nerve root. “Spinal cord com-
promise is often characterized by
varying degrees of dysfunction
including signs and symptoms
such as spasticity, weakness, and
abnormal sensation.  There may
also be bowel or bladder changes,”
says Dr. Dohrmann.  Patients with
spinal canal stenosis are at particu-
lar risk should they be in an acci-
dent—perhaps slipping and falling
on an icy sidewalk, or being struck
from behind in a car. “That sudden
and unguarded flexion and exten-
sion can pinch the spinal cord. If



such a patient should slip and fall,
all it would take is a sudden move-
ment of the head back and forth
for the spinal cord to get pinched
and lose function,” Dr. Dohrmann
says. If the doctor of chiropractic
obtains an MRI of the cervical
spine that clearly shows the spinal
cord to be tightly confined in one
or more areas or visibly com-
pressed due to degenerative steno-
sis or other mass effect, referral to
a neurosurgeon is indicated.
“Another related case for referral
may be when a patient has degen-
erative disease—a bone spur or a
bulging or herniated disc—and it’s
affecting the spinal cord,” 
Dr. Dohrmann says. “It’s pushing
back, causing stenosis, and the
patient is describing weakness in
the arms and legs. The doctor of
chiropractic should make a surgi-
cal referral for decompression of
the spinal cord and stop the
patient from deteriorating.”

On the other hand, the neurosur-
geon may refer a patient to a DC
when there is a spinal disorder
that does not require a surgical
approach. “Early degenerative
spine disease and subluxation may
be best addressed by doctors of
chiropractic.  Advanced degenera-
tive disease, or any spine disorder
involving potential or actual neu-
rologic compromise, will often
require the attention of a neuro-
surgeon,” Dr. Durrant says.

It’s the intermediate stages of
degenerative spinal disease that
often pose the greatest decision-
making challenges. Should you
continue with conservative care or
proceed to surgical intervention?
It’s here that a strong partnership
between a DC and a neurosurgeon
can be of particular benefit.

Sometimes, it’s not about a transi-
tion from conservative care to sur-
gical treatment, but paralleling

care. “Early degenerative spine
disease may be associated with
intermittent pain, discomfort, joint
dysfunction, and subluxation with
loss of segmental or global range
of motion. These are typically con-
ditions that, if uncomplicated, are
likely to respond favorably to chi-
ropractic care,” says Dr. Durrant.
“On the other hand, advanced
spinal degeneration, resulting in
central or lateral stenosis, can con-
tribute to neurological compro-
mise. The spine has redundant
segments, many of which will
undergo a certain degree of degen-
erative change as we all age, to
varying degrees and at different
rates. It’s important for both the
DC and the neurosurgeon to
understand that in some cases,
doctors of chiropractic and neuro-
surgeons may treat the same patient
for different spinal conditions.”

An integrated approach to conser-
vative and surgical care for the
spine means not just focusing on

one area, but triaging what needs
to be done first, and then identify-
ing any other care needed for
other regions of the spine. “The
neurosurgeon with the early stage
patient is involved much less than
with the end-stage patient who has
a significant problem that clearly
needs an operation,” says 
Dr. Dohrmann. “With the early
stage patient I may ask my col-
league, ‘How do you see this
patient coming along with conser-
vative care? How does the
progress of this patient compare
with other similar patients?’”

More Than Just “To Cut or
Not to Cut”
A successful cooperative relation-
ship between a doctor of chiro-
practic and a neurosurgeon goes
beyond the question of “Is the
patient surgical or non-surgical?”
Optimizing the continuity of care
at all stages means that the patient
gets the best recovery possible.
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“Both doctors of chiropractic and
neurosurgeons appreciate the role of
reducing pain,” says Dr. Durrant.
“The longer pain is present in any
tissue, the greater the chances of
long-term consequences. Chronic
pain syndromes can develop as a
result of chemical and structural
changes in the central nervous sys-
tem secondary to the persistence of
pain. It’s important for DCs to rec-
ognize that in some cases, a pharma-
ceutical approach may need to be
implemented to reduce pain and
avoid this outcome.” 

Neurosurgeons and doctors of chi-
ropractic also share an apprecia-
tion for the role of inflammation
and tissue injury, Dr. Durrant
adds. “A certain amount of inflam-
mation occurs when tissue is com-
promised, and is essential for tissue
repair and recovery.  Excessive
and chronic inflammation can lead
to tissue compromise such as the
pathological formation of scar tis-
sue within and around the nerve
root and other spinal tissues.
Adhesive fibrosis can impair the
mobility of joints and reduce the
extensibility of the nerve root com-
plex and spinal soft tissues. This
process can complicate things,
leading to more involved neurolog-

ical signs and symptoms that can
present therapeutic challenges,” he
says. “Both disciplines should
strive to reduce pathological
inflammation, which may include
both a pharmaceutical approach
and a synergistic nutritional
approach to help reduce pro-
inflammatory states.”

“I think each discipline under-
stands what the other can offer,”
Dr. Dohrmann says. “They’re
speaking the same language, if you
will. I really have found that it has
been very easy and satisfying
working with doctors of chiroprac-
tic who understand what we can
offer in neurosurgery, and I feel
very much at home with the DCs
and their expertise. In patients
who are managed cooperatively,
the neurosurgeon and the doctor
of chiropractic tend to agree.”

Doctors of chiropractic interested
in pursuing interdisciplinary edu-
cational opportunities, enhancing
interprofessional relations, or
developing consultative relation-
ships with neurosurgeons can
approach the AASP, an organiza-
tion composed solely of neurosur-
geons and doctors of chiropractic.
The AASP offers a matchmaking

service to members facilitating the
relationship of doctors of chiro-
practic and neurosurgeons in given
regions of the country.  Or they
can do what Dr. Maurer did: pick
up the phone and dial a nearby
neurosurgeon about a current
case. “All of the relationships I
have now began with a phone call
to discuss mutual concerns and to
discuss the problem in terms of
arriving at a diagnosis and the best
approach or procedure to follow,”
he says. 

“It’s all about providing the patient
with the opportunity to be more
informed about his or her condi-
tion and therapeutic options,” says
Dr. Durrant. “We need to improve
the quality of spine care by priori-
tizing the patient’s needs, broaden-
ing the scope of available care, and
promoting open professional dia-
logue so that conflict is less likely
and therapeutic outcome is
improved.”  ▼
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