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I. OVERVIEW
Reassessment refers to patient evaluations performed after the initiation of patient care.
Reassessment is essential for monitoring the patient's progress and is also termed "outcomes
assessment." Clinical research addresses the development and application of reassessment
instruments and procedures. Appropriate application of these to clinical practice is of great
importance.
The primary reason for reassessment is to evaluate the patient's clinical state. From this and
a knowledge of prior condition, rate of progress and specific procedures utilized to manage the
patient's condition, more informed decisions can be made regarding the appropriateness of care,
efficiency of care rendered, need for continued care, and the need to modify care. A number of
questions have been raised with regard to reassessment such as: Why should patients be
reassessed, what specifically should be reassessed, when should reassessment be performed, and
how should reassessment be conducted? In considering these topics, it is important to keep in mind
the distinctive qualities of chiropractic as a manual healing art.
Examinations that are conducted during the entrance evaluation of the patient for chiropractic
care give the chiropractor a starting point from which to monitor the patient's progress. There are
many different kinds of examination procedures used to give indications of the presence of vertebral
subluxation and other malpositioned articulations and structures. With information supplied in the case
history and patient observation processes, the chiropractor will decide which examinations will furnish
the best data.
Different patterns and types of reassessments can be done during care. It is inherent in
chiropractic care that the patient be regularly reassessed as to their need for chiropractic adjustment.
The dynamic nature of the recuperative process requires that periodic reassessment be
performed to track the patient's progress and determine the need for continued care or the need to
modify the management program. Follow-up reassessment is performed at the end of the
management program or when the patient has attained maximal improvement. Such an assessment
is often performed to ascertain the degree of residual deficit, such as disability ratings, impairment
ratings or the degree of recovery.
II.

LIST OF SUBTOPICS
A.
B.
C.
D.

III.

Reassessments -- General Principles
Interactive Reassessment
Periodic Assessment
Discussion of Outside Reviews by Other Professionals

LITERATURE REVIEW

In the absence of definitive data based on large-scale, longitudinal studies, the frequency of
reassessment is left implicitly to the judgement of the attending doctor. Currently, justification for any
particular pattern of reassessment must be culled from the clinical research literature and expert
opinion. A representative selection of the literature is referenced at the end of this chapter.
In clinical practice there is typically a single assessment in the initial patient evaluation, but it
is not uncommon for several consecutive assessments to be conducted to create a baseline for the
patient's progress. The approach taken may depend upon the patient's condition. For example, a
patient with severe, acute pain due to an apparent lumbar disc herniation will have little tolerance for
multiple session evaluations to establish a baseline for management. By contrast, the establishment
of a baseline for juvenile scoliosis patients typically requires evaluations over a period of several
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months.
Patients are reassessed for a number of reasons. Primary among them is the ongoing need
for the practitioner to determine the necessity and appropriateness of further care. Reassessment
gives the practitioner an opportunity to assess the effectiveness or success of the chosen care plan
by providing a monitor of patient progress, either improvement or deterioration. It is important to
determine whether improvement is occurring at an appropriate rate. If not, appropriate changes in the
care plan can be made, including possible referral.
A reassessment is often performed to satisfy the requirements of third-party payers. Their
concerns are often the justification for continued care, determination of patient progress, and
determination of disability rating.
As a general rule, reassessment will focus on those areas in which positive findings were
obtained during the initial clinical evaluations. Exceptions to this occur when additional signs or
symptoms develop during the course of care which mandate re-evaluation of previously negative tests
or the use of procedures not previously employed. When the natural history of a condition is known,
reassessment can provide valuable insight into the effectiveness of the care program in altering its
course.
It is unreasonable to adopt the approach that every known test is performed on the initial
examination and subsequently repeated with each reassessment. Good clinical judgement combined
with careful observation will direct the practitioner to those areas and procedures which will provide the
most valuable information. The clinical tests used during reassessment will depend on the nature of
the condition being evaluated.
"Interactive assessment" includes procedures which direct care for that patient visit. These
typically include procedures which provide indications for chiropractic care, such as palpation,
instrumentation, leg check and other methods of spinal motion assessment.
Periodic reassessment includes: 1) repetition of actions or clinical procedures which upon
prior examination provided information about the chief complaint and which led to the clinical
impression. Examples include range of motion, tenderness and positive pain provocation signs; 2)
repetition of tests wherein abnormalities were detected on initial examination (e.g., deep tendon
reflexes); 3) new procedures not previously performed but indicated by the patient's clinical condition;
4) special studies (e.g., C.T. scan) which may impact the course of care when there has been a failure
to improve or deterioration in the patient's condition.
Spinal radiography is used widely as a chiropractic diagnostic and clinical reassessment tool.
Existing criteria and practice have evolved empirically from clinical experience and convention.
However, such procedures are widely used. As in all health care, if we depend entirely upon scientific
method to determine the inclusion or exclusion of evaluation procedures, we would be left with a
paucity of procedures with which to arrive at a working clinical impression.
The way in which reassessments are made needs considerable clarification. Interactive
procedures should be simple and allow for assessment in an ongoing practice. Analog pain scales
provide a tool for regular pain assessment, whereas pain questionnaires are more cumbersome and
difficult to administer on an ongoing basis. Periodic evaluations may have more formal structure and
detail. They may include more extensive questionnaires regarding pain, patient satisfaction and
activities of daily living, functional disability assessment, and more extensive physical examination
procedures. The evaluative procedures selected will depend upon the nature and role of
reassessment.
Frequency of periodic reassessment is determined by several factors such as the severity or
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urgency of the condition or the likelihood of progression and degeneration. Scoliosis is an excellent
example of a condition in which the frequency of reassessment varies with the severity and location
of the condition, the age of the patient and history of prior progression. Truly life-threatening
conditions requiring continuous monitoring, or even daily monitoring, are at times found in chiropractic
practice. Severe acute conditions should be assessed frequently. A patient's need for reassessment
may also change during the course of care, depending upon progress. If the patient's condition
demonstrates marked improvement, then reassessment should become less frequent. Conversely,
if the patient deteriorates, reassessment should be performed as soon as possible to determine an
appropriate course of action.
The practitioner's role in integrating information from diverse sources and prescribing or
administering care can be assisted by reassessment information contributed by a variety of individuals.
Some aspects of reassessment may involve appropriately trained and qualified employees of the
attending practitioner. Others may require the assistance of specialized facilities, such as advanced
imaging centers. The chiropractic practitioner assumes the role of team captain, coordinating the
efforts of a health care team in the evaluation, diagnosis and management of the patient.
IV.

RECOMMENDATIONS

1.

Reassessment
In a chiropractic practice, the initial assessment is documented and recorded. The purpose
of these findings is to give the chiropractor information concerning the presence and location
of vertebral subluxation and other malpositioned articulations and structures, in the context of
the patient’s general health status.
The chiropractor must determine on a per/visit and periodic basis, how the patient's care is
progressing, therefore, reassessment examinations are performed. This process provides
quantitative and qualitative information about the patient's progress which is utilized to
determine the frequency and duration of chiropractic care.

12.1.1

B.

Rating:
Strength:

Positive recommendation
E, L

Performing the Reassessment
As a general rule, reassessment examinations are made by performing those procedures
appropriate to the current status of the patient relative to vertebral subluxation(s) and other
malpositioned articulations and structures. The reassessment findings are then compared to
the previous findings to determine the patient's progress.

12.2.1

Rating:
Strength:

Strong positive recommendation
E, L

Reassessments are an integral component of case management and should be made
following an appropriate period of care.
12.2.2

C.

Rating:
Evidence:

Strong positive recommendation
E, L

The necessity for and the content of reassessments are determined by the patient's response.
Patients responding as expected might be reassessed later and with fewer tests; those not

-241-

responding or responding more slowly should be re-evaluated sooner and possible more
thoroughly. A knowledge of the natural history of the condition greatly facilitates decisions
concerning the timing of reassessment.
12.3.1

Rating:
Evidence:

Strong positive recommendation
E, L

Appropriate reassessments shall be made as soon as possible if the patient demonstrates a
marked worsening of clinical status.
12.3.2

Rating:
Evidence:

Strong positive recommendation
E, L

Appropriate reassessment should be made if the patient begins to manifest clinical signs or
symptoms in areas not previously evaluated.
12.3.3

Rating:
Evidence:

Strong positive recommendation
E, L

Reassessment should be performed by persons appropriately trained and qualified in the
specific procedures.
12.3.4

Rating:
Evidence:

Strong positive recommendation
E, L

Reassessment should be performed, as closely as possible, in the same manner as the initial
assessment.
12.3.5

Rating:
Evidence:

Recommended
Class I, II, III

Reassessments performed solely to satisfy third party interests should be performed with due
regard for all the recommendations presented in this chapter.
12.3.6

Rating:
Evidence:

Recommended
Class I, II, III

Interactive reassessment should be performed during each patient encounter for the
purpose of confirming or modifying a clinical impression.
D.
12.4.1
E.

Interactive Reassessment
Rating:
Evidence:
Frequency of Reassessment
1.

12.5.1

Strong positive recommendation
E, L

Per-visit reassessment should include at least one analytical procedure
previously used. A chosen testing procedure is performed each time the
patient is in the chiropractor's office for chiropractic care. The reassessment
provides information necessary to perform an adjustment on a per-visit basis.

Rating:
Strength:

Strong Positive Recommendation
E, L
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2.

12.5.2

Rating:
Strength:
3.

12.5.3

Partial reassessment involves duplication of two or mo re preceding positive
analytical procedures. Partial reassessment may be done periodically.
Positive Recommendation
E

Full reassessment involves duplication of three or more preceding positive
analytical procedures. Any additional or complimentary analytical procedures
can be performed based on the current clinical status. Full reassessment may
be done every 6 to 12 weeks during Phase I care. Subsequent levels of care
may allow longer periods between full reassessments. (Refer to Chapter 8).

Rating:
Strong positive recommendation
Strength:
E, L
Comment: If a patient's presentation indicates very frequent chiropractic adjustments
or chiropractic manipulations, he or she may require more frequent reassessment. As
indications require less frequent adjustments/chiropractic manipulations,
reassessments will be performed less frequently.
4. Discussion of Outside Review by Other Professionals
It is widely accepted that abuses are occurring in the review process involving paper
reviews and independent chiropractic evaluations. The solution, however, must be a
legislative endeavor.

12.6.1

V.

Rating:
Strength:

Strong positive recommendation
E
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