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TECHNIQUE

The Transition of Network Spinal AnalysisTM Care

The Transition of Network Spinal AnalysisTM Care:
Hallmarks of a Client-Centered Wellness Education
Multi-Component System of Health Care Delivery

†Founder and  President, Association for Network Care, 444 North
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Introduction
This paper has two primary intentions. The first describes

the transition of Network Spinal Analysis TM 1 practice from
its prior objectives to its current state of presentation within the
health and wellness arenas. In describing this transition pro-
cess, the second intent is to provide hallmarks of a practice that
is centered on the participation of the client while emphasizing
wellness education during care. Although, in this presentation,
these links are described through the specific model of Net-
work Spinal Analysis (NSA), the concepts and ideas reported
are applicable and readily portable to a wide variety of health,
wellness and educational approaches.
The Transition of NSA Care

NSA care, as presented in this paper, represents an evolu-
tion from its earlier description in 1996.1 At that time; NSA
care was practiced solely as a system of health care delivery
within the subluxation-based chiropractic model. Practitioners
sought to reduce two types of vertebral subluxation with spe-
cific objectives underlying NSA application.

Over the past seven years, accumulating evidence and clini-
cal observations have led to a transition of NSA’s clinical phi-

losophy and technical delivery. The clinical transition was first
influenced by linking self-reported improved health and qual-
ity of life outcomes to aspects of NSA care.2 For example, a
substantial number of patients reported an increased awareness
of deeper respiration approximately two months into care,
whereas the Somatopsychic Wave TM phenomenon was re-
ported approximately four months into care. Those experienc-
ing an increased awareness of deeper respiration and/or the
Somatopsychic Wave event also reported the greatest wellness
and overall quality of life compared to those also under NSA
care but not aware of these phenomena.2

The philosophy of the clinical application of care has evolved
to include client participation through self-reports of health and
wellness. For the client, this approach is believed to foster a
greater sense of personal responsibility for their health, and a
greater sense of participation in evaluating the benefits of NSA
care. Moreover, these outcomes also assist the practitioner to
complement clinical observations with client observations in
the overall plan of care. Thus, greater patient involvement in
their care and utilization of information derived from this ap-
proach designate NSA care as “client-centered.”

Therefore, the presentation of NSA practice is now deliv-
ered and communicated in discrete Levels of Care. These Lev-
els of Care are believed to represent progressive states of neu-
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rophysiological organization. This belief is substantiated in a
recent report (Lohsoonthom and Jonckheere, 2003).3 These re-
searchers have reported that analysis of the sEMG signal re-
flect mathematical models that are distinctly more organized
from Level One through Level Three of NSA care. As well,
clinical evaluation of the active and passive neural control sub-
systems (Panjabi, 1992),4 have suggested that the Levels of Care
are reflecting sensory motor strategies underpinning the pro-
gressive states of neurophysiological organization.

Each Level of Care also has specific philosophical objec-
tives designed as holarchial rather than hierarchical. This ap-
proach is intended to avoid “competition” among patients or a
sense of lack of success in regard to progressing through the
Levels of Care for both patients and practitioners. Also, as a
holarchy, each level includes rather than transcends elements
of the previous level. To provide such care, NSA practitioners
are expected to meet competency in the areas of patient care,
clinical knowledge, interpersonal and communication skills,
practice-based learning and improvement, and professionalism.
These skills, relative to NSA practice, will be taught through
the NSA Certificate Program. This Program will be offered at
the university level and is expected to be operational in 2004.
Information may be obtained through the official website
associatiofornetworkcare.com.

The technical evolution of NSA was initiated through clini-
cal observations revealing that the character of the wave changed
visually over time (duration of care). This consistent clinical
observation suggested the need to continue enhancing care in a
manner that would allow for greater differentiation of the body’s
changing responses to the NSA application. This led to further
investigation of the Somatopsychic Wave event to character-
ize this phenomenon and to gain understanding as to how it
might be linked to positive health and overall quality of life
benefits. The first empirical evidence of the unique character of
the wave was provided by Bohacek and Jonckheere (1998)5

evaluating unfiltered surface electromyography signals (sEMG).
These authors reported that the wave exhibited a dynamical non-
linear character distinct from voluntary muscle contraction. This
finding complements the observation that the wave cannot be
consciously generated by the client, but can be consciously
halted. Although continued research will be necessary to eluci-
date the link between those experiencing the Somatopsychic
Wave event and self-reports of improved health and quality of
life, it is clear that the wave has unique properties. It may be
that these properties are linked to neurophysiological processes
not currently identified in the scientific literature.

The findings described above regarding client outcomes
coupled with the information regarding the distinctiveness of
the Somatopsychic Wave phenomenon, in relationship to the
Levels of Care, suggested that NSA care should be transitioned
to a client-centered multicomponent system of health care de-
livery.
First Component

The first component of NSA care is practical. This involves
the application of specific low force spinal contacts made by
precise touch through three well-defined levels of care (a forth
is currently being developed). Through these contacts, practi-

tioners initiate the Respiratory and Somatopsychic Wave phe-
nomena believed to lead to a higher brain awareness of the body
(somatic awareness) and its external and internal environment,
particularly the spine.
Second Component

The second component of NSA care involves the belief that
both of these wave phenomena assist the body in developing
processes that enhance internal physiological and behavioral
adaptive strategies. In support of this component, a relation-
ship can be drawn between the physical application of care and
subsequent changes in the recipient’s health and wellness sta-
tus. This second component of NSA care has been substanti-
ated through study revealing statistically significant differences
between health benefits reported by those under NSA care ex-
periencing the wave phenomena as opposed to those under care
who were not.2 That is, a relationship exists between the practi-
cal application of care (first component) and positive changes
in health and wellness status in conjunction with the develop-
ment of the two waves (second component).
Third Component

A third component is psychosocial in nature. Findings from
a recent study6 indicated that “Network Care has a direct effect
on client self-reported wellness, which is twice that expected
from healthy lifestyle practices (i.e., exercise, risk avoidance,
optimal food choices). Network Care also has a major indirect
effect on wellness by promoting health lifestyle choices”
(Schuster et al., 2003).6 This suggests that NSA care, in and of
itself, may have the potential to affect a person’s perception of
their state of wellness, additionally influencing the adoption of
a lifestyle considered to be health promoting. Further research
will be necessary, but it may be that NSA care represents a new
approach to facilitate positive self-modification of behavior.

These three components appear linked together whereby the
physical low force contacts elicit waves that create a strategy
for dissipating and/or redistributing tension patterns. Ultimately,
this significantly ameliorates health, life enjoyment, and the
perception of wellness.
Fourth Component

Intrinsic to NSA practice is underpinning in the form of
“wellness education.” In the context of this paper, the fourth
component encompasses the concept of a wellness education
paradigm. This is viewed, minimally, as creating in the client
an awareness and identification of (1) the differences between
goals and objectives of allopathic practices (illness model) and
non-allopathic practices, (2) strengths and weaknesses of both
approaches (3) the body’s inherent integrative (body-mind)
abilities, (4) differences between illness behavior or actions and
wellness actions, (5) physiological ramifications of healthy life
style choices, and (6) the importance of participating through
self-reports of health and quality of life in regard to their re-
spective wellness care.

Practitioners will receive qualified instruction regarding these
fundamental concepts of education via the Certificate Program
previously described. Current observations indicate that changes
in clients’ perceived wellness occurs principally as a conse-
quence of experiencing the Respiratory and Somatopsychic
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Wave phenomena through application of the Levels of Care.
Thus, wellness education is provided as a source of informa-
tion possibly enhancing the outcome of perceived changes in
wellness already apparent in NSA care.
Current Objectives of NSA

Consequent to the transition of NSA care, the objectives have
been reassessed and are presented below. There are terms within
the objectives that are not germane to this paper, but will be
presented in subsequent articles. The current objectives of NSA
Care are to:

A. Promote practice member self-awareness of the spinal struc-
tures, including gross and subtle movement of spinal struc-
tures, spinal and somatic tension patterns, associated par-
ticipation with the respiratory system, and responses to
stress;

B. Initiate the production of spontaneous, self-generated so-
matopsychic responses that are postulated to dissipate ten-
sion or stored energy from the active, passive, and neural
control subsystems described by Panjabi.

C. Promote or maintain through the active, passive, and neu-
ral control sub-systems, and the meningeal and emotional
subsystems as described by Epstein those elements of spi-
nal integrity that increase neural effectiveness, enhancing
the body’s ability to self-organize;

D. Detect and enhance the availability of the Spinal Gate-
way TM contacts for self assessment and self organization;

E. Detect the presence of indications of adverse mechanical
spinal cord tension, and associated altered states of spinal
and neural integrity;

F. Administer safe and effective applications of low force to
affect the nervous system’s capacity to enhance precogni-
tive and cognitive self-awareness.

G. Promote self-regulation of adverse mechanical spinal cord
tension through the natural oscillatory patterns of associ-
ated tissues via administrations of specific low force touch
made by hand.

H. Evaluate the efficacy of the above by relating NSA appli-
cation to practice member (recipients of NSA care) self-
ratings regarding their wellness and quality of life.

I. Conduct research to investigate hypotheses linked to the
objectives of NSA care.

The Position of NSA relative to Chiropractic, the
Biomedical Approach and Complementary/Alternative
Medicine

Empirical research findings and clinical observations have
influenced the transition of NSA care, as herein described. Fur-
ther, NSA is expected to initiate neurophysiological strategies
that elevate clients to a state of health and wellness beyond any
previous state prior to commencing care. This expectation de-
notes a specific niche for NSA in the health care arena. This
niche will ultimately allow for NSA to be practiced exclusively
as  “wellness care”‡ adhering to the objectives outlined in this
paper.

However, since many clients who first appear for NSA care
are concomitantly receiving chiropractic, complementary or
alternative medicine and/or medical care, it is important to po-

sition NSA relative to those disciplines in light of its unique
objectives.

Subluxation-Based Chiropractic
The subluxation-based chiropractor often considers him/her-

self to be a non-medical practitioner who does not treat condi-
tions other than the vertebral subluxation (VS). 7 Research has
provided evidence that recipients of NSA care experience ben-
efits that transcend the single objective of correction of VS.
However, since it has been clinically observed that correction
of VS occurs in recipients of NSA care, NSA methodology re-
mains of benefit to chiropractors practicing with the objective
of correcting that condition.

The Biomedical Approach
The biomedical approach is traditionally based on the

patient’s presenting complaint(s) and accompanying symptoms.
It is presumed that any medical condition is related to a specific
cause (biochemical or physical insult), resulting in symptoms
that are unique to the presenting condition.8, 9 That is, in the
strictest sense, the biomedical model assumes a direct cause
and effect between a disease or pathophysiology and its symp-
toms, with care consisting of administering counteractive phar-
maceuticals and behavioral instructions, both of which, sup-
posedly, the average patient will understand and follow. 10

Critics have complained that this traditional approach
underplayes the psychosocial aspects of the illness process as
well as providing a poor fit to many health problems.10-12  There
are some areas, however, where the medical and psychosocial
models do blend (chronic pain management for example),10 and
more attention is now oriented towards a person’s “perceptions
of somatic change” 10,12 being relevant to patient regulation of
medications (i.e., blood pressure drugs). However, the tradi-
tional model is still prevalent and concerned with eradicating
symptoms and disease.

This prevalence is evident in considering that over the last
decade there have been reports of a noticeable trend of use of
non-medical services and emphasis on wellness practices. 13, 14-16

However, Schuster et al report that those who are in wellness
promotion also assess wellness as disease prevention. 16 Thus,
while terminology regarding wellness is emerging in biomedi-
cine, the concept of wellness as described in the current prac-
tice of NSA practice shares no resemblance to this terminology.

When NSA is practiced exclusively as wellness care, it does
not provide for the correction of any specific disease or other
affliction. Rather, the care is provided to enhance the interrela-
tionship of body and mind. Thus, its objectives are distinct from
biomedicine. In this regard, enhancement or re-establishment
of the body-mind has been recognized for some time. Bakal17

states that a loss or reduction of the integrity of body-mind com-
munication (somatic awareness), brought about by any of a
variety of reasons, can lead to a general or specific collapse of
the immune system, or other system failure. Consequently, it is
‡Those wishing to practice NSA solely as wellness care must be duly
certified personally by Dr. Epstein, and meet all requirements for prac-
tice as established by the Association for Network Care (ANC). For
further information please contact the ANC at:                       
www.associationfornetworkcare.com.
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noteworthy that while NSA care does not seek to bring about a
cure for any medical condition, any given recipient could pos-
sibly fit the profile of one hoping for a non-medicinal or non-
surgical approach to correct or resolve a specific medical con-
dition.

Clinical observations and published case reports 18 do attest
to improvement in certain medical conditions in some recipi-
ents while receiving NSA care. Nevertheless, although amelio-
ration of certain medical conditions may occur concomitant with
NSA care, NSA practice as described in this paper is an appli-
cation that extends beyond where the biomedical and therapeu-
tic approaches end.

Complementary/AlternativeMedicine (CAM)
A distinction between various CAM approaches has been

described by Schuster et al. 16 They point out that CAM modali-
ties vary widely in scope of practice, healing objectives, and
individual motivations for use. Although NSA may not share
allopathic objectives as many CAM approaches do, certain val-
ues common to CAM practices including “high level wellness,”
“the interpretation of mind, body and spirit,” and “holism/indi-
vidual,” “self-healing,” and principles of vitalism are shared.

There are several CAM approaches that fall under the larger
category of “somatic education.” 19 Each of these approaches
has some relationship between consciously learned movements
of the body and enhanced state of mind, and for some, enhanced
physical performance. A major distinction between these types
of CAM and NSA, also a body-mind discipline, is reflected in
the fact that the Respiratory and Somatopsychic Wave phenom-
ena characteristic of NSA care are not consciously initiated,
though they can be consciously ceased.

This distinction suggests that a mechanism, not apparent in
other CAM approaches may be operable in regard to NSA care.
Thus, NSA care as a unique non-allopathic approach to health
and wellness will continue to evolve as the body of knowledge
is broadened through research and clinical observations.

Hallmarks: Overview of a Wellness Education Paradigm
Since it is possible for clients to “transfer” the conditioning

of illness thinking into their experience under “wellness” care
it is important to consider wellness education as integral to elimi-
nating pre-conditioned “well” versus “illness” thoughts and
actions. That is, because health and illness for the most part
remain embedded in traditional definitions, new perceptions and
perspectives regarding these successful approaches and the
concept of wellness, merit new models that are congruent with
these ideas. Consistent with the development of new models, it
is important to refine the practitioner’s care as a form of educa-
tion centered on wellness as distinct from illness care.

Some of the hallmarks involved in implementing a wellness
education paradigm are presented. Several of the concepts dis-
cussed rely upon specific application of terms that are now ap-
pearing more frequently in the literature, often reflect different
definitions or meanings. To maintain continuity, the ideas of
health and wellness as presented in this treatise are differenti-
ated.

Differentiation of Terms

Health
Health has been defined by the World Health Organization

as “a state of complete physical, mental, and emotional well-
being, not merely the absence of disease or infirmity.”20 More-
over, the current Physician’s Desk Reference medical dictio-
nary 21 defines health as “a state of characterized by anatomi-
cal, physiological, and psychological integrity, ability to per-
form personally valued family, work, and community roles;
ability to deal with physical, biological, and psychological and
social stress; a feeling of well-being and freedom from the risk
of disease and untimely death.” As Schuster et al16 point out,
“clearly the biomedical as well as the social science commu-
nity now acknowledges, theoretically, if not empirically, the
multifaceted and complex nature of health and well-being.”
Moreover, Schuster et al16 note that a consensus is developing
that health includes several domains including physical, psy-
chological, mental, emotional, intellectual, social, and spiri-
tual.

Wellness
Following an extensive review of the literature, Schuster et

al,16 define wellness relative to physical, psychological, men-
tal, emotional, intellectual, social and spiritual health domains
“as a higher order construct integrating these domains, and nec-
essarily draws on the level of individual self-perception. Thus,
we conceptualize wellness as the generalized self-perception
of health. From this perspective, wellness is distinct from health-
illness; an individual can deem themselves to be in an accept-
able state of wellness whether they experience sub-optimal
“health” in any given domain or area of functioning (see
Greenberg, 1985.22)” This concept of wellness, developed by
Schuster et al, provides a novel description amply reflecting
clinical observations by NSA practitioners and client self re-
ported benefits of care.

They also point out “as wellness is a generalized self-per-
ception, the relative importance of each domain is unique within
each individual, while also incorporating the health values and
beliefs of the surrounding social environment.” (Greenberg,22

as cited by Schuster et al.).16 While the authors also clarify that
“we are only beginning to address the dynamics of wellness,”
one important contribution to the concept of measuring wellness
has been presented by Blanks et al.2 In that study, wellness was
assessed by summing scores for four health domains: Physical
State, Mental/Emotional State, Stress Evaluation, and Life En-
joyment. This constituted a combined wellness scale. In their
study a wellness coefficient was determined by comparing the
scale “presently” and “before Network.” The scale ranged from
–1 to +1, with zero representing no change.

Another important contribution regarding the dynamics of
wellness stem from the work of Schuster et al6 linking exog-
enous variables to wellness through structural equation model-
ing (SEM). Analyzing data from the study of a population of
over 2800 Network Chiropractic (now known as NSA) recipi-
ents, Schuster et al demonstrated that gender (females greater
than males), and post-college education impact in a significant
positive manner on perceived wellness.



J. Vertebral Subluxation Res., Arpil 5, 2004 5The Transition of Network Spinal AnalysisTM Care

Also, other authors have envisioned the idea of wellness from
a position of developmental states of consciousness. While these
ideas often lack empirical evidence they do provide concepts
that can be tested for veracity. The collective writings of Pearce,23

Epstein, 24 Pert, 25 Wilber, 26  and Wade 27 seem to provide a
theme directed to the spiritual aspects of self-perception. This
theme suggests that wellness is an integral state linking the per-
sonalized and undeniable experience of connection with a per-
ceived transcendent source of strength and wisdom. One also
experiences a sense of community, peace, wisdom and well-
being. Wellness is manifested as movement towards deepening
states of perception regarding one’s total environment, refine-
ment of adaptive responses, and an evolving pliable sense of
self. Moreover, wellness is accompanied by a heightened sen-
sitivity to emotions or actions involving gratitude, forgiveness,
empathy, love and compassion in relation to the individual’s
life experiences. It is recognized that individuals will realize
the experiences presented above in a progressive manner as the
journey to wellness unfolds.

Developing a Wellness Mentality

Providing Information
An important step in a wellness education paradigm is to

provide information that might not be obtained in allopathic
approaches. In this context, wellness education cannot adhere
to the concept of single causes for any particular condition or
problem. This may be difficult, as heretofore many health care
disciplines have promoted this viewpoint either by design or
default. For example, the medical physician would see the tu-
mor or the bacteria, virus or alteration of body chemistry to be
the cause of a problem.28

The doctor of oriental medicine would see it to be an inter-
ruption to the flow of chi or life force.29  The homeopathic phy-
sician seeks the remedy that in larger amounts would create the
gestalt of the disease.30  For the chiropractor, the problem is a
vertebral subluxation altering communication between the brain
and other tissues. 31 The nutritionist sees the cause as a lack of
or excess of particular foods or other substances.32

Thus, recognition that illness is not simple cause and effect,
but rather a complex phenomenon linked to and reflecting many
aspects of the individual is essential to develop a wellness men-
tality.
Awareness of Wellness Versus Illness Actions

Belief plays a significant role in healing and maintaining
health. Belief can also guide our actions. For example, the caus-
ative pathophysiology and prognosis as reported to a patient, is
often as much a product of the culture of belief of the practitio-
ner as it is a product of clinical findings. However, research has
also shown that personal belief can have healing or other posi-
tive restorative effects. 33 That is, just as nocebo, or negative
belief can produce a negative outcome, placebo or positive per-
sonal belief can bring about healing or other positive restor-
ative effects that may be classified as promoting a sense of
wellness.

Thus, wellness and illness are viewed as a continuum, each
representing an extreme. At any given time, one’s position along
the continuum represents the window through which the indi-

vidual experiences their body, life circumstances, symptoms,
sense of self, relationships and their world location in general.

A “wellness lifestyle,” 6 whether considered as a reflection
of empirical evidence or envisioned through subjective insight,
is thought to manifest through human expression in a manner
distinct from illness behavior. It is becoming increasingly evi-
dent that the actions taken by individuals that abide in the ‘sick-
ness” mode are quite different from those espousing the
“wellness” mode. Macenbach et al.34 compared determinants
of excellent health with those of ill-health. The determinants
were measured as absence of complaints of health and very
good self-assessments of health. The authors concluded that
education, employment status, age and gender accounted for
two to three times the variance in ill-health compared to excel-
lent health. Schuster et al.16 suggest that the concept of positive
health is empirically distinct from ill-health. Pizer 35 has pointed
out that the sickness mode prompts action only when the sick-
ness is apparent, whereas individuals enter the “wellness” mode
voluntarily seeking ways to improve their overall state, thus
avoiding the “sickness” mode. These concepts are important
hallmarks for any practice that espouses a wellness model as
the basis of care.

One could argue that the successful wellness outcome is
linked to the specific intervention, but clearly the overall suc-
cess of the health care system (or approach) is determined by
many other factors. As pointed out by Benson,36 and Barrett.37

Patient care has become imbalanced by the heavy reliance on
pharmaceuticals and surgery/procedures. Both authors contend
that self-care must be reintroduced to balance the equation.
Benson,7,38, like authors of earlier chiropractic literature, points
out that the individual must draw upon the body’s restorative
capabilities. Benson further points out that three components
of his concept of “remembered wellness” are: (1) belief and
expectancy on the part of the patient, (2) belief and expectancy
on the part of the caregiver, and (3) belief and expectancies
generated by a relationship between the patient and the caregiver.
Thus, the modern wellness practice must carefully adjust belief
and expectancy to maintain the balanced perspective that opti-
mizes healing.

Awareness of One’s Body
It is well accepted that trauma can lead to alexithymia.39

Alexithymia, is characterized by incapacity to recognize, name,
or verbalize emotions,40 and may be accompanied by alexisomia,
or lack of body awareness.17  This conditions inhibits an
individual’s ability to experience somatic awareness that “con-
stitutes an innate wisdom that people have about their own psy-
chobiological health.” 17 When these conditions operate collec-
tively or separately the person has lost the body-mind connec-
tion that is central to healing and health. This is borne out by
studies showing that alexithymia is linked to subjective reports
of poor health and physical symptoms.41,42 One study ranked
alexithymia as predictive of a greater risk of all cause death in
a population of Finnish middle-aged men.43

Fortunately, positive changes in cognitive awareness of one’s
soma, including the spine, are observed in those receiving NSA
care.2 This essential component of healing and wellness, con-
sistent with the concept of somatic awareness, may account for
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self-reported improvement of clients of NSA. That is, as clients
begin to experience improved perceptions of wellness, health,
and overall quality of life, these perceptions are likely to be
more pronounced compared with those who have been far dis-
tanced from “self.”

Summary and Conclusions
1. The practice of NSA care has been transitioned from a health

care system with the objective of correction of two types
of vertebral subluxation, to a multi-component system of
health care delivery with emphasis on wellness education
for participating clients. While wellness education is not
formally included as part of current NSA practice, this con-
cept will be taught through a developing Certificate Pro-
gram offered at the university level. Wellness education
will be provided through a module and personalized lec-
tures that involves the six components outlined in this pa-
per. These components pertain to the concepts of illness
and wellness that have evolved from academic literature
and the popular press. This program is expected to be op-
erational in 2004.

2. NSA is currently delivered and communicated in discrete
Levels of Care with emphasis on client participation through
self-reports. This transition was based on clinical observa-
tions and research findings that suggested the need for at-
tention to the manner in which the unique somatopsychic
and respiratory waves were initiated. This has been achieved
through the development of three (a fourth is in develop-
ment) Levels of Care, each with its own objectives and
markers to designate progress.

3. The clinical philosophy has also evolved to include dialog
between practitioner and client concerning survey self-re-
porting and wellness actions as opposed to illness behav-
ior as part of the care regimen. This participation by the
recipient of care creates a client-centered practice, focused
on an awareness of outcomes by both client and practitio-
ner.

4. New clients often visit NSA practitioners while receiving
concomitant care either with a chiropractor, medical phy-
sician, or complementary/alternative practitioner. Conse-
quently NSA care is positioned relative to these disciplines.
NSA care is of benefit to chiropractors practicing with the
professional objective of correction vertebral subluxation.
While NSA care does not share objectives with biomedi-
cine, clinical observations and published studies indicate
that medical conditions may ameliorate or abate in recipi-
ents of NSA care. Although objectives may be different,
NSA care shares some common values with other CAM
approaches.

5. The current model of NSA is developing as a wellness edu-
cation paradigm in addition to physical care. That is, among
those receiving care adaptation of better health promoting
life styles become apparent, as well as reports of overall
quality of health and quality of life, increased perceived
wellness, and enhanced somatic awareness. As these are
all aspects of a developing wellness mentality, they are
supportive of the success to date of the current method of
providing NSA care.

6. It is clear that a wellness education paradigm must con-
sider a number of variables. It is seemingly apparent that
regardless of the system of care practiced, the outcomes
related to a true wellness model are common to all. These
variables will include establishing a mindset for both the
practitioner and patient (client). That mindset will include
cessation of seeking a singular cause for a given condition.
This also includes the development of somatic awareness,
experience of and trust in the body’s innate restorative and
healing ability, the clients’ consideration of personal physi-
cal, mental, and emotional circumstances profiling their
life, and ultimately a consistent and valid measurement of
progressive outcomes derived from the care received. In
order to integrate all of these variables, it may be neces-
sary for practitioners in different disciplines to work in
concert to share expertise regarding aspects of patient (cli-
ent) care not regularly considered part of their training.

7. An active university based research program is maintained
to provide evidence related to outcomes association with
NSA care, as well as a means to measure those outcomes.
In that regard, research conducted in regard to NSA care
has produced a health and quality of life questionnaire that
is applicable to any health care approach. The self-evalua-
tion aspect of wellness care must have such an instrument
to legitimately measure the subtle to profound changes that
are being perceived by those under care. Additionally, NSA
care is researched on a continuous basis to investigate its
mechanism(s), contraindications (if any), global effective-
ness, consistency of delivery, range of benefits, and pa-
tient (client satisfaction). This level of scrutiny enhances
both public confidence and the practitioner’s comfort in its
delivery.

8. The need for continuing documentation that the wellness
education approach is resulting in outcomes that justify its
existence is imperative. Thus, continued research, publi-
cation of findings, and funding to carry out such costly
research are agenda items that must next be considered in
sustaining a client-centered wellness education system of
health care delivery.

9. It is intended that the hallmarks presented in this paper will
be of value to other practices with wellness objectives.
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