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I.  EXECUTIVE SUMMARY


An Overview

Patients have emerged stronger and wiser through the last two decades of turbulent change in the health delivery system.  They are now sophisticated shoppers and know their rights in making informed and responsible health care choices.  They are advocates of high-quality care which can be offered in a conservative, non-invasive environment.


Traditionally, quality of care as defined by consumers dealt with service-level issues like the office location being conveniently located to their home, or little or no waiting period for an appointment.  This paradigm is shifting as consumers not only expect ongoing service-level improvements, but increasingly are voicing a desire for more accountability in clinical quality and treatment outcomes.  In other words, patients want to get better, and rely on providers to give them information, support and care that works to restore and maintain a healthy lifestyle.

Providers are responding to these important patient expectations by:


1.  Identifying effective treatment options,

2.  Promoting integrated multidisciplinary treatment teams to leverage provider skills,

     training and expertise, and 


3.  Assessing the relative risk of interventions.


Evidence shows that patients are frequently choosing doctors of chiropractic (chiropractic physicians) as their primary entry point into the health care system.  Patients know the value of a holistic, natural approach to healing and are seeking the most expertly-trained and skilled professional in spinal care: the doctor of chiropractic (chiropractic physician).  
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II.  BACKGROUND
The American Chiropractic Association (ACA) is a professional organization representing doctors of chiropractic (chiropractic physicians). Its mission is to preserve, protect, improve and promote the chiropractic profession and the services of doctors of chiropractic (chiropractic physicians) for the benefit of patients they serve and the general public.  The ACA provides leadership and a positive vision for the profession in its conservative and natural approach to health and wellness.  One way to accomplish this mission is to promote high standards of quality in patient treatment and management, and to advocate safe and effective care by expertly-trained chiropractic providers.


By executive charge, a committee was commissioned to develop a policy statement to articulate the preeminent role of doctors of chiropractic (chiropractic physicians) in developing, specializing, and improving patient treatment and satisfaction through the use of chiropractic spinal manipulation/adjustment. 


A.  Scope of Document

This document relates to chiropractic spinal manipulation/adjustment but does not apply to the total scope of chiropractic care, which includes patient examination and diagnosis, disease prevention, health restoration and wellness, physical therapy procedures and other conservative or manual therapies.


B.  Policy Statement Goals
This policy statement attempts to accomplish these goals:


(
Highlight the emphasis that doctors of chiropractic (chiropractic physicians) place on quality health care for the public that is safe and effective.


(
Provide a firm, concise and encompassing position and definition regarding the art of spinal manipulation as performed by the doctor of chiropractic (chiropractic physician).


C.  Policy Statement Use
In an era where patients advocate quality health care, it is the expectation of the ACA, its leadership and members that this policy statement will be used to inform the public regarding the skills of doctors of chiropractic (chiropractic physicians) in performing chiropractic spinal manipulation/adjustment and to ensure optimum health and safety for the patient.  It is also anticipated this document will encourage more extensive research on spinal health and general wellness.


III.  METHODOLOGY
A two-part approach was designed to meet the objectives/study goals mentioned earlier. Included are the following phased-in components:


A.  Expert Committee
An expert committee was developed to discuss the current market environment and competitive pressures on the chiropractic profession.  This committee consists of clinicians in private practice, academics, board certified specialists, researchers and business executives. Their combined efforts represent over 200 years of professional experience.


B.  Literature Review
A review of the published literature related to chiropractic spinal manipulation/adjustment was performed and provided relevant background information and source documentation.
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IV.  COMPONENTS

A.  Manipulation and Mobilization Defined
The general description, spinal manipulative therapy, has long been used to broadly describe the primary manual techniques utilized by a doctor of chiropractic (chiropractic physician).  The various techniques, numbering nearly 100, some of which may be accomplished by instrumentation, are generally procedures where the hands are used to mobilize, adjust, manipulate, apply traction, massage, stimulate or otherwise influence the spine and paraspinal tissues with the aim of influencing the patient’s health.
  While this section will attempt to address manipulation and mobilization specifically, it is recognized profession-wide that the dynamic thrust, although the most common, is not the sole form of corrective manipulation or chiropractic adjustment utilized to affect correction of subluxation(s) or biomechanical dysfunction.

Figure 1 graphically demonstrates the varying degrees of motion between the two techniques, and their specific classifications.

Figure 1.  The Four Stages of Range of 

Movement in Diarthroidal Joints
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Stage 1
The active range of movement (motion produced by muscular action).  

Stage 2 
The passive range of movement (motion produced by traction or springing the joint—joint play, up to the elastic barrier of resistance).  Characterizes mobilization.  

Stage 3 
The paraphysiological range of movement (motion beyond the elastic barrier of resistance up to the limit of anatomical integrity produced by manipulation and frequently accompanied by an audible release). 

Stage 4 
The pathological movement (motion beyond the limit of normal anatomical integrity, which damages ligaments and capsule, resulting in joint hypermobility). Manipulation that is too forceful may move the joint beyond the limit of anatomical integrity, creating or perpetuating joint instability.

1.  Manipulation
The definition of manipulation is multi-faceted. A manipulation is a passive manual maneuver during which the three-joint complex may be carried beyond the normal voluntary
  physiological range of movement into the paraphysiological space without exceeding the boundaries of anatomical integrity. The essential characteristic is a thrust—a brief, sudden, and carefully administered “impulsion” that is given at the end of the normal passive range of movement.

The “dynamic thrust” is the defining factor which distinguishes manipulation from other forms of manual therapy.  The thrust technique can be low or high velocity.  The most common characteristics of the adjustive dynamic thrust are a controlled force delivered with high velocity, in a specific direction or line of drive, at a regulated magnitude and depth. In short, manipulation is a passive dynamic thrust that causes an audible release (cavitation) and attempts to increase the manipulated joint’s range of motion.

2.  Mobilization

Mobilization is a non-thrust, manual therapy.  It involves passive movement of a joint within its physiologic range of motion.  This is approximately equivalent of the normal range of motion a joint can be taken through by intrinsic musculature. Active range of motion is motion which patients can accomplish by themselves.  Mobilization is passive movement within the physiologic joint space administered by a clinician for the purpose of increasing overall range of joint motion.
  

B.  Clinical Education Standards
1.  College Curriculum

A chiropractic college curriculum consists of a minimum of four academic years of professional education averaging a total of 4822 hours.  There are five curricular areas that are emphasized in chiropractic education: adjustive techniques/spinal analysis, averaging 555 hours of the clinical program, principles/practices of chiropractic, averaging 245 hours, and biomechanics, averaging 65 hours. The clinical courses offered in chiropractic colleges dealing with diagnosis and chiropractic principles are given the most time, followed by orthopedics, physiologic therapeutics, and nutrition.  Three areas, adjustive techniques/spinal analysis, physical/clinical laboratory diagnosis, and diagnostic imaging, account for an average of 52 percent of the education in clinical sciences.  In addition, during internship, two years of hands-on clinical experience is focused on manipulation as the primary treatment procedure.  Thus, the emphasis in chiropractic clinical sciences is clearly on diagnosis and manipulative therapy.


Preliminary information shows there is a wide variance in the educational levels of the professionals who may perform manipulation, with doctors of chiropractic receiving by far the most formal education.  In an effort to determine who, by education, is best prepared to perform spinal manipulation, a comparison of the number of classroom hours spent in training practitioners to perform manipulation indicates:

•
No manipulation training is given or available for MDs in medical school curricula.

•
Most osteopathic schools generally offer some training in manipulation. 

•
One study queried 10 physical therapy schools—none taught spinal manipulation.  Soft tissue work and joint mobilization are taught, and manual skills are addressed.  In some cases, the chiropractic form of manipulation is demonstrated.  Clearly, the focus is on soft tissue work as opposed to spinal manipulation.



2.  Skill Testing

Based on the above, the indication is clear that doctors of chiropractic (chiropractic physicians) are the only health care professionals in the United States extensively trained in manipulation techniques. This supports the premise that by far the providers currently best qualified by education and practical skill and testing to perform spinal manipulation are doctors of chiropractic (chiropractic physicians).


Under the auspices of all chiropractic colleges, students are required to pass a practical examination on their manipulation skills and a clinical competency exam prior to internship. In addition, the chiropractic profession is held to rigorous skill testing for licensure. The principal testing agency for the chiropractic profession is the National Board of Chiropractic Examiners (NBCE).  Among the top goals in administering standardized exams are:

•
promotion of high standards of competence, and

•
assistance to the state licensing agencies in assessing competence.

In its role as an international testing agency, the NBCE conducts the following examinations: 

•
Part I: (Basic science subjects exams) General anatomy, spinal anatomy, physiology, chemistry, pathology, and microbiology and public health.

•
Part II: (Clinical subjects exams) General diagnosis, neuromusculoskeletal diagnostic imaging, principles of chiropractic, chiropractic practice, and associated clinical sciences.

•
Physiotherapy: An elective examination assessing physical therapy modalities, their indications, contraindications and applications, and therapeutic exercise and rehabilitation.

•
Part III: (Written Clinical Competency Examination) Case history, physical examination, neuromusculoskeletal examination, diagnostic imaging, clinical laboratory and special studies, diagnosis or clinical impression, chiropractic technique, supportive techniques and case management.

•
SPEC: (Special Purposes Examination for Chiropractic) addresses the same content areas as Part III but is designed for individuals who have been licensed two or more years.

In addition, all states require a practical examination prior to licensure.  This state licensing skill testing includes:

•
Diagnostic imaging 

•
Differential diagnosis

•
Chiropractic technique

•
Case management



3.  Safety and Clinical Effectiveness

In a study addressing the safety of chiropractic spinal manipulation/adjustment, it is cited that improper adjusting technique is a major risk factor. Since “the greatest contraindication to manipulation is lack of training and skill, full-time practice is essential.”
 Duly licensed chiropractors utilize spinal manipulation in treatment regimens nearly 100% of the time and are rigorously skill tested in this treatment technique. Therefore, they are far better equipped to recognize and avoid clinical contraindications.
  

C. Risk/Benefit Analysis

Nearly all forms of health care treatment carry some element of risk of harm to the patient.  A chief executive for a large national managed care organization recently announced “medical accidents and mistakes kill 400,000 people a year ranking behind only heart disease and cancer as the leading cause of death.”
 Much of the morbidity is the result of complications associated with invasive procedures, such as surgery and anesthesia, or acquired infections in acute hospital settings.


Among health care professionals, chiropractic has an impressive safety record for its 100 plus years of experience.
  Studies suggest the rate of serious complication is rare and ranges from 1 incident for every 400,000 to 2.0 million treatments.
 


In contrast, rheumatoid arthritis patients taking common non-steroid anti-inflammatory drugs (NSAIDs) result in 13 serious gastrointestinal complications for every 1,000 patients who take it. The mortality rate associated with these complications is 5 to 10 percent.
  


Prevention of complications from treatment is facilitated when good professional judgment is exercised and quality care is provided.  With continuous efforts by the chiropractic profession to assess risk through the development of guidelines for standards of practice,
 doctors of chiropractic (chiropractic physicians) have taken a proactive role in preventing treatment risks.


D.  Spinal Manipulation Therapy is a Chiropractic Science
Spinal manipulative therapy services are performed 94% of the time by doctors of chiropractic (chiropractic physicians).
  As a mainstay of chiropractic treatment, it is clearly associated with important cost savings and improved patient outcomes.

Numerous studies have documented these effects.  Per‑visit costs are generally lower for doctors of chiropractic (chiropractic physicians) than for other providers of musculoskeletal health care. Also, patients receiving chiropractic care are found to have a lower utilization of prescription drugs and expensive diagnostic imaging tests, such as MRIs. In those few instances in the literature where chiropractic care was found to generate higher costs than other treatments, results may be attributed to the exclusion of ancillary costs such as prescriptions, diagnostic testing, and other indirect expenses such as lost time from work. 


E.  An Art for Trained Specialists
Doctors of chiropractic (chiropractic physicians) are interested in what is best for the patient.  It’s not only the accepted but the expected way of doing business, especially when it relates to personal health care and well-being. 


It is important to stress that spinal manipulation/adjustment should only be performed by licensed physicians who can expertly diagnose spinal conditions and who have extensive training.  In health care, just as medicine and surgery are considered to be art forms based on science, so is manipulation.  As stated earlier, doctors of chiropractic (chiropractic physicians) receive the most training in spinal manipulation. By the very nature of their work, doctors of chiropractic (chiropractic physicians) have the most experience in the application of this art.
 


A great deal of practice is required to acquire the necessary skills and competence for manipulation.  It is a full-time vocation.  A review of educational programs suggests that doctors of chiropractic (chiropractic physicians) are the only practitioners who receive adequate training to do so as part of their general education.
  As the Office of the Kansas Attorney-General stated:

The practice of medicine and surgery and the practice of chiropractic are licensed professions each with their own scope of practice as defined by statute.  While manual manipulation as defined generally may include methods of practice authorized to one or the other profession or both, chiropractic manual manipulation as taught in accredited schools of chiropractic is not within the scope of practice of medicine and surgery as defined by K.S.A. 65-2869.  Cited herein: K.S.A. 65-2869; 65-2871.
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V.  POLICY STATEMENT

Doctors of chiropractic (chiropractic physicians) assert that they are the best trained and qualified provider group in chiropractic spinal manipulation/adjustment and reaffirm their inherent interest in this procedure for the purpose of preserving quality patient care and favorable outcomes.  As competition in the field of health care delivery systems (HCDS) increases, multidisciplinary interest is developing in spinal manipulation primarily to expand the market share of certain providers. Individuals with less training and expertise than doctors of chiropractic (chiropractic physicians) may provide outcomes that are less than optimal, and can pose unnecessary health and safety risks and possible complications for patients.

Recommendations
It is incumbent upon the chiropractic profession to continue its research to exponentially expand the gathering of scientific evidence on quality and affordable health care, especially in the area of chiropractic spinal manipulation/adjustment. It was, therefore, agreed by Committee members that a high-level policy statement on chiropractic spinal manipulation/adjustment be developed to invite further research and to facilitate widespread public understanding.  Recommendations include:

•
Develop a research program to enhance future studies of chiropractic spinal manipulation/adjustment.

•
Create medical profession awareness about the benefits of early, integrated chiropractic care to restore and maintain spinal health.


•
Disseminate this important safety and quality information to consumers, policymakers and payors.
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