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Check Your EOB Forms Carefully 
 Many insurance billers do not 
check EOB’s carefully.  It is surprising the 
number of processing errors that  require 
a call to the carrier to fi nd out why it was 
not paid.  The insurance company makes 
money every time they “REDUCE” the 
claim and payment is not questioned.

 Typical reasons for non-payment 
(all of which may be corrected):  
1. Patient has been asked for additional 
information but it was never received by 
the insurance company. Call the insurance 
company immediately if all or part of the 
services were not paid.  Always question.  
Many times the offi ce can answer the 
question the insurance company has.  Most 
often the question is:  “So was the patient 
in an accident?”  The answer can come 
directly from the patient fi les such as:  
“No, they were not in an accident.”

2. The doctor has been asked for 
information and you have not completed 
the information and sent it to the 
insurance company.  The insurance staff 
should be familiar enough with the fi le to 
prepare the information themselves.  Some 
information will have to be reviewed by 
the doctor before it leaves the clinic. In both 
#1 and #2, the doctor and/or the patient 
usually have 30 days to respond to a request 
before the claim is denied; however,this 
does vary by state.

3. Improper CPT or ICD codes were 
used.  Make sure to follow all of the 
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Primary Adhesive Capsulitis Relief in a 
47-Year-Old Female with an 

Associated Vertebral Subluxation Complex
by: Calla Jean Kleene, DC

Abstract
Objective
 To provide clinical management 
and discussion of primary and secondary 
adhesive capsulitis in patients with 
associated vertebral subluxation 
complex (VSC).  

Clinical Features
 A 47-year-old woman who had 
been suffering a 12-month history of 
primary adhesive capsulitis and sought 
chiropractic care to facilitate pain relief, 
increase function, and range of motion in 
her right shoulder. History revealed severe 
discomfort, pain, and signifi cant loss of 
range of motion in her right shoulder that 
progressively got worse over a 12-month 
period.  Initially the patient noticed pain 
in her right shoulder after an upper body 
training session. She previously received 
orthopedic evaluation and management 
and chiropractic adjustments but after 
several failed attempts she was referred 
for Active Release Technique (ART) and 
Graston Technique (GST) in conjunction 
with chiropractic manipulative care.  The 
patient is an active female with no other 
signifi cant health concerns.  

Interventions and Outcome
 The primary goal was to relieve 
shoulder pain and/or increase functionality 
and range of motion in the patient’s right 
shoulder.  History revealed severe 
discomfort, pain, and signifi cant loss of 
range of motion in the right shoulder that 
progressively got worse over a 12-month 
period.  Initially the patient noticed pain 
in her right shoulder after an upper body 
strength training session.  The initial 
appointment revealed that the patient was 

to be scheduled for manipulation under 
anesthesia to address her symptoms but 
elected to try additional chiropractic care fi rst.

Conclusion
 The patient improved with 
conservative management thus eliminating 
the need for a more aggressive procedure.  

Background
 Codman first described the 
symptoms of adhesive capsulitis (AC), now 
commonly known as frozen shoulder, as a 
slow onset with pain near the insertion of the 
deltoid, inability to sleep on the affected side, 
painful and restricted elevation and external 
rotation, and a normal radiological 
appearance.1 At that time he developed what 
is known as Codman’s Criteria.  The criteria 
for diagnosing AC at that time is listed in 
Table 1.11.

 In 1992 the American Shoulder 
and Elbow Surgeons Society defi ned AC as 
a condition of uncertain etiology that is 
characterized by clinically signifi cant 
restriction of active and passive shoulder 
motion occurring in the absence of a known 
intrinsic shoulder disorder.2   AC can be 

classifi ed into primary and secondary forms. 
Primary AC is due to idiopathic causes 
and secondary AC is generally a result of 
changes in the structures and tissues 
supporting the shoulder and/or diseases 
such as in patients with diabetes or 
autoimmune diseases. 2, 3,4

 Studies have shown that 90% of 
patients with AC have pain for one to two 
years before subsiding. Currently there are 
no studies indicating a decrease in quality 
of life due to pain and symptoms inhibiting
the use of the shoulder in patients that 
overcome AC without treatment.2, 5 
Shoulder pain is the third most common 
cause of musculoskeletal disability in the 
workplace after lower back and neck pain 
and one of the top ten reasons for disability 
in the United States.6 AC is one of the most 
common causes of shoulder pain seen by 
family physicians and the prevalence of 

frozen shoulder is 2-3%,  and it usually 
starts between age 40 and 70.7  Moreover, 
after low back pain, shoulder pain is the 
second most common cause of occupational 
injury claims.8 AC has been associated with 
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Calla Jean Kleene, DC, practices 
chiropractic at Back in Line Family 
Chiropractic & Wellness, PC in Hiawatha.

Insurance Q&A

 Explanation of Benefi ts (EOB) 
forms summarize how a health care claim 
is paid by an insurance plan. It is important 
to understand the EOB form to verify that 
patients’ claims were processed and paid 
correctly. 
 The EOB form may include such 
information as:
• Service provider (e.g., doctor, 

chiropractor) 
• Date of service 
• Type of service (e.g., chiropractic) 
• Amount billed by the provider 
• Amount allowed for the charge - the 

negotiated rate for in-network providers 
• Amount in excess of the reasonable 

and customary charges for out-of-
network providers (this is the amount 
not covered by the plan because it 
exceeds the specifi ed percentage of the 
average charges by similar providers 
in the same geographic area for the 
same service)

• Amount applied to annual deductible 
(your patient’s total annual deductible 
paid for the calendar year and/or the 
family deductible paid for the year)

• Total amount paid by the plan 
• Amount paid directly to the provider 
• Total amount due from the insured/

patient 
• Codes/remarks describing reduced or 

denied services

 The EOB tracks the deductible 
and out-of-pocket amounts paid and/or 
it shows remaining balances to be paid.  
Without an adequate initial verifi cation of 
benefi ts, it may not be known what should 
have been paid by the patient’s plan. 
Always start with an EOB. 

How do you review an EOB 
(Explanation of Benefi ts)?

by: Edie Ruark Dahlhauser

Medicare and other insurance company’s 
proper codes (procedure and diagnosis).  If 
this is a Medicare patient and something is 
not being paid as expected, check the 
diagnosis code(s) with Medicare 
guidelines fi rst.

4. Modifi ers were not appropriately 
used.  When the appropriate modifi er is 
not used, services are often “bundled”.   
Always challenge bundled services.

-25. This modifi er is used for a signifi cant, 
separately identifi able E&M service by 
the same physician on the same day of 
the procedure or other therapeutic service. 
E&M services may be reported separately 
from chiropractic manipulative treatment 
by using modifi er -25, if, and only if, the 
patient’s condition requires a signifi cant, 
separately identifi able E&M service.  This 
would be above and beyond the usual 
pre-service and post-service work 
associated with the chiropractic 
manipulative treatment and/or modalities/
rehab.  The E&M service may be caused 
or prompted by the same symptoms or 
conditions for which the chiropractic 
manipulative treatment was provided. 
Different diagnoses are not required for 
the reporting of chiropractic manipulative 
treatment and E&M service on the same 
date. It must be in the documentation that 
it is over and above whatever 
evaluation was used to perform the 
adjustment.  Most often the -25 modifi er 
is used with 99201-99205 (initial E&M 
services).  It is suggested that doctors not 
adjust on the days they perform subse-
quent evaluations if they want to be paid 
for 99211-99215.  

-26. This modifi er is a professional 
component: Certain procedures are a 
combination of a physician component 
and a technical component. When the 
physician component is reported separately, 
the service may be identifi ed by adding 
the modifi er -26 to the usual procedure 
number. All fi ve digit CPT codes are 

Edie Ruark Dahlhauser is the President 
of ICCOM, LCC (International Center 
for Chiropractic Offi ce Managers) at 
www.ICCOM.org. 

continued on page 6

The condition comes on slowly Restriction of adherent type
Pain is felt near the insertion of deltoid Atrophy of the spinatii
Inability to sleep on the affected side Little local tenderness
Painful & incomplete shoulder elevation X-rays negative except for bony atrophy
Plus external rotation The pain was very trying to every one of them
Restriction of spasmodic type Patient is able to continue their daily habits & 

routines

Table 1.11: Criteria for diagnosing AC

“The EOB tracks the 
deductible and 

out-of-pocket amounts 
paid and/or it shows 

remaining 
balances to be paid.” 
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several conditions. A higher incidence of 
frozen shoulder exists among patients with 
diabetes (10-20%) compared with the general 
population (2-5%).8,9 Incidence among 
patients with insulin-dependent diabetes is 
even higher (36%), with an increased 
frequency of bilateral shoulder involvement.10

 In order to treat AC, it is essential 
to understand the functional anatomy of 
the shoulder.  Static stabilizers consist of 
the articular anatomy, glenoid labrum, joint 
capsule, and glenohumeral ligaments. The 
dynamic stabilizers include the rotator cuff 
muscles, long head of the biceps tendon, 
scapulothoracic motion, and other shoulder 
girdle muscles such as the pectoralis major, 
latissimus dorsi, and serratus anterior.11,12 The 
rotator cuff consists of four muscles, which 
control three basic motions: abduction, internal 
rotation, and external rotation. The 
supraspinatus muscle is responsible for 
initiating abduction, the infraspinatus and 
teres minor for controlling external rotation, 
and the subscapularis for controlling internal 
rotation. The rotator cuff muscles provide 
dynamic stabilization to the humeral head on 
the glenoid fossa, forming a force coupled 
with the deltoid to allow elevation of the 
arm. It is responsible for almost half of the 
abduction strength and a majority of external 
rotation strength.13,14

 The idiopathic form of frozen 
shoulder has two principal characteristics; 
pain and contracture.  Pain associated with 
AC is progressive in nature which begins 
most commonly upon abduction and external 
rotation or extension and internal rotation.  
Over time a patient’s range of motion 
becomes painful and can worsen with 
overuse. Repetitive movements may 
aggravate the pain. 3, 15

 Contracture and fi brous adhesions 
develop as a result of injury causing one to 
increase effort and lead to compensatory 
dysfunction.  Repetitive effort makes muscles 
tighten and can cause adjacent soft tissues 
to be drawn tight, causing them to weaken.  
As a result, friction, pressure, and/or tension 
can build up.  Consequently acute injury and 
infl ammation can occur even without external 
forces being applied, causing decreased 
circulation or edema or a cycle between the 
two. Cellular hypoxia from restricted circulation 
cases fi brosis and adhesions may also occur in 
and between muscle bodies.16

Introduction
 A 47-year-old female was seen for 
care of AC because the  referring chiropractic 
physician felt after several chiropractic 
adjustments alone did not alleviate the 
shoulder pain or increase the range of 
motion or function. The patient’s health 
history presented no other signifi cant 
fi ndings that would be related to the AC.  
At the initial consult, symptoms had been 
present for 12-months and history revealed 
the pain started within 24 hours after an upper 
body specific workout focusing on deltoids, 
biceps, triceps, latissumus, and teres major 
and minor.  Following the workout, she felt 
dull shoulder aches in her right shoulder for 
several days with the pain never subsiding.  
Up to that point the patient stated she was 
active and worked out for a minimum of 
30 minutes per day, 5-7 days a week.  She 
stated her workout plan consisted of high 
repetition, low weight, tone specifi c area 
workouts that varied daily. 
 Over the course of two weeks the 
patient said the pain worsened.  She sought 
care from her general practitioner who 
prescribed nonsteroidal anti-infl ammatory 
drugs (NSAIDs).  She stated NSAIDs 
provided little relief from pain and did not 
provide an increase in function and range 
of motion (ROM).  Ten months later she 
was referred to an orthopedic specialist who 
ordered X-rays of her right shoulder.  The 
X-rays revealed no radiographic evidence 
of abnormality.  An MRI was ordered and 
revealed a combination of supraspinatus 
tendinosis with articular surface fraying 
without muscular atrophy and mild 
subacromail-subdeltoid bursitis.  At that time 

the patient was given the option of steroid 
injections or manipulation under anesthesia. 
The patient was made aware of the risks 
associated with the injections and surgery 
and chose to wait.
 Upon initial exam, the patient 
was able to perform limited active ROM 
during Apley’s scratch test.  The test 
was positive for severe loss of motion 
in essentially all directions: internal, 
external, abduction, and test elicited pain 
upon movement.   The Apprehension test 
was positive although no history of 
dislocation was present.  The Codman’s 
Drop, Dawbarn’s Sign, Impingement 
Sign, Mazion’s shoulder maneuver, and 
Supraspinatus press were not performed 
due to pain and restriction.  The Speed’s 
test was performed; however, she could 
only perform forward fl exion of the 
humerus to 50 degrees.  Resistance 
caused moderate to severe pain; this 
can be indicative of bicepital tendinitis 
(BT).13  Subacromial push-button sign 
was performed and caused severe pain 
over the anterior deltoid.  Global shoulder 
pain and limited range of motion associated 
with AC resulted in some orthopedic tests 
to lose sensitivity and specifi city. 10

 Examination revealed active and 
passive ROM signifi cantly diminished in 
all directions.  Passive forward fl exion 
was measured at 50 degrees, abduction at 
30 degrees: internal rotation and external 
rotation could not be measured with the 
arm abducted to 90 degrees, the elbow 
fl exed to 90 degrees, and the forearm 
refl ecting the midpoint between internal 
and external and internal rotation due 

Legislative Update

Donate to ICSPAC
 It is essential that ICSPAC provide meaningful 
resources to candidates who support the chiropractic profession. 
Through your support, ICSPAC contributes to legislators  who 
listen and understand the complex issues facing chiropractic 
physicians and their patients. Your donation gives ICSPAC 
opportunities to make a visible and signifi cant impact on the 
profession. Since January 2009, more than 100 members now 
give and/or are giving to this important fund (including 100% 
giving participation from the ICS Board of Directors). ICSPAC 
raised more than $50,000 in 2009. ICSPAC has an ambitious 
goal to raise $120,000 by the 2010 election cycle.  Please help 
ICSPAC meet this goal and donate today (invest in your future 
and profession!) Donate online at www.iowadcs.org (under 
News). Donations to PAC must come from personal checking 
accounts and are not tax deductible.

2010 Capitol Day 
 Mark your calendars and plan to attend the 2010 ICS 
Capitol Day on Thursday, February 11, 2010. ICS members 
are encouraged to speak with their Iowa legislators at the state 
capitol from 11:00am – 12:00noon. Following the legislator 
visits, a CE luncheon program entitled, “Public Health, Policy, 
& Politics” will be held at the Des Moines Club, Ruan 
Building, 666 Grand Ave. (34th Floor), in Des Moines and is 
scheduled from 1:30 – 3:30pm with up to two CE hours available.  
Registration and attendance is complimentary; however, in an 
effort to minimize expense for this free program, ICS will not do 
a mailing.  Simply use the one provided with the journal, or you 
may register online at www.iowadcs.org.

ICS Successful in 
Keeping Chiropractic in 
State Medicaid Budget

 ICS worked closely with Governor Culver’s offi ce 
to ensure that chiropractic remained a covered benefi t under 
Medicaid in the 2010 budget. Initially, it was recommended to 
Governor Culver that the benefi t be cut. After numerous ICS 
calls and meetings with the Governor’s Offi ce, chiropractic care 
remained a covered benefi t. In ICS’s formal letter to Governor 
Culver in October, ICS requested that chiropractic physicians be 
subject to the same 5% across the board cut as other providers.  
The Governor’s budget now refl ects this reduction.

ICS Legislative 
Socials Held

 Ten ICS district legislative socials were held around the 
state in August and September. Forty-four legislators and more 
than 100 chiropractors were in attendance at these 
important meetings. The goals of the meetings were to build and/
or strengthen relationships with Iowa legislators as well as 
provide the opportunity to talk with them about issues facing 
patients and the profession. Specifi c issues discussed included 
enhancing patients access to chiropractic care and exorbitant 
insurance co-pays.

ICS member Dr. Brent DeRocher with Senator Staci Appel 
at the South Central Legislative Social.

Dr. Mary Audia with Representative Nate Willems at the 
Iowa City/Cedar Rapids District Legislative Social.

The North West District Legislative Social was held in 
Cherokee on September 8, 2009.

continued from page 5

Image 1: MRI of the suprapinatus tendinosis
Image 2: MRI of the subacromail-subdeltoid bursitis
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to the inability of the patient to abduct to 
90 degrees.  Instead, internal ROM was 
visualized with the arm at the patient’s 
side and attempted to place on the low 
back.  Internal ROM was approximately 
45 degrees. External rotation could not be 
measured due to pain.  
 The patient completed the Quick 
Dash outcome measure and scored a 
63.9.17. The visual assessment showed 
high right shoulder, decreased thoracic 
extension evident, and anterior head 
carriage with head sway to the left. Taut 
and tender fibers bilateral along the 
cervical paraspinals were also present. 
Serratus, biceps, triceps, and pectoralis 
musculature was graded 4/5. Compensatory 
and overactive and hypertonic trapezius, 
scalenes, subscapularis, supraspinatus, 
and levators were noted bilaterally with 
moderate to severe spasms on the right 
scapulo-thoracic junction and shoulder 
girdle. The deltoid showed signs of edema, 
increase in temperature and was painful 
t o  t h e touch.   Consider ing the case 
present a t i o n , infection was ruled out 
since it was not revealed on the MRI or 
X-ray and nothing in the history indicated 
otherwise. With the apparent lack of 
motion at the glenohumeral joint, it was 
assumed that the subacromial bursa, 
and possibly the subcoracoid bursa had 
become a reservoir of stagnant synovial 
fl uid.14 When synovial fl uid does not 
circulate, it becomes viscous and the walls 
of the bursa can begin to adhere to one 
another, thereby decreasing the capacity of 
the joint capsule with resulting restricted 
movement of the humeral head as a result 
of the so-called “adhesions”.18,19,20 

 The upper extremity deep tendon 
refl ex performed on biceps, brachialradialis, 
and fi nger fl exion and was graded 2+ 
bilaterally. Palpation revealed moderate 
hypertonicity of the cervical and tho-
racic paraspinal musculature C2-C6 and 
decreased left lateral bend noted in the 
cervical spine.  Thoracic extension was 
decreased T2-T12 with taut and tender fi bers 
bilaterally.  Left PSIS revealed edematous 
changes and increase in temperature.

Treatment Methods
 ART is a hands on treatment and 
case-management system that allows a 
practitioner to diagnose and treat 
soft-tissue injuries.  Soft tissue refers 

primarily to muscle, tendon, fascia, and 
nerves.  Specifi c injuries that apply are 
repetitive strains, adhesions, tissue 
hypoxia, and joint dysfunction.16  

 
 
 With this particular case the 
shoulder was fi brotic and full of adhesions.  
Cellular hypoxia from restricted circulation at 
the gleno-humeral causes fi brosis and 
adhesions occurred in and between ti s sues .  
At the same time the patient was 
experiencing decreased circulation and 
edematous changes at the joint due to 
weak and tight muscles. When the patient 
was recovering from the overuse injury,
compensation and repetitive effort made 
her muscles tighten and over time, led 
to AC. When a muscle is tight it tends 
to weaken and when a muscle is weak 
it tends to be tight, causing the adjacent 
soft tissues to be drawn tight.16  The goal 
in using ART for AC is to restore proper 
function and reduce pain.  ART “shortens” 
or contracts each individual muscle (of the 
area of complaint) and applies a specifi c 
tissue tension based on the individual 
tissue function.  When using ART, the 
best method of isolating the structure that 
causes the symptom is to sequentially 
palpate and put pressure on each of the 
structures one at a time.16    
 ART was performed on the teres 
major, subscapularis, infraspinatus, teres 
minor, supraspinatus, trapezius, 
rhomboids, scalenes with leavator 
scapulae, triceps, biceps, deltoid, pectoralis 
major (on the posterior surface - variation) 
and latissimus dorsi.16 
 GST is a technique that uses 
patented stainless steel tools that address 
soft tissue changes and abnormalities.  The 
GST instruments consists of six individual 
tools with unique edges designed to treat 
the various contours of the patient’s body.  
Tools #2, #3 and #4 when used over the 

deltoid and supraspinatus.  When focusing 
on the deltoid the #2 and #4 where used 
with treatment was applied medially while 
the patient abducted and adducted her right 
arm and foreman continuously for 5-8 
minutes.  Tool #3 was used to work on the 
supraspinatus while the patient actively 
placed her arm in abduction and external 
rotation and moved towards adduction and 
internal rotation while treatment was 
applied medially over the muscle belly. 
Both active ROMs for the deltoid and 
supraspinatus required the patient to 
hold a 5 lb weight.  
 Based on patient presentation, 
motion palpation, tissue changes, and joint 
dysfuntion adjustments were administered 
at C1, C2, C5, T2, T6, T9, and left illium 
using diversifed short lever adjustments 
delivered while the patient was seated in a 
chair for the cervical region, prone for the 
thoracic region, and side posture for the 
illium.  C1 and C2 were counter-rotated. 
 Contact was made on the 
transverse process of C1 on the right and 
line of drive was posterior to anterior, 
right to left.  C2 contact was made on the 
left lamina-pedicle junction and line of 
correction was left to right, posterior to 
anterior.   C5 contact was made on the left 
lamina-pedicle junction with line of 
correction being posterior to anterior, 
left to right.  T2 and T9 subluxation was 
corrected posterior to anterior and counter-
clockwise torque while T6 was corrected 
posterior to anterior, clockwise torque.  
Left illium was corrected side posture 
lateral to medial.  
 During the second visit (three 
days later) motion and static palpation of 
the right shoulder demonstrated evidence 
of glenohumeral misalignment.  
Traction was performed while the 
patient was seated using the humerus as 
a lever while pressure was applied lateral 
to medial at the distal end.  Ultrasound 
was used during the second visit using 
continuous setting of 1.5w/cm2 at 1 MHz 
for ten minutes. Palpation and decreased 
motion revealed a slight humeral 
subluxation inferior.  The patient’s 
humerus was crossed midline and bent at 
the elbow joint and a slight impulse was 
applied medial to lateral, inferior to 
superior, and anterior to posterior to 
reduce subluxation.    

Peer Reviewed Case Study

ICS Focused on 
2010 Legislative Session
 Earlier this year, the ICS Board recommended that 
legislation be pursued that would allow any willing DC access to 
participate in health insurance plans.  Currently, Wellmark Blue 
Access panels are being used by Iowans who utilize HAWK-I 
benefi ts and in many cases there are zero or relatively few DCs in 
counties where there is access to literally dozens of other 
physician types (MD/DO) and/or physical therapists.
 ICS anticipates that the 2010 legislative session will 
focus on continued economic and budgetary issues that weigh on 
the state of Iowa. In addition, legislative leaders have agreed to 
chop 20% or 20 days off of the 2010 legislative session to now 
end on March 31, 2010.  Unfortunately this will be a major hurdle 
to policy objectives.  
 ICS is highlighting this to underscore the importance of 
the contacts members have had  with their legislators throughout 
the summer and fall.  Getting an “Any Willing Provider” bill 
through an already challenging process will mean the need for ICS 
members to call on these relationships early in 2010.
 If you haven’t taken the opportunity to meet with your 
legislators, you still can, or plan to attend the 2010 ICS Capitol 
Day on February 11.
 Whenever discussing ICS’s agenda with legislators 
remember the following components:  
• Explain that even though HAWK-I benefi ts cover chiropractic 

offi ce visits, in many cases there is little or no chance to 
choose chiropractic care but in every case there are dozens of 
other physicians/physical medicine providers to choose from.

• Explain that the bill will not dictate reimbursement, etc., but 
merely state if a DC is willing to abide by the terms of the 
other providers in the plan, they would be able to treat that 
patient population and receive reimbursement under that plan.

• Listen carefully to the legislator’s response and report 
feedback to Matt Fitzgerald at mattfi tz@mchsi.com.

 The strength of our effort in large part relies on our 
member-legislator relationships so please watch upcoming 
communication from ICS during the 2010 Iowa legislative session.
 

Legislative Update
by: Mark Joyce, ICS lobbyist

 Iowa House and Senate Democratic legislators met in 
December to discuss priorities for the upcoming 2010 
legislative session.  The state budget condition is about as bad as 
it gets.  Lawmakers are cringing at cutting back further on state 
spending, so we are beginning to hear about sweeping government 
reforms or “reorganization” and revenue raising ideas.
 As recently reported by The Des Moines Register 
political columnist Kathie Obradovich, Democratic legislative 
leaders and Governor Chet Culver presented a unifi ed front on their 
message to critics of any of the government reorganization proposals 
being considered for the upcoming legislative session.  The message, 
essentially, is that anyone who doesn’t like an idea needs to come up 
with an alternative that saves an equivalent amount of money.  
 House and Senate leadership have previously stated 
that they have no choice but to put everything on the table which 
presumably means cutting back on any program or studying ideas 
that raise additional revenues.  The only thing that has been taken 
off the table by the Governor and lawmakers are tax increases.  Of 
course, 2010 is an election year. 
 What does this mean for Chiropractic and the ICS?  It 
means there will be less time to advance our priorities.  It means 
there will be lots of ideas fl oated that under normal circumstances 
wouldn’t be taken seriously but this year they could evolve into 
legitimate threats.  And that means that the relationships you have 
established with your lawmakers will be critical going forward.  
We’ve already seen that a good relationship with the Culver 
administration led to keeping chiropractic on par with other 
providers reimbursed under the Medicaid program after it was 
proposed that chiropractic services should be eliminated entirely 
by the Department of Human Services director.
 As always, thank you for staying informed and 
participating in the ICS PAC.  Your willingness to participate 
allows us to support area legislators and help educate them on the 
role that chiropractic  physicians play in the health care of Iowans.
 If you have any questions regarding the 2010 Iowa 
Legislative Session, please contact Mark Joyce at mark.joyce@
mchsi.com.

continued on page 8

Braley Receives ACA Health 
Care Leadership Award

US House of Representative Bruce Braley (D-Iowa) accepted the 2009 Health 
Care Leadership Award from John Falardeau, Vice-President of Government 
Relations for the American Chiropractic Association (ACA). The ACA chose to 
honor Braley this year for his efforts in health care reform.

“ART is a hands on 
treatment and case-
management system 

that allows a practitioner 
to diagnose and treat 
soft-tissue injuries.”  
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 According to survey responses, 53% know their 
username/password to the ICS Web site. Only 2% of members 
log into the Web site “often” while 29% indicated logging in 
“once in a while” and 45% said they “hardly ever” log in. Twenty 
four percent (24%) responded that they had never logged in. 

 

 
 
 Approximately 23% of ICS members advertise their 
practices weekly, while 23% advertise only monthly. Of those 
who responded, 26% never advertise. Thirty-four percent (34%)
of those advertising attribute referral increases to advertising. 
The favorite method of advertising is newspaper (66%) followed 
by other print advertising and radio, both at 26%. Fifty seven 
percent (57%) of survey respondents do public speaking 
engagements in their community at least once a year.  

  Ninety percent (90%) of respondents indicated that 
insurance equity pay is an important legislative issue in Iowa. 
Seventy-one percent (71%) feel that inclusion in health care 
reform is important and 54% feel any willing provider is 
important. In addition, 48% noted that monitoring other 
professions is important, and 48% actively promote ChiroVoice. 
  In regards to stress for ICS members, respondents felt 
the number one factor leading to stress is insurance billing/
issues (72%) followed by lack of time (31%), cash fl ow issues 
(31%) and legal paperwork (30%). 
 

Results
 The patient had improved range 
of motion after a combination treatment of 
chiropractic adjustments and myofascial 
release. She was seen three days later and 
was administered an ultrasound over the 
deltoid muscle body to reduce pain.  
Approximately ten degrees of forward 
fl exion and fi fteen degrees of external 
rotation was lost between the fi rst visit and 
before treatment was performed on the 
second visit.  ROM was regained and increased 
after the  second treatment was administered. 
The patient was seen again four days later, 
and she retained improved ROM from the 
previous visit. After treatment on visit three, 
patient has full ROM restored. See Table 2.
 

 The patient reported pain during 
the myofascial release but stated positive 
outcomes following the treatment.  
During the correction of the inferior 
humerus, patient reported pain upon 
correction but the examination showed 
improved ROM and functionality.  Once 
mobility was restored, the patient was 
scheduled for subluxations and myofascial 
restrictions every 5-14 days.  Active rehab 
consisted of lifting free weights (2-10lbs) 
focusing on biceps, triceps, deltoid, and 
rotator musculature bilaterally until full 
strength was restored. She was monitored 
for proper lifting patterns prior to working 
out without assistance.  Resistance work 
was started, focusing on internal and exter-
nal rotation with elbow bent at 90 degrees 
and humerus at 0 degrees.  The patient 
reported a signifi cant reduction in pain and 
increase in functionality of her right shoulder 
and arm over the course of treatment.  She 
also reported improved sleeping patterns, 
and an increase in energy. 

Discussion
 There are numerous methods 
for treating AC with the overall goal 

of restoring function and decreasing or 
eliminating pain.21 For this particular case, 
myofascial release techniques along with 
thoracic and cervical adjustments showed 
remarkable results with three offi ce visits 
within a seven day period. When chiropractic 
manipulative therapy (CMT) alone is not 
alleviating the condition it is necessary to 
look to the connecting structures. Joints and 
soft tissues move together, thus making it 
acceptable to use both CMT and myofascial 
release in treatment of AC.  
 In considering other treatments, 
corticosteroid injections have shown to 
help patients with severe and prolonged 
pain; however, there is no evidence whether 
injections actually shorten the ultimate 
duration of disability.22,23 Manipulation 
under anesthesia has proved some success 

but signifi cant risks including fracture of 
humerus, radius, or ulna can occur, as well 
as dislocation, increased pain, tearing of the 
rotator cuff, and peripheral nerve damage. 
Manipulation under anesthesia should be a 
last option. 

Conclusion
 This patient sought chiropractic 
treatment after the AC had been diagnosed.  
Treatment consisted of a combination of 
chiropractic adjustments at C1, C2, C5, T2, 
T6, T9 and Left illium, myofascial release 
and ultrasound over a 14-day period.  This 
treatment protocol resulted in a complete 
return of full range of motion at the 
glenohumeral joint in both active and 
passive motions.    Decrease in pain, and 
increase in functionality was reported.  The 
patient improved within three offi ce visits.   
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Graph 2: How often do you read the DC Take 5?

Graph 3: How often do you read The ICS Review?
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Graph 4: On a scale of 1 to 5 (1=low/5=high) how would 
you rate the user-friendliness of the ICS Web site?
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Graph 5: How often do you do paid advertising?
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Graph 6: What types of advertising do you do?
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Graph 7: What causes stress?

ROM                             
Abduction                                                     

Forward 
Flexion

Internal 
Rotation

External 
Rotation

Initial treatment 30o 50o 45o NA
After 1 treatment 90o 80o 50o 90o

After 2 treatments 120o 160o 90o 90o

After 3 treatments 180o 170o 90o 90o

Table 2: Passage Range of Motion




