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Dear Chiropractors Board of Australia, 


 


Thank you for the opportunity to comment on the Code of Professional Practice for 


Chiropractors in Australia (the code). We would like to acknowledge the great amount of 


work which has been undertaken to create such a detailed document and realise working 


to the tight time-frames demanded in the implementation of the new scheme makes this 


process and wide consultation difficult. However the ACT Chiropractors and Osteopaths 


Board would like to express some strong concerns regarding the guidelines in their current 


form.   


Purpose of the Code 
In responding to the draft, we will first outline our perspective on the general purpose of 


codes and guidelines.  


  


The two primary purposes of a document such as the Code of Professional Practice for 


Chiropractors in Australia are to: 


1. Inform registered chiropractors, and recipients of their care, of what is considered 


to be reasonable and unreasonable conduct. 


2. Act as a referential document when taking disciplinary action against a registered 


chiropractor. 


A secondary but significant other purpose of this code is to communicate our profession’s 


maturity and perspective on health care to other health professionals. 


The tone of the code as it stands is too focussed on the small minority of the profession 


who may engage in misconduct.  This is not in the spirit of the guidelines for all health 


professions, nor in the codes developed by other individual professions, such as the 


medical profession.  


These other documents are aspirational documents outlining the high standards expected 


of and by a profession. The chiropractic code should provide chiropractors and the 


recipients of chiropractic care with a description of best practice in chiropractic health 


care. 


Examples taken from the medical code: 
http://www.medicalboard.gov.au/documents/Good%20Medical%20Practice%20-
%20Australian%20Medical%20Council.pdf  
 


1.1 Purpose of the code 


“Good Medical Practice (the code) describes what is expected of all doctors registered 


to practise medicine in Australia. It sets out the principles that characterise good 


medical practice and makes explicit the standards of ethical and professional conduct 


expected of doctors by their professional peers and the community. The code was 


developed following wide consultation with the medical profession and the 


community. The code is addressed to doctors and is also intended to let the 


community know what they can expect from doctors. The application of the code will 


vary according to individual circumstances, but the principles should not be 
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compromised.” 


“This code will be used: 


 To support individual doctors in the challenging task of providing good medical 


care and fulfilling their professional roles, and to provide a framework to guide 


professional judgment. 


 To assist medical boards in their role of protecting the public, by setting and 


maintaining standards of medical practice. If your professional conduct varies 


significantly from this standard, you should be prepared to explain and justify your 


decisions and actions. Serious or repeated failure to meet these standards may have 


consequences for your medical registration.”  


 


Inappropriate detail or requirements 
Currently the code expands unnecessarily and sometimes provocatively in areas of clinical 


practice, appearing to express more the disgruntlement of some members of the profession 


with the practice styles of other practitioners. There is certainly room in our profession for 


debate over best practice (as there is in other professions) but this code is a leading 


document for the profession and should show maturity. 


It is inappropriate for national guidelines to prescribe details of clinical decision making, 


micro-manage or make subjective judgements about what practices may or may not be 


supported by evidence.   


Examples of excessive prescription of practice: 
2.2.2 


A practitioner can: 


• extend their scope of practice through innovation provided that such development is based on 


clinical outcome measures, or evidence of efficacy and safety, and is approved by the profession 


and the relevant health profession board. 


 


Scope of Practice is not defined and doesn’t need to be under the new legislation.  However 


the concept of practising within your area of expertise, competence and scope is already 


very well covered in several areas in Code of Conduct for Registered Health Practitioners. 


The statement “and is approved by the profession and the relevant health profession 


board.” is unworkable without properly defined avenues for this process to occur.  


It would also prove difficult to be innovative if there is already evidence of efficacy for a 


specific procedure or mode of practice, as it would to base it on outcome measures. The 


existence of both of these indicate that the procedure is already in existence and therefore 


not innovative. It may be more accurate to say that outcome measures should be used in 


the attempt to extend scope of practice through innovation. However it still remains 


untenable to approach the ‘profession’ and registration board with every improvement or 


individual nuance of practice that is not previously documented. 


This is an example of the code’s tendency to micro-manage and control rather than 


regulate and lead.   
 


2.6.2 


The need for X-rays is supported in cases where 


“red flags” (suspected pathology) are elicited from 


the clinical history and examination, for example: 


• progressive neurological signs and symptoms; 


• suspected tumour/pathology; 


• infection; 


• age greater than 50 years; and/or 


• trauma 


• long term corticosteroid use 


• intravenous drug users 


• possible osteoporosis 


• insufficient response to care 
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• adverse response to care 


• chronic condition etc 


 


This is not the best place for this sort of information and summarised like this it has little 


use.  Obviously there are reasons outside of this to x-ray as there are also situations in 


which you would not x-ray someone who met these criteria. There are clinical decision 


making tools available in more detail elsewhere which could be referenced.  Clinical 


decisions can be complex, difficult and even controversial but this code is not the best place 


for this.  For example, the decision making criteria for prescribing antibiotics is not listed in 


the Medical Board’s code.  If the national board feels the profession needs further 


education in this area, Board newsletters or education modules are more appropriate 


vehicles. 
 


2.9.4 


“hand washing, using and disposing of gloves and aprons, using 


and disposing of ‘sharps’ safely and educating patients and their carers about infection.”  
 


These are valid points but again better handled in other forums. 
 


5.2.1 


“In situations where practitioners are likely to interact with suicidal health consumers, or other 


consumers who are at risk, it is important that: 


• practitioners ensure that all staff have undertaken a basic training course in suicide 


intervention skills or appropriate interventions for the particular type of risk;” 
 


 


An admirable goal, but assuming almost all health practitioners and their staff at some 


point “are likely to interact with suicidal health consumers, or other consumers who are at 


risk” this is a requirement which requires some significant provisioning and preparation.   
 


2.10  


Practitioners should tailor each health consumer’s care 


with consideration of the 


• age of the consumer 


• tolerance of a treatment method; 


• skeletal maturity & fragility; 


• neuro-musculoskeletal development; 


• flexibility; 


• possible physical, psychological and emotional 


responses to care; 


• consumer’s current condition e.g. more sensitive 


or predisposed to injury or damage; 


• pathology present; 


• past responses to care for the same condition or 


presentation; 


• consideration of any identified potential adverse 


outcomes and contraindications. 


 Are the dot points here really necessary? The inclusion of clinical advice rather than 


professional guidelines detracts from the purpose and meaning of this document. 
 


2.10.7 


In planning chiropractic management of children practitioners should consider: 


• frequent chiropractic checks or treatment of children without symptoms or signs has not been 


supported by current available evidence and is currently not recommended, except for 


assessing developmental milestones. Should a parent elect to have their child undergo regular 


chiropractic examination or treatment in the absence of any clinical justification then it is the 
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responsibility of the practitioner to provide the parent with a balanced view of the factual 


evidence relating to such examination or treatment as part of the informed consent process; 


 


This is unnecessary and the intent of the first sentence is well covered in the preceding 


points which state: 
• the frequency and duration of care for children is usually less than that required for an adult; 


• improvement of signs and symptoms in children usually occurs more quickly than for adults; 


 


Using phrases such as "has not been supported by current available evidence and is currently 


not recommended" again moves outside the scope of this document and would open up the 


need for encyclopaedic volumes on guidelines across all professions if they were to move 


into the area of assessing and judging literature and accumulated clinical knowledge. It is 


untenable for the Board to keep constantly updating the code to reflect the latest 


incontrovertible evidence assessed on specific points.   


The second sentence: “Should a parent elect.....” is already well covered in 3.5 and 3.6 of the 


Code of conduct for registered Health Practitioners. 
 


Consultation 
The legislation says that  


(1)   If a National Board develops a registration standard or a code or guideline, it must ensure 


there is wideranging consultation about its content. 


 


  The Medical Board had its code developed as a project of the Australian Medical Council 


and consulted: 


•  all state and territory boards, 


• representatives of Federal Australian Medical Association (AMA),  


• the AMA, 


• Council of Doctors in Training  


• the Australian Medical Students Association (AMSA), and 


• the Health Consumers Group.   


Numerous other people and documents nationally and internationally were also 


acknowledged in the development of the code. 


This consultation process has not been adhered to in the case of the chiropractic code.  


Three weeks to comment is inadequate. 


 


Duplication of existing guidelines 
The national guidelines for all professions should not be duplicated. Relevant codes should 


be referenced rather than restated or reworded.  Rewording, in particular, can lead to 


confusion.  Where there are small differences in wording or meaning which becomes the 


higher level document?   


At a quick scan estimates of up to 75% of the material in the Chiropractic specific code is 


already in other guidelines and laws. 
 


Examples of duplication: 


There are numerous duplications, as the code itself states frequently.  For example: 


1.1 Rights and responsibilities 


(See also Code of Conduct for Health Practitioners 
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sections 1.0, 2.0, 3.0, 10 and 11) 
 


1.2 Capacity to give Consent 


(See also Code of Conduct for Health Practitioners sections 3.5, 3.6.2, 3.8, 3.9.2) 


2.4 Health records 


(See also Code of Conduct for Health Practitioners sections 3.16 and 8.4) 


Within 2.4 there is also some duplication, and an unnecessary and potentially alarming 


point: 


“be able to provide data for peer review, public health purposes or teaching and research” 


While we suspect the intention is they should be of a quality which could “...provide data 


for peer review.....” and are not suggesting confidential patient information could be 


demanded by the Board, this is not clear.  It is also unnecessary, given the existing 


comprehensive guidelines such as those in 8.4 of the Code of Conduct for Registered Health 


Practitioners. 
 


 


Recommendation 
 


The ACT Chiropractors and Osteopaths Board recommends that before adopting a Code of 


Professional Practice for Chiropractors in Australia  the CBA: 


1.       Combine the existing Code of Conduct for Registered Health Practitioners with Code of 


Professional Practice for Chiropractors and in doing so remove the significant amount of 


duplication which currently exists.  Where possible, keep the code and wording in the 


generic document as this keeps our profession’s values and codes consistent with other 


registered health professionals. 


2.       Keep the tone of any additions to the combined document appropriate for a code 


which aspires to high standards and addresses the bulk of the profession, not just those 


who may engage in misconduct. 


3.       Remove or reword potentially confusing, opinionated or overly prescriptive 


guidelines. 


4.        Find alternative methods of addressing areas which are based on different styles of 


practice or move into the area of clinical decision making, for example, Board newsletters, 


education modules, appendices or referencing widely consulted or internationally accepted 


documents. 


5.      The committee developing the code needs to allow more time and seek wider 


consultation before adopting the code. 


 


 


Dr Michael Shobbrook -Chiropractor 


Dr Peter Garbutt - Chiropractor 


Dr Don McDowall -Chiropractor 


ACT Chiropractors and Osteopaths Board 
 








Dr (Chiro) P Donato 
Chair 
Chiropractic Board of Australia 
 
natboards@dhs.vic.gov.au 
 
At a meeting in Hobart on 20 March 2010, the Australian Conference of Chiropractic 
Registration Boards (ACCRB) considered the consultation paper on codes and guidelines 
issued by the Chiropractic Board of Australia. 
 
The following submissions result from that meeting. 
 
If you have any queries on these submissions, please do not hesitate to contact either Dr 
(Chiro) Stephen Crean, Chair, or  Jayne Wilson, Registrar, of the Chiropractors and 
Osteopaths Registration Board of Tasmania. 
 
 
1.  Guidelines for advertising of regulated health services: 
 
3 – Professional Obligations 
 
Professional Qualifications  
ACCRB requests clarification of the distinction between an endorsed speciality and the right 
to use a clinic or practice title as a marketing name – eg: Family Chiropractor. 
 
6 – Specific Requirements 
 


6.1   Use of graphic or visual representations 
The meeting questioned whether stock photos can be used in broad promotional material 
not specific to a particular treatment. 
 
6.4   Advertising of qualifications and titles 
Use of titles in advertising  
ACCRB recommends the removal of profession specific paragraphs from the guideline 
documents and that such passages be placed in documents or appendices specific to the 
relevant profession. 
 
6.5   Advertising of Price Information 
ACCRB recommends that in paragraph four, first dot point the words “are advised 
against using” be changed to “should not use” and the following sentence be added 
“Practitioners are advised this may be confusing to members of the public and therefore 
constitute a breach of the Act. 


 
8 – Consequences of breach of advertising requirements 
 
ACCRB seeks clarification of the word breach in the title of this section and recommends 
that this section be titled “Consequences of breach of the law regarding advertising 
requirements”. 
  
9 – How a notification or complaint may be made 
 







ACCRB seeks clarification as to whether a notification is to be made to APHRA or the 
relevant national profession Board. 
 
 
2. Guidelines for mandatory notifications 
 
Concerns were expressed regarding the trade-off between privacy requirements and 
mandatory reporting and the consequences of exposure of the identity of persons who may be 
suspected of being involved in an inappropriate sexual relationship with a practitioner. 
 
 
3. Code of conduct for registered health practitioners 
 
It was suggested that the generic code of conduct should be renamed Principles of Ethics and 
Conduct.  
 
ACCRB recommends that the foreword from the code of conduct for registered health 
professionals be combined with the relevant and important items of the code of professional 
practice for chiropractors to create one Code for the Chiropractic profession. 
 
Concerns were expressed regarding the requirement in 9.2(c) of the Code of conduct for all 
practitioners to be immunised.  
 
 
Code of professional practice for chiropractors in Australia 
 
Introduction 
 


− Third paragraph  - It was  recommend that this section be strengthened by the 
removal of the words  “the Board felt” and replacing it with “the Board determined” 


 
Section 1 Working with the Patient, Client and Consumer 
1.3 Informed Consent 


− 1.3.1 – 1.3.4 are about the need for good communication not just informed consent 
and should be moved to a separate section on communications 


 
− This section should include reference to the need to obtain new informed consent 


when there is a change in circumstances or treatment. 
1.6 Fees 


− 1.6.4 – 1.6.7 should be part of the dot point subset under 1.6.3as they relate 
specifically to pre-paid financial agreements 


 
1.8  Provision of Certificates 


− The first paragraph should be expanded to define the role and purpose of cerificates 
− 1.8.1 A certificate should also include the purpose for which it is being given and 


the type of certificate. 
 


Section 2  Working as a practitioner 
2.3  Advertising 


− This section is included in the guidelines for advertising of regulated health services 
and should therefore be removed. 


 







2.4 Health records 
− The third and fourth dot point under Health care record should be changed to delete  


“ be able to” and replace it with “be in a format to”  
 
2.5  Names and Titles 


− 2.5.2 and 2.5.4 are both repeated from the advertising guidelines and should be 
deleted. 


 
2.10   Working with adults and children 


− 2.10.7 dot point 5 – There was significant discussion around the wording “not 
supported by current available evidence”.      


  ACCRB recommends that the Chiropractic Board of Australia review the wording of 
  this section.   


 
 2.13 Professional indemnity and public insurance 


− 2.13.1 first line, change “that” to “ their”.  
 
Section 5   Working with the broader community 
5.1.2 – remove second part of first sentence “ but neither the obtaining of contact numbers 
nor the making of appointments  at the time of an assessment is permitted”.  
 
5.2.1 – Change wording in first line from “are likely to” to “ have a greater exposure to”.  
 
 
Guidelines on continuing professional development (CPD) 
  
ACCRB recommends that the Chiropractic Board of Australia clarifies  that the CPD 
assessment year is the same as the registration year. 
 
ACCRB recommends that the second section of the Sample CPD learning portfolio form 
entitled “in addition I have undertaken the following learning activities as identified below” 
be removed. 
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Dear Sir, 
 


Re: Consultation Paper on Codes and Guidelines 
 
 
I write on behalf of the Board of Governors of Australian Spinal Research Foundation. 
 
I refer to the above Paper and express appreciation for the opportunity to provide 
comment.  
 
By way of background I wish to provide the following information on our foundation.  
 
 


OVERVIEW – AUSTRALIAN SPINAL RESEARCH FOUNDATION 


 
 
The Australian Spinal Research Foundation (Spinal Research) is a non-profit, grant-
making, research foundation.  Our focus is chiropractic research.  
 
Spinal Research was incorporated in1976 and is a company limited by guarantee under 
Australian Corporations Law.  
 
Spinal Research is registered as Charity No. 1193 under the Queensland Collections 
Act, is approved Deductible Gift Recipient (DGR) under the Australian Income Tax 
Assessment Act 1997 (Section 30-15, Research Institute), is exempt from Stamp Duty 
under the Duties Act 2001 and is an Income Tax Exempt Charity (Section 50-5).  
 
Our Mission is to fund research and disseminate knowledge that furthers the 
understanding, development and effectiveness of chiropractic care. 
 
To date, the Foundation has funded 176 research projects and granted research funds 
in excess of A$1.5m.  Australian Spinal Research Foundation is now the largest grant 
making body, internationally, for chiropractic research.  Spinal Research supports and 
encourages publication of research in the scientific literature. Progress on funded 
research is reported at scientific symposia, conferences, within newsletters, and 
through other media. 
 
Australian Spinal Research Foundation is managed by an honorary Board of eleven 
Governors elected by the membership.  The Board upholds governance principles 
concerned with the structure, systems and processes that ensure the overall direction, 
effectiveness, supervision and accountability of the foundation. 
 
Spinal Research’s activities are across these key responsibilities: 
 


• Understanding and acknowledging the landscape in which we operate and 
factors impacting on chiropractic research 


 
• Creating a collaborative environment with stakeholders to help grow the 
chiropractic research community and research outcomes 


 
• Generating funds for direct grant making 
 







• Managing a best practice peer review process for grant applications 
 
• Communicating relevant research from various sources to chiropractors, 
clients, educators, influencers, legislators and the media. 


 
 
 
 


 


COMMENTS - CONSULTATION PAPER ON CODES AND GUIDELINES 


 
 
It is noted this Paper has been developed under the requirements of the Health 
Practitioner Regulation National Law Act 2009.  
 
 


Guidelines for Advertising of Regulated Health Services 
 
It is understood these guidelines have been developed jointly by the national boards 
under section 39 of the Health Practitioner Regulation National Law Act 2009 and 
apply to registered health practitioners, which includes chiropractors. 
In addition we note the requirement for advertising to comply with Trade Practices 
Act 1974 and various State based Fair Trading Acts.  
 
1.  We draw attention to the following extract (p1); 
 
The relevant sections of the National Law that apply to 
the regulation of advertising of regulated health services 
are set out in Attachment 1: Extract of relevant provisions 
from the Health Practitioner Regulation National Law Act 
2009. In particular, s. 133 of the National Law states that ‘a 
person must not advertise a regulated health service, or a 
business that provides a regulated health service, in a way 
that – 
 
a). is false, misleading or deceptive or is likely to be 
misleading or deceptive; or 
 
b). offers a gift, discount, or other inducement to attract a 
person to use the service or the business, unless the 
advertising also sets out the terms and conditions of 
the offer; or 
 
c). uses testimonials or purported testimonials about the 
service or business; or 
 
d). creates an unreasonable expectation of beneficial 
treatment; or 
 
e). directly or indirectly encourages the indiscriminate or 
unnecessary use of regulated health services.’ 
 







 
And ………. (p2) 
 
Advertising also includes situations in which practitioners 
make themselves available or provide information for 
media reports, magazine articles or advertorials, including 
where practitioners make comment or provide information 
on particular products or services, or particular 
practitioners. 
 
Whilst the guidelines are expansive about what constitutes advertising and highlights 
points a) through e) we express concern about a lack of clarity and definition for the 
expression “unnecessary use” in point e).  What constitutes “unnecessary use”?   
 
Is a chiropractor who provides comment on chiropractic in a media report or magazine 
article (or in similar media captured under the definition of “advertising”) which 
purports chiropractic has a positive influence on health in breach of encouraging 
“unnecessary use” or conversely, is the chiropractor complying with point o) in section 
4 “What is acceptable advertising?” which states advertising may contain …….. “any 
statement providing public health information encouraging preventative or corrective 
care”?  
 
 
2. In reference to Section 6.5 “Advertising of price information” (p7) 


 
The final point in this section (6.5) states that practitioners “must not advertise time-
limited and special offers.” 
 
Members of the chiropractic profession often assist in fundraising for chiropractic 
research by conducting spinal postural assessments. This Paper acknowledges this 
practice and contains information within this Paper’s guidelines “Working with the 
broader community” (Code of practice for chiropractors in Australia, p14.). I note that 
clause 5.1.4 provides authority for practitioners to accept donations.  
 
Spinal Research therefore considers an activity involving spinal postural assessments 
(or typically very similar activities) where donations may be accepted in lieu of fees 
does not constitute a breach of 6.5 “Advertising of price information”.  
 
 
 
 


Code of Conduct for Registered Health Practitioners 
 
 
Section 8 
 
In reference to Sub-section 8.12 Financial and commercial dealings, clause e) not 
pressuring patients or clients or their families to make donations to other people or 
organisations 
We are concerned about the use of the term “pressuring” in this clause and the 
ambiguity this creates about encouraging donations, by influence, to an organisation 
such as ours.  







There are so many instances where members of our Board of Governors or others, as 
registered Doctors of Chiropractic, influence fellow members of the chiropractic 
profession or even patients to contribute to chiropractic research by making a 
donation or contributing in other ways.  
 
Dictionary.com describes “pressuring” within a similar context as follows: to force 
(someone) toward a particular end; influence: They pressured him into accepting the 
contract.  
 
We believe “influence”, in its various forms, is necessary and appropriate in 
fundraising. We request that this clause be re-drafted to accept the use of influence.  
 
 
Section 11 – Undertaking research 
 
I note the guidelines at 11.2 “Research Ethics”. It is recognized these guidelines are 
drawn from the National Health and Medical Research Council Act 1992 (Cwlth) 
(NHMRC) and are not the complete set of guidelines laid down by NHMRC.   
 
Our Board believes a more comprehensive statement of compliance with NHMRC 
guidelines is appropriate within this document. 
 
 
 


Guidelines on continuing professional development 
 


 
I note that “undertaking research and presenting of work” is listed amongst complying 
formal learning activities. In addition, “research” is listed as a complying informal and 
incidental learning activity. Our Board suggests greater definition be applied to these 
activities. We draw your attention to the Chiropractors Association of Australia’s “CAA 
National Guidelines for Continuing Professional Development for Chiropractors” which 
provides wider explanation of complying activities. We see this as indicative of 
providing greater clarity on complying activity.  
 
 
On behalf of the Board of Governors I thank you for the opportunity of consultation 
and input. Our Board seeks a collaborative and mutually beneficial relationship with 
the Chiropractic Board of Australia.  
 
 
 
Yours sincerely, 
 


 
R. L. Cook,  FIIDM 
Chief Executive Officer 
 


 
 





















 


  
 
 Chiropractic & Osteopathic College of Australasia 
 ACN  004 489 909    ABN  58 004 489 909 
 


 ph.  1300 13 99 50    fax.  1300 88 66 90 
w w w . c o c a . c o m . a u  Suite 2, 1 Rooks Road,  NUNAWADING, VICTORIA 3131 


  


Dr. Phillip Donato 
Chair 
Chiropractic Board of Australia 
PO Box 16085 
Collins Street West 
MELBOURNE VIC 8007 
 
 
Chair, Chiropractic Board of Australia, natboards@dhs.vic.gov.au  
 
Dear Dr. Donato, 
 
The Chiropractic & Osteopathic College of Australasia (COCA) takes pleasure in providing the 
Chiropractic Board of Australia (CBA) with the following submissions in response to the 
Consultation Paper on Codes and Guidelines, issued by the Board:  
 


• Guidelines on Advertising 
• Guidelines on Mandatory Notification 
• Board Code of Conduct 
• Board Code of Practice for Chiropractors in Australia 
• Guidelines on Continuing Professional Development 


 
The College recognises the many benefits of a national health professional’s registration board. One 
important benefit is the establishment of uniform standards of practise for all Australian 
chiropractors, regardless of their educational qualifications and training.  In this context, COCA 
sees the formulation of these codes and guidelines on practice as an unparalleled opportunity to 
improve health outcomes, minimise risk and standards of care and promote evidence based practice. 
The formulation of new codes and guidelines on practice also affords the Board the opportunity to 
restrict or prohibit chiropractic practices which lack scientific support, lead to excessive or 
unnecessary care and bring the profession into disrepute. We encourage the Board to take full 
advantage of this opportunity promote best practice and to fulfil its statutory obligation of 
protecting the public. 
 
The College also brings to the attention of the Board its responsibility with respect to providing 
stakeholders with a fair, clear and transparent consultation process. The College acknowledges, that 
under the legislation the Board is not required to notify stakeholders of the release of Codes or 
Guidelines but it is customary in such situations for major stakeholders, such as COCA, to be 
afforded the courtesy of separate advice regarding the release of such documents.   
 
Further, the timing of the release of the above codes and guidelines has resulted in a very limited 
period of consultation and opportunity for organisations such as ours, to prepare appropriate and 
detailed submissions. The College respectfully requests, that in future, where the Board publishes 
any document, which is subject to a consultation process, that at least six weeks be allowed for 
stakeholders to make their submissions.  
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GUIDELINES FOR ADVERTISING A REGULATED HEALTH SERVICE 
 
Definition of advertising  
Under the proposed Definition of Advertising, the Board does not include in its definition, “material issued 
to persons during consultations where such material is designed to provide the person with clinical or 
technical information about health conditions procedures and where the person is afforded sufficient 
opportunity to discuss and or ask questions about the material.” It is well recognised that many practitioners 
provide extensive literature at the time of and or after an initial or subsequent chiropractic consultation. This 
material often relates to examination findings, proposed treatment regimes, benefits of treatment etc.  In this 
context the College suggests that this material would constitute advertising material and therefore it should  
be required to meet the acceptable standards of advertising as proposed in the guidelines.  
 
Recommendation: That all literature provided to health consumers, including clinical or technical 
information about health conditions or procedures and information relating to health outcomes or benefits of 
treatment, be considered advertising and therefore subject to the proposed guidelines.   
 
4. What is acceptable advertising? 
Item 4, (d) describes acceptable advertising as “any statement providing public health information 
encouraging preventative care.”  Whilst the College endorses preventative health care it is important that 
practitioners be made aware that the use of any advertising material promoting such aspects of health care 
should meet their “Professional Obligations” with respect to “Substantiation of Claims”, as outlined in the 
guidelines.  
 
Recommendation: That practitioners be alerted to their responsibilities under the guidelines, with respect to 
“Substantiation of Claims”, when providing health consumers with public health information encouraging 
preventative care  
 
GUIDELINES FOR MANDATORY NOTIFICATIONS 
 
The College endorses without further comment the Guidelines for Mandatory Notifications as presented.  
 
Recommendation:  The College endorses the Guidelines for Mandatory Notifications. 
 
CODE OF CONDUCT FOR REGISTERED HEALTH PRACTITIONERS 
 
The College endorses the Code of Conduct for Registered Health Practitioners without further comment. 
 
Recommendation:  The College endorses the Code of Conduct for Registered Health Practitioners.  
 
CODE OF PROFESSIONAL PRACTICE FOR CHIROPRACTORS IN AUSTRALIA 
 
The college congratulates the Board on the comprehensive nature of this code of practice, which supports 
and expands on the Code of Conduct for Registered Health Practitioners. However, the College notes several 
omissions from the code and also the need for the Board to more clearly define and elaborate on certain areas 
within the Code of Professional Practice for Chiropractors in Australia: 
 
1.3 Informed Consent 
Although the current code requires practitioners to provide patients with the relative risk/benefits to any 
alternatives to the proposed care, the code does not appear to require practitioners to provide to their patients 
risk/benefits for the proposed care.  In addition the use diagnostic tests such as plain x-ray is not considered 
“care” as such but has an attendant risk that should be advised to the patients prior to administration. 
 
Recommendation: The College recommends that as part of “Informed Consent” that practitioners be required 
to provide to their patients risk/benefits for any proposed care and of any proposed diagnostic procedure.   
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1.5 Confidentiality and Privacy 
 
 1.5.1 A number of chiropractors conduct their practices, including treatment, in what has been termed “open 
plan” clinics, in which multiple patients are treated in the same room and often where the reception area is 
also included in this space. In such an environment the flow of information between doctor and patient 
may be affected, possibility resulting in an adverse impact on the clinical encounter and subsequent care. 
Further, such an environment may compromise a consumer’s privacy and confidentiality with respect to 
verbal interchange, as in discussion; or via visual transfer, as from a computer screen or patient records. 
“Open plan” consulting rooms may be seen to inhibit the application of procedures that could be 
helpful to the management of a patient, which are not applied because of the visual impact on other  
Patients in the area. In addition such clinics inhibit inspection of the anatomical part involved. Such 
inspection is a cornerstone of diagnosis. 
 
The College suggests that the code of practice for chiropractors make specific mention of “open 
plan” consulting rooms and incorporate guidelines, which will protect the privacy and 
confidentiality of the consumer and ensure that the standard of care is not adversely affected by 
such an environment.  
 
Recommendation: The College recommends that the code of practice be amended to include specific 
reference to “Open plan” clinics, which are designed to protect the privacy and confidentiality of the 
consumer and ensure that the standard of care is not adversely affected by such an environment.  
 
2.6 Radiology/Radiography 
 
2.6.3 The scientific literature now strongly warns all health practitioners about the harms caused by 
excessive and unnecessary radiation and the need to carefully examine the risk/ benefit ratio before 
performing any diagnostic radiation procedure. Evidence based practice suggests that diagnostic X-ray 
examinations should only be performed when there is adequate clinical justification. 
 
The College suggests that the clinical indications for X-rays, detailed in the code of practice and relating to, 
“to exclude or confirm a clinical suspicion of conditions, which may be a contra-indication to proposed 
care”, be amended to ““to exclude or confirm a clinical indication of conditions, which may be a contra-
indication to proposed care”. The purpose of this change is to ensure that X-rays are simply not taken to 
exclude contra-indications for manual therapy in the absence of specific clinical indicators for such a contra-
indication. 
 
Recommendation: The College recommends that the section of the code of practice relating to clinical 
indications for X-rays, be amended “to exclude or confirm a clinical indication of conditions which may be a 
contra-indication to proposed care.” 
 
2.6.4 The College suggests that the sentence, “ Routine X-ray screening…... or other exceptional 
circumstances, may be inappropriate”, should be amended to “ Routine X-ray screening…... or other 
exceptional circumstances, is inappropriate.” Evidence based care, as well as national and international 
guidelines on radiology, do not support the use of routine X-ray examinations except in exceptional 
circumstances.  Furthermore, the need for follow-up X-rays would require clear and justifiable reasons other 
than the consumer not making an adequate clinical recovery. The College suggests this clause be amended to 
reflect a more evidence based view of the need for follow-up plain film X-rays. 
 
Recommendation: That the code of practice be amended to include the statements “Routine X-ray screening 
is inappropriate. Periodic X-rays are inappropriate, except in exceptional circumstances, such as the 
monitoring  of progressive scoliosis.  
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Recommendation: That the code of practice be amended to include the statement “Follow-up X-rays should 
only be performed where there is clear and justifiable clinical reasons, other than the consumer not making 
an adequate clinical recovery. 
 
2.7 Diagnostic Tools, Tests, & Processes 
 
2.7.6 The current scientific evidence does not support the use of static surface electromyography (sEMG) or 
thermography in the diagnosis or prognosis of vertebral subluxations or other neuro-pathomechanical 
syndromes. The College therefore suggests that this clause of the code of practice be amended to reflect the 
absence of this evidence and advise practitioners that the use of this type of instrumentation is inappropriate 
in the diagnosis or prognosis of vertebral subluxations or other neuro-pathomechanical syndromes as it may 
lead to unnecessary or excessive chiropractic care. 
 
Recommendation: That the code of practice be amended to reflect that the current scientific evidence does 
not support the use of static sEMG or thermography in the diagnosis or prognosis of vertebral subluxations 
or other neuro-pathomechanical syndromes. 
 
2.10 Working with Adults and Children 
 
2.10.7 (Bullet Point 5) The competent assessment of a child's development milestones requires specific 
training and experience. The code of practice suggests that in planning chiropractic management of children 
that frequent chiropractic checks are not recommended, except for addressing developmental milestones.   
 
 Many chiropractors do not have the training and or experience for the assessment of a child's developmental 
milestones. The College suggests that this the Code of Practice be amended to include a qualifying statement 
that only practitioners with appropriate training and or experience should undertake the assessment of 
developmental milestones in children. 
 
Recommendation: That the code of practice be amended to include a statement that only practitioners with 
appropriate training and or experience should undertake the assessment of developmental milestones in 
children. 
 
2.11 Duration and Frequency of Care 
 
Many chiropractors are involved in the treatment of non-musculoskeletal conditions of both adults 
and children. The College believes that the Board has a responsibility to the public to prohibit or 
limit treatments, provided by chiropractors, that are ineffective or lack evidence of efficacy. A 
recent systematic review of the effectiveness of manual therapy, indicates that many non-
musculoskeletal conditions, for which chiropractors treat with spinal manipulation, are either 
ineffective or lack sufficient evidence of efficacy. (1)  In this context, it is worthy to note that in his 
commentary on that systematic review, world renowned chiropractic researcher Dr. Scott  
Haldeman, (2) made that following comments:  
 
“This document should be of value to all chiropractors, medical physicians who work 
closely with chiropractors, as well as payers and health care policy makers................ 
 
Haldeman goes on “It is, however, a serious mistake to try to attack or disagree with the evidence 
when treating patients. It does not serve patients to provide treatment that has been shown to 
be ineffective or where there is insufficient evidence to reach a conclusion when there 
are other options available that have been demonstrated to be beneficial. It is not 
acceptable today to claim that a treatment is effective in helping patients when there is 
no evidence to support these claims.” 
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The College suggests that as spinal manipulation and other manual therapies are not risk free and to protect 
the public from practitioners providing unnecessary or excessive treatment that the Code of Practice be 
amended to reflect this evidence based approach to chiropractic practice. We strongly believe that the 
national Board has a direct responsibility to control such practices to protect the public. 
 
 


1. Bronfort G, Haas M, Evans R, Leiniger B, Triano J. Effectiveness of manual therapies: the UK 
evidence report. Chiropractic & Osteopathy 2010, 18:3 doi:10.1186/1746-1340-18-3 


2. Haldeman S. Commentary on the United Kingdom evidence report about the effectiveness of manual 
therapies. Chiropractic & Osteopathy 2010, 18:4 doi:10.1186/1746-1340-18-4 


 
Recommendation: That the code of practice be amended to include statements: 
That it is inappropriate to provide chiropractic therapy for conditions, where the scientific evidence has 
shown it to be ineffective.  
 
That it is inappropriate to provide chiropractic therapy for conditions where there is insufficient evidence to 
support its use and where other treatment options have been shown to be effective.    
 
5.1 Spinal Postural Assessment and Public Place Marketing 
 
While it is agreed, that on some occasions “public spinal screenings” are conducted to raise the public 
awareness of the benefits of chiropractic, these activities are principally conducted by chiropractors as a form 
of marketing. Over the years, numerous complaints from the public have lead to various State and Territory 
regulatory bodies formulating guidelines and codes of practice, specifically designed to ensure that these 
activities are conducted in an appropriate manner, so as to protect the public and not bring the profession into 
disrepute.   
 
The College believes that there is a need for regulation of this type of activity that the draft code of practice 
attempts to cater for such regulation. However, it is recognised that some chiropractors, when conducting 
such public spinal assessments, utilise equipment,  which has little to no reliability or validity, For example, 
static surface electromyography and thermography do not have acceptable levels of reliability or validity for 
such a purpose and their use in such circumstances, may result in a false impression of a person’s spinal 
health. This may potentially instil fear in a person where such fear is unfounded. It may also lead to 
unnecessary treatments. 
 
The College strongly recommends that the Code of Practice be amended to reflect that only equipment and 
procedures, which have adequate support, within the scientific literature, be permitted to be used for the  
purposes of public spinal assessments and marketing.   
 
Recommendation:  That the code of practice be amended to include a statement that only equipment and 
procedures, that have adequate support, within the scientific literature, be permitted to be used for the 
purposes of public spinal assessments and marketing. 
 
Public Health – Vaccination 
 
The Code of Conduct for Registered Health Practitioners (Section 5.4) states that practitioners have a 
responsibility to promote the health of the community, through disease prevention and control and education. 
The Code also requires practitioners to put aside their own personal beliefs and values, when they conflict 
with professional values, such as health promotion and disease prevention.  
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Section 9.2 © of the Code also states, “Good practice involves:  understanding the principles of 
immunisation against communicable diseases and being immunised against relevant communicable 
diseases.” This aspect of the Code is in keeping with best practice principles and occupational health and 
safety guidelines. As primary contact practitioners chiropractors have a responsibility not put their patients’ 
at increased risk of infection by not having themselves immunised against relevant communicable diseases.   
 
There is clear scientific consensus in favour of  mass vaccination as a safe and cost effective public health 
intervention. This consensus is reflected in the strong pro-vaccination policies adopted by the United 
Nations, the Victorian and Australian Governments and governments of most other developed countries.  
 
Substantial evidence exists that many chiropractors adopt an anti-vaccination policy and that often those 
personal beliefs are discussed with their patients and in so doing they may discourage those patients, and 
their children, from undergoing vaccination.   
 
The College suggests that the Board include in its code of practice, reference to the need for chiropractors to 
set aside any anti-vaccination beliefs they have, in favour of the promotion of health and disease prevention 
through vaccination.  
 
Recommendation:  That the code of practice be amended to include statements: 
 
a)  That chiropractors should ensure that any information they provide to patients accurately reflects 
 the contemporary scientific evidence in favour of vaccination and that the Victorian and Australian 
 governments have in place pro-vaccination policies.  
b)  That when any information is provided to patients regarding any side-effects or negative impacts of 
 vaccination that the information is balanced in content, reflects the current scientific research in this 
 area and is not provided outside its appropriate context. 
c) That the display of posters, pamphlets or other written material is balanced in content and reflects the 
 current scientific research in this area. 
d) That, unless the practitioner has appropriate training in this field, when asked by a patient or the 
 public to comment on or provide information on vaccination or immunisation, that the patient or 
 public be referred to other health professionals with more extensive knowledge and training in this 
 field. 
e) That practitioners should be immunised against all relevant communicable diseases. 
 
Student Supervision and Intern Placement 
 
All chiropractic undergraduate educational programs in Australia require students to undertake a mandatory 
period of clinical training, either within a clinical environment operated by the educational institution and or 
within a private chiropractic practice, under the supervision of a duly registered private practitioner/s. 
 
This aspect of professional education is both an essential and integral part of health practitioner education. 
Where this aspect of training is conducted within a private chiropractic practice, certain pre-requisites and 
responsibilities rest with the private practitioner, in order to ensure that both the training and supervision of 
the student meets the objectives of the Act. Among those objectives is the facilitation and provision of  
high quality education and training and protection of the public by ensuring that the delivery of 
healthcare is at an acceptable standard. 
 
The College notes that as part of the Health Practitioner Regulation National Law Act 2009, the functions of 
the Chiropractic Board of Australia include, to approve accredited programs of study and to oversee the 
management of health practitioners and students registered in the health profession.  
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While the College recognises that certain aspects of student education and their courses of study 
will be delegated to a Board appointed accrediting agency, we are of the firm opinion that the Board 
itself has a duty of care to the public in this regard. This duty of care extends to ensure that clinical 
training within a private chiropractic practice is provided, in a suitable environment and by 
registered health practitioners, who possess the appropriate skills, experience and professional 
standing, required to meet the educational needs and desired outcomes of supervised clinical 
training.   
 
The College recommends that the Board issue specific guidelines pertaining to the clinical placement and 
supervision of students who undertake training within a private chiropractic practice.  
 
Recommendation: The College recommends that the code of practice be amended to include appropriate 
guidelines on student supervision and intern placement in private chiropractic practices.  
 
GUIDELINES ON CONTINUING PROFESSIONAL DEVELOPMENT 
 
2.4 Continuing professional development 
 
The College, in principle, supports the proposed Guidelines on Continuing Professional Development (CPD) 
issued by the Board. However, we believe in some aspects the guidelines, exceed what would normally be 
expected of a chiropractor or are not conducive to achieving their objectives, of maintaining practitioner 
competence and improving the quality of care, thereby minimising risk, improving patient safety and 
improving health outcomes. 
 
The College believes that the requirement for all registered practising chiropractors to hold, as a minimum  
standard, a Senior First Aid (Level 2) certificate or equivalent, is excessive. COCA is of the opinion that this 
requirement is an unnecessary impost on practising chiropractors and not in line with industry standards. The 
training required for a Senior First Aid certificate involves many aspects of first aid which are not germane to 
the practice of chiropractic, such as  the treatment of burns, bites, stings, poisoning and internal injuries. 
While possessing all the skills and knowledge is a laudable attribute for any individual, COCA is of the 
opinion that this requirement is excessive, in the context of registration as a chiropractor. The College 
suggests that the proposed requirement, be replaced with a requirement that all practising chiropractors must 
hold a current current cardiopulmonary resuscitation (CPR) certificate.  
 
The College believes that the proposed requirement of 12.5 hours of  “Formal learning activities “ is 
inadequate in order to maintain and or improve practitioner competence, particularly when considering the  
rapid and widespread changes brought about by evidence based practice and ever increasing research into 
chiropractic practice. 
 
The undertaking of CPD activities described in the guidelines as “Informal and incidental activities” should 
be encouraged by the Board but these activities should not be at the expense of more regulated and structured 
CPD activities. The scientific literature on CPD clearly indicates that to improve clinical competencies and 
effect a change in practitioner behaviour CPD activities  must possess the fundamental requirements of 
effective continuing education such as, identification of learning needs, learning objectives, commitment to a 
learning contract, evaluation of learning, identification of appropriate resources and  an educator as a 
facilitator. (1) The proposed guidelines, relating to “informal and incidental activities” do not possess these 
fundamental requirements and therefore may be ineffective in improving or maintaining clinical 
competencies of Australian chiropractors. 
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Recommendation: That that the proposed requirement for all practising chiropractors to hold a current Senior 
First Aid (Level 2) certificate or equivalent be replaced with a requirement that all practising chiropractors 
must hold a current cardiopulmonary resuscitation (CPR) certificate.  
 
Recommendation: The College recommends that the Guidelines on Continuing Professional Development be 
amended to include an annual CPD requirement of a minimum of 20 hours of “Formal learning activities” 
and 10 hours of “informal and incidental activities”. 
 
1. Thompson O'Brien MA, Fremantle N, Oxman AD, Wolf F, Davis DA, Herrin J. Continuing 
 education meetings and workshops: effects on professional practice and health care outcomes. 
 Cochrane Database Syst Rev 2009;(2):CD003030 
 
 
We thank the Board for the opportunity to provide this submission and hope that our comments and 
suggested amendments assist the Board in the development of its codes and guidelines of practice.   
 
 
Yours sincerely 
 


 
 
Mr. Rodney Kreymborg 
General Manager 
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Motion 1 – Stand alone reasons for chiropractic radiography 
 
Subheading Question – Provide an overview of patient spinal alignment factors that enable 
the application of specific chiropractic spinal assessment methods, to better determine, 
optimise or modify either initial and/or long-term chiropractic management. Craig Moore 
 
Introduction: 
 
The following summary is primarily an outline of the chiropractic biophysics methodology for 
spine radiographic assessment and provides 81 references relating to both regional and global 
subluxation classification types. 
 
Average Normal Spinal Alignment 
Most health care providers accept the average values as “Normal” from a plethora of 
physiologic, anatomic, and biomechanical measurements (such as normal blood pressure is 
120/80). Similarly, average values as “Normal” from healthy subjects for spinal alignment 
have been determined and published in the scientific literature. Because an average normal 
spinal model for each region (cervical spine, thoracic sine, and lumbar spine) was not 
published until recently, the Chiropractic founding fathers did not have access to any such 
normal values of segmental and/or global alignment. Thus they had only their intuition to 
guide them. However, this information is available to us at the present time. 
The journal Spine first published the Chiropractic Biophysics normal spinal model in 1996. 
From 1996-2003, normal spinal models have been published for each region of the spine.1 2 3 4 
5 6 7 These normal spinal models are of two types, average 1 2 3 and ideal. 4 5 6 7 These models 
have been criticized by persons denying the very existence of subluxation, and have been 
suggested to be solely ideal or theoretical in character without clinical utility. 8 9 10 11 12 
However, average normal spinal models have been developed and published in scientific 
journals. Furthermore, criticisms addressing these models have been addressed and 
adequately refuted. 1 2 3 13 
 
In these recent modeling studies of normal individuals, subject x-rays were placed on a view 
box where a sonic digitizer was used to touch the vertebral landmarks on the x-ray. 
Specifically, the x-y coordinates of the posterior aspect of the vertebral body landmarks are 
read and stored in a computer database. These x-y coordinates from digitization of subject 
films, are then used in modeling of subject spinal alignments. As a result of this ‘curve fitting 
modeling process’, pieces of circles and ellipses were found to closely approximate the 
alignment of the posterior body margins and thus this average normal spinal model is actually 
the path of the posterior longitudinal ligament (PLL) from C1-S1 (Figure 1). It is important to 
note that chiropractors are not the only health care clinicians that are interested in average 
models of the spine. Recently, orthopedic surgeons have developed an optimization approach 
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to model subject specific sagittal plane spinal curves; application of these models to spinal 
pain/deformity groups is being done as well. 14 15 16 17 
Before presenting average normal values for each motor unit (two adjacent vertebrae), we 
note that these average normal models have predictive validity in as much as they can 
discriminate between normal subjects, acute pain subjects, and chronic pain subjects in both 
the cervical 3 and lumbar spines. 1  
In the AP/PA view, the spine should be vertical and all end plate lines should be 
horizontal including occiput, C1-C7, T1-T12, L1-L5, sacral base, and a line at the tops of the 
femur heads (Figure 2A). These lines are the Gonstead Technique 18 wedge lines or also they 
are the endplate lines from which perpendiculars are drawn in the Cobb analysis, i.e., all 
wedge lines are parallel and all Cobb angles are 0º in the AP or PA spinal radiographic view. 
Another way to express this AP vertical alignment of the vertebrae is to state that all centers 
of mass are vertically aligned. In the cervical spine, this is equivalent to stating that the upper 
angle, lower angle, and CD angle on the nasium view are 90º, 90º, and 0º, respectively (See 
Section X  Nasium X-ray view). In the 
thoracic and lumbar spines, this is equivalent to 
stating that all AP Riser-Ferguson angles (in 
any spinal region) are 0º (See Section X AP 
Thoracic, AP Lumbar, and AP Ferguson X-ray 
views). 
 
Figure 1. The 2003 Average Normal full Spine Model 
from C1 to S1 is the path of the PLL. The points 
shown for C2-S1 are the posterior vertebral body 
corners. The average normal full-spine model from C1 
to T1 is composed of two C1 points (mid anterior arch 
& mid posterior margin of lateral mass) added to the 
C2-T1 circular model in Spine 2004. This C1-T1 model 
is added to the T1-T12 model by superimposing T1. 
Then the T12-S1 model is added, (from the Journal of 
Spinal Disorders). The resulting model has near perfect 
sagittal balance of C1-T1-T12-S1. The vertical line 
(VAL) for determining sagittal balance is drawn through 
the origin at posterior-inferior S1. Since a circle is a 
special ellipse with b/a = 1, this new fullspine model is 
composed of ellipses in the cervical, thoracic, and 
lumbar regions, but of different b/a ratios and different 
height-to length ratios. [Reprinted with 
permission: Harrison DE et al. Spinal Biomechanics for 
Clinicians, Vol I., Evanston, WY:  Harrison CBP  
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In the sagittal view, average normal rotation angles of each motor unit (two adjacent 
vertebrae) can be derived from drawing lines along the posterior body margins of every 
vertebrae and measuring the angle of intersection of each pair (Figure 2B). In actuality, these 
lines represent the slopes in an Engineering analysis of structures taught in Mechanics of 
Materials. 19 For C1, the sacral base (S1), and the pelvic tilt, lines through these structures 
are often compared to a horizontal line for an angle of inclination in degrees (Figure 2B).  
 
Segmental angles formed at adjacent vertebrae are termed Relative Rotation Angles (RRAs), 
while global angles (Absolute Rotation Angles are termed ARAs) in each region can be 
formed by comparing a superior vertebra in a sagittal region to an inferior vertebra. In this 
way an evaluation of the cervical lordosis (ARA C2-C7), thoracic kyphosis (ARA T1-T12 or 
ARA T2-T11), and lumbar lordosis (ARA L1-L5) can be measured in degrees. The reliability 
of these x-ray mensuration procedures will be comprehensively reviewed in Section VIII of 
the document. 
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.  
 
Figure 2AB. In A, the vertical alignment of the entire head, spine, and pelvis is shown. One can either express 
this alignment as (a) all wedge lines (end plate lines) are parallel, e.g., all Gonstead wedge angles are zero and all 
Cobb angles are zero, or (b) all centers of mass are vertically aligned, e.g., all Nasium upper and lower angles 
are zero in displacement from 90º and all Risser-Ferguson angles are zero. The Risser-Ferguson lines will meet 
the sacral base wedge line at 90º. In B, sagittal alignment is measured as intersecting posterior vertebral body 
tangents, which create segmental angles 
at each pair of vertebra (RRAs) or global angles (ARAs) in each spinal region. Regional global angles are 
formed by choosing a superior vertebra and an inferior vertebra to intersect the posterior tangents, e.g., ARA 
C2-C7, ARA T3-T10, and/or ARA L1-L5. Reprinted with permission from Harrison CBP Seminars Inc., 
Evanston, WY 


5. 
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Since the AP alignment 
dictates zero degrees 
displacement in all end plate 
lines and all 
lines through centers of 
mass, it is the average 
normal sagittal angles 
(RRAs & ARAs) that are of 
interest. Below, Tables (1-
3) present average normal 
values for the RRAs and 
ARAs for the three spinal 
regions, cervical spine, 
thoracic spine, and lumbar 
spine. As expressed 
previously, these average 
values are from published 
average healthy subjects’ 
spinal modeling studies. 1 2 3 
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Structural Spinal Subluxation Assessment  
 
The spinal listing is the mechanical description of the subluxation. Historically, spinal listings 
have been composed of letters of the alphabet to represent the direction in which a vertebra 
has misaligned, e.g., P = posterior, A = anterior, R = right (spinous movement in PA view), L 
= left (spinous movement in PA view), S = superior, and I = inferior. These directions of 
misalignment were observed on spinal radiographs as early as 1910. Without an education in 
engineering, early Chiropractic Clinicians correctly categorized all the possible movements of 
a motor unit (listing the top vertebra’s movement relative to the vertebra immediately below) 
as: axial rotation, lateral bending, flexion-extension, anterolisthesis-retrolisthesis, 
laterolisthesis, and thin discs. Figure 3 illustrates all twelve possible vertebral misalignments in 
six degrees of freedom, but with listings expressed in engineering terms as rotations in 
degrees (Rx, Ry, Rz) and translations in millimeters (Tx, Ty, Tz).3 The origin or right-
handed Cartesian coordinate 
system is adopted from Panjabi et al in 1974. 20 


 
 
Figure 3. These are the misalignments that early Chiropractors observed on spinal x-rays 
after 1910. These were later described as rotations and translations in an x-y-z coordinate 
system in the literature in the 1970s. Using the Panjabi et al.’s coordinate system (Y vertical, 
X to the left, Z forward), axial rotation is ±Ry, lateral flexion is ±Rz, and flexion-extension is 
±Rx, while left and right latero-listheses are ±Tx, vertical translation (thin discs and traction) 
are ±Ty, and antero- and retro-listheses are ±Tz. Reprinted with permission: Harrison DE et 
al. Spinal Biomechanics for Clinicians, Vol I., Evanston, WY: Harrison CBP Seminars, 2003 
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In 1972, the liberal Chiropractic Colleges’ Houston Medicare Conference 21 chose 17 
spinal displacements as spinal subluxations to be used by the US Federal government in 
defining spinal subluxation for re-imbursement of services to Chiropractors. These were/are: 
 
A. Static intersegmental subluxations 
1. Flexion malposition 
2. Extension malposition 
3. Lateral flexion malposition 
4. Rotational malposition 
5. Anterolisthesis 
6. Retrolisthesis 
7. Altered interosseous spacing (decrease/increase) 
8. Osseous foraminal encroachment 
 
B. Kinetic intersegmental subluxations 
9.  Hypomobility (fixation) 
10. Hypermobility 
11. Aberrant motion. 
 
C. Sectional subluxations 
12. Scoliosis and/or alteration of curves secondary to musculature imbalance 
13. Scoliosis and/or alteration of curves secondary to structural asymmetries 
14. Decompensation of adaptational curvatures 
15. Abnormalities of motion. 
 
D. Paravertebral subluxations 
16. Costovertebral and costotransverse disrelationships 
17. Sacroiliac subluxations 
 
It is important to note that using the average normal spinal model in Figure 1 and Tables 
1-3, these displacements (listings) can be measured in degrees of rotation and millimeters of 
translation. Additionally, using the methods suggested in Figure 2A (Gonstead, Cobb, Risser-
Ferguson, upper and lower angles on the nasium), it is possible to measure “Sectional 
Subluxations” (regional subluxations) in degrees of displacement from normal. 
However, these “Sectional Subluxations” are more clearly described in engineering terms 
as buckling, i.e., snap through buckling = sagittal buckling in harmonics or eigenvalues and 
their eigensolutions (types of “S”-curves), Elastic buckling of a column, or Euler buckling of 
a column. 22 23 24 25 
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Subluxation Types 
 
Using the reference frame from Panjabi et al, 20 there are four types of observed postural 
and spinal segmental subluxations (displacements), which have been adequately described in 
mechanical engineering terms and verified by biomechanical investigations. In 1998, Harrison 
et al 5 presented a detailed review of the literature of these four types. In the current 
document, we add to the four types of subluxation discussed by Harrison et al 26 and present 
these as types of structural/mechanical displacements of the spine (“bone out of place”): 
 
1. Segmental subluxations: These are the segmental displacements from C1-S1 measured 
from the vertebra above relative to an origin located in the vertebra immediately below. These 
vertebral spinal subluxations are listed in terms of Rx, Ry, Rz, Tx, Ty, Tz), 18 27 28 29 30 (See 
Figure 3). Triano 27 discussed these segmental displacements in terms of a buckling 
phenomenon but only discussed their post-buckled behavior (kinematic alterations) while 
neglecting the fact that these are associated with static displacements described as their 
respective post-buckled modes. The only valid way to identify these segmental displacements 
(post-buckled segmental modes or kinematic alterations) is by radiographic means. 18 28 29 30  
 
2. Postural main motion and coupled motion: Postural displacements found in neutral 
resting stance are completely described as rotations and translation displacements of the 
head, thoracic cage, and pelvis. The majority of these displacements are concomitantly 
associated with spinal coupling/displacement patterns. 26 31 32 33 34 35 Each postural 
displacement has a unique spinal displacement pattern, with which it is normally associated.  
 
3. Snap-through buckling in the sagittal plane: The alterations in the regional sagital 
curves of cervical or lumbar lordosis to kyphosis and “S”-curves and, to some extent, 
changes in thoracic kyphosis to hypo-or hyper-kyphosis have been found to be consistent 
with the engineering Snap-through type of buckling. 36 37 38 39 40 41 42 43 44 45 46 47 48 
According to Nightingale et al 39, referring to Chen and Lui 23, “In a column with a fixed base, 
buckling is evidenced by an abrupt decrease in measured compressive load with increasing 
deflection and moment. Snap through buckling is characterized by a visible and rapid 
transition from one equilibrium configuration to another”. 
Snap through buckling can occur in 1 of 3 ways: a) an abrupt impact load applied to the 
head, ribcage, or pelvis, b) an overload event such as bending forward and lifting a very 
heavy object, or 3) an inertial loading event causing rapid acceleration and inertial loads to the 
spinal segments such as a rear end motor vehicle accident. 36 37 38 39 40 41 42 43 44 45 46 47 48 Increased 
complexity of the snap-through buckling is delineated in terms of the shape of the curves. An 
S-shape in any region (cervical, thoracic, lumbar) is the 1st order buckled mode, flexion-
extension-flexion in any region is the 2nd order buckled mode, etc. In experiments, 2nd order 
and higher buckled modes are caused by dynamic loading and are associated with large 
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increases in potential energy whereas 1st order buckled modes have been produced under 
static and quasi-static loading experiments. See Figure 5. 
 
4. Euler buckling in AP/PA view: This type of structural displacement is generally where 
the structures of the lower most segments in a spinal region experience some failure, e.g., 
axial rotation and/or lateral flexion of L4 and L5. 26 49 50 51 These displacements are generally 
localized to the distal spinal regions of the cervical, thoraco-lumbar, and lumbo-pelvic and are 
generally associated with sub-catastrophic (non-complete tears) and sometimes catastrophic 
(macro) tears in the surrounding ligaments. These occur under similar loading circumstances 
as Snap through buckling detailed above. See Figure 6. 
 
5. Scoliosis: Recently, the pathomechanics and perhaps the eitiology of the non-neurogenic 
forms of scoliosis have been described by a ‘slow-loading’ buckling mechanism. 35 52 There 
are multiple different types, locations and complexities of scoliosis. 
 
6. Static or dynamic segmental instability: These are the segmental displacements 
depicted in Figure 3 but are at the limit of or past the limit for range of motion of the 
functional spinal unit. These are associated with significant ligamentous trauma. This 
information is detailed in Section X of this document under dynamic imaging and 
flexion/extension radiography. 53 54 55 56 57 58 59 60 61 
 
These 6 types of subluxation are mechanical descriptions for the allowable spinal 
displacements that can occur. Using the average normal spinal model, inside normal upright 
stance, that we precisely defined in Figure 1, these 6 types of displacements can be 
quantified. It is an important feature that each one of the structural subluxations (except for 
instability, number 6 above) is a displacement that occurs within the allowable range of 
motion of the functional spinal motion segment. Thus, these 5 subluxations are static and 
dynamic mechanical displacements that are sustained within the range of joint motion. Also, 
we note that the above 6 types of structural subluxation are listed in increasing complexity of 
the displacement until we reach complete ligamentous failure or instability (number 6). 
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Anatomic/Anomaly Variants Affecting Spinal Geometry 
 
An important topic when discussing our average spinal models’ application to the human 
population is a consideration of anatomical variations in a given persons spinal anatomy. 
There are several known anatomical variants of human spinal anatomy that affect spinal 
alignment/geometry, however, there are several variants that do not. Significant progress has 
been made in understanding the correlations between a variety of anatomical variants and 
spine geometric alterations; Chiropractic clinicians and researchers have played a significant 
role in this area of investigation.  
 
We continue to make progress understanding the context and accommodating for these 
variants. 12 62 63 64 65 66 For example, in a recent 2005 Chiropractic text, Peterson and Hsu, 12 
claim that chiropractic roentgenometric measurement of spinal subluxation is “…controversial 
within the profession, particularly because the impact of natural and normal asymmetries 
with the body on these measurements is not known.” In support of their statement, the opinion 
article by Haas et al 62 and the investigation by Peterson et al 63 are offered. Despite claims, 
there is no referenced evidence to support the view that ‘natural asymmetry’ of the spinous 
processes altering spinal geometry in the AP view. In contrast, Farfan 67 found that when the 
spinous process is asymmetrical, the entire vertebral architecture will change and keep the 
lamina junction in line with the structural center of the vertebral body. This means the center 
of mass of the vertebral body will remain approximately the same. Farfan 67 states “It would 
appear that in the development of the vertebra, asymmetrical body growth is compensated for 
by asymmetric growth of the neural arch”.  
 
The second investigation offered by Peterson and Hsu 12 to criticize the chiropractic 
clinicians’ use of spinal radiography, is the study by Peterson et al. 63 With a small sample 
size and no segmental analysis of cervical lordosis, Petersen et al 63 claimed that alterations in 
the angle of the facet surfaces in the sagittal plane caused a reduction in the magnitude of the 
cervical lordosis. The claim that facet architecture/angles influence the cervical curve can be 
traced to a single 1977 self-published text by MacRae. 64 with only Class V evidence given. 
Winterstein 65 claimed that “short pedicles and vertically facing articular facets predispose to 
a cervical hypolordosis or kyphosis.” Winterstein offered no references for such statement. 
Peterson et al were challenged in a letter by Harrison et al 68  
 
Harrison et al 69 performed a much needed investigation using 252 subjects, where the 
correlation between articular pillar height, facet surface sagittal plane angles, and the 
shape of the dens and the segmental and total cervical spine curvature was determined. 
Harrison et al concluded, 
“In contrast to chiropractic radiology paradigms in the literature, we found no 
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statistical correlation with hyperplasia of the cervical facets (superior and 
inferior facet surfaces that diverge to the posterior) and any segmental or global 
angle of cervical lordosis. Additionally, there is no correlation with the vertical 
heights of the cervical facets and any segmental or global angle of cervical 
lordosis.” 
 
There are spinal anatomical variants that do affect the geometry of the spine and these include 
the following: 
1. Sagittal plane wedge angles of the vertebral bodies, 70 71 72 
2. Coronal plane wedge angles of the vertebral bodies (hemi-vertebra), 73 
3. Anomalies of the skull condyles, 66 74 75 76 77 78 
4. Transitional vertebra at L5-S1, 79 80 
5. Congenital and surgical blocked vertebra, 81 and 
6. Pelvic/sacral morphology. 14 15 16 17 
 
Chiropractic pioneers (clinicians and researchers) and other health care physicians are on the 
forefront of investigating spinal anomalies, learning to identify them via radiographic means, 
and developing treatment strategies that account for the anatomical variances. 72 74 75 76 79 
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Stand alone reasons for chiropractic radiography. 


Subheading – To further establish the current spinal health status of the patient through 
identification of biomechanical factors where early detection provides patient benefit. The list 
below tables specific radiological findings which may be modified or managed or stabilised 
through specific approaches or protocols available within chiropractic-care. These findings 
therefore provide the justification for the radiography procedure and are findings that may 
specifically alter patient treatment.  


Introduction 
 
1. Overview: 
 
Chiropractic radiography is a growing biomechanical science. The previous document has 
already provided 81 references in support of an accepted normal or ideal spine position and 
biomechanical alignment for ideal spinal hygiene. Below we now provide the categories and a 
lengthy list of supportive references, primarily from medical (non-chiropractic) literature, 
tabling abnormal spinal biomechanics and abnormal alignment identified through radiography. 
 
The basis for this literature search was that the data accepted met at least two of the 
following three criteria: 
 


1. That responsible radiography was identified as an accepted routine method of 
investigation of the finding/condition. 


2. The referenced finding/condition was recognized both within chiropractic and also 
within the wider medical literature. 


3. The finding/condition has clear relevance to specific protocols available to physical non-
surgical management or treatment available to a chiropractor.  


 
The vast majority of this literature synthesis was taken from the most respected medical 
orthopedic journals in the world including Spine Journal, European Spine Journal and Journal 
of Spinal disorders and 80% from research documented inside the last 20 years. 
  
Resources: 


 Spine journal 
 European Spine Journal 
 Bone and joint surgery journal 
 Arch Phys Med Rehabilitation. 
 Journal of Spinal disorders 
 Journal of American Geriatrics Society. 
 Physical Therapy Journal/journal of physiological therapeutics  
 Medline/Medscape/Pubmed 
 Several others 
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Summary of criteria and for chiropractic-radiography beyond red-flags: 
 
SECTION ONE: Provides a list of biomechanical-based spinal health condition/s. These 
conditions may be identified from radiographic investigation after the initial history, initial 
orthopedic and physical examination findings: 
 
a) Scoliosis and pseudo-scoliosis (16 studies) 
b) Hyper or hypo-lordosis of cervical spine (53 studies) 
c) Hyper and hypo-kyphosis of thoracic spine (35 studies) 
d) Hyper or hypo-lordosis of lumbar spine (30 studies) 
e) Aberrant global spinal sagittal balance (lateral posture) (68 studies) 
f) Aberrant spinal coronal balance (anterior posture) (10 studies) 
g) Leg length disparity (26 studies) 
 
SECTION TWO: The evidence supportive of how changes in therapeutic approaches may 
result (including the management, stabilization or correction) when the above conditions when 
are identified on initial chiropractic radiographs.  
(80 studies). 
 
a) Scoliosis and pseudo-scoliosis 
b) Hyper or hypo-lordosis or kyphosis of cervical spine 
c) Hyper and hypo-kyphosis of thoracic spine 
d) Hyper or hypo-lordosis of lumbar spine 
e) Aberrant global spinal sagittal balance 
f) Aberrant spinal coronal balance 
g) Leg length disparity- pre/post heel orthotic leveling 
h) Spine related pain  
   
SECTION THREE: The role of follow-up radiographic evaluation after recognized periods 
of conservative physical management for certain specific radiographic findings and conditions 
thereby establishing and documenting the treatment efficacy (25 studies). 
 
SECTION FOUR: The role of radiographic evaluation for patients presenting with 
mechanical pain or a changing symptomatic picture or where positive mechanical-based 
orthopedic findings are found on the initial examination. (117 studies). 
 
SECTION FIVE: The importance of radiographic evaluation following the initial history and 
examination of a patient presenting with a history of physical trauma or falling (28 studies). 
 
SECTION SIX: The reliability and repeatability of radiographic positioning and radiographic 
alignment assessment methods used in medicine and chiropractic. Studies confirming the poor 
reliability of alternative measuring methods (37 references). 
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SECTION SEVEN: A radiographic evaluation may commonly reveal clinical information 
that may contraindicate the safety of certain physical interventions including spinal 
manipulation (11 studies) 
 
SECTION ONE: A full list of biomechanical-based spinal health condition/s. These 
conditions must only be considered for further radiographic investigation after the initial 
history, initial orthopedic and physical examination: 
 
A) Scoliosis and pseudo-scoliosis 


1. Low-Dose Radiography of Scoliosis in Children: A Comparison of Methods Kalmar, John 
A. MD; Jones, Jerome P. PhD; Merritt, Christopher R. B. MD Spine Journal Apr 1994 
Volume 19 


2. Radiation Exposure During Scoliosis Screening Radiography WESLEY M. MD; WAUGH, 
THEODORE R. MD; McMASTER, Spine Journal Oct 1981 Volume 6 


3. Assessment of Spinal Flexibility in Adolescent Idiopathic Scoliosis: Suspension Versus 
Side-Bending Radiography Lamarre, Marie-Eve BEng; Parent, Stefan MD, PhD; Labelle, 
Hubert MD; Aubin, Carl-Eric PhD; Joncas, Julie RN; Cabral, Anne BEng; Petit, Yvan PhD 
Spine Journal 15 March 2009 - Volume 34 - Issue 6 - pp 591-597 


4. Comparison of Observer Variation in Conventional and Three Digital Radiographic 
Methods Used in the Evaluation of Patients With Adolescent Idiopathic Scoliosis Mok, 
James M. MD; Berven, Sigurd H. MD; Diab, Mohammad MD; Hackbarth, Melissa PA-C; 
Hu, Serena S. MD; Deviren, Vedat MD Spine Journal 15 March 2008 - Volume 33 - Issue 
6 - pp 681-686 


5. Diagnostic Findings in Painful Adult Scoliosis Grubb, Stephen A. MD; Lipscomb, Hester J. 
RN, MPH Spine Journal May 1992 Volume 17. 


6. Reducing the Lifetime Risk of Cancer From Spinal Radiographs Among People With 
Adolescent Idiopathic Scoliosis Levy, Adrian R. MSc; Goldberg, Mark S. PhD; Mayo, 
Nancy E. PhD; Hanley, James A. PhD; Poitras, Benoit MD, FRCP Spine Journal 1 July 
1996 - Volume 21 - Issue 13 - pp 1540-1547 


7. The Transverse Plane Evolution of the Most Common Adolescent Idiopathic Scoliosis 
Deformities: A Cross-sectional Study of 181 Patients Asher, Marc A. MD; Cook, Larry T. 
PhD Spine Journal June 1995 Volume 20 


8. Comparison of Cobb Angles in Idiopathic Scoliosis on Standing Radiographs and Supine 
Axially Loaded MRI Wessberg, Per MD; Danielson, Barbro I. MD, PhD; Willén, Jan MD, 
PhD Spine Journal Dec 2006 Volume 31 


9. The Selection of Operative Versus Non-operative Treatment in Patients With Adult 
Scoliosis Glassman, Steven D. MD; Schwab, Frank J. MD; Bridwell, Keith H. MD; Ondra, 
Stephen L. MD; Berven, Sigurd MD; Lenke, Lawrence G. MD Spine Journal 1 January 
2007 - Volume 32 - Issue 1 - pp 93-97 


10. Scoliosis associated with limb length inequality. Papaioannou T, Stokes I,Kenwright J. J 
Bone and joint surgery 1982;64(1)59-62. 
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11. Measurement of scoliosis by orthopedic surgeons and radiologists. . Wilson MS, Stockwell 
J, Leedy MG. Aviat Space Environ Med 1983;54:69-71. 


12. Degenerative symptomatic lumbar scoliosis. Pritchett JW, Bortel DT.  Spine Journal 1993 
May;18(6):700-3. 


13. The effect of postural scoliosis on lumbar apophyseal joins. Giles LGF, Taylor JR. Scand 
Rheumatology 1984;13:209-220.  


14. Measurement of the Cobb angles on radiographs of patients who have scoliosis.  


15. Morrisy RT, Goldsmith GS, Hall EC, Kehl D, Cowie H.  J Bone Joint Surg Am 
1990;72:320-7. 


16. Measurement of scoliosis and kyphosis radiographs: intraobserver and interobserver 
variation. Carman DL, Browne RH, Birch JG. J Bone Joint Surg Am 1990;72:328-33. 


 
B) Hyper or hypo-lordosis or kyphosis of cervical spine 
 
1. Modeling of the Sagittal Cervical Spine as a Method to Discriminate Hypo-Lordosis: 
Results of Elliptical and Circular Modeling in 72 Asymptomatic Subjects, 52 Acute Neck Pain 
Subjects, and 70 Chronic Neck Pain Subjects. Harrison DD, Harrison DE, Janik TJ, et al. 
Spine Journal. 2004;29:2485–2492. 
 
2. Sagittal Alignment of Cervical Flexion and Extension: Lateral Radiographic Analysis 
Takeshima, Toshichika MD; Omokawa, Shohei MD; Takaoka, Takanori MD; Araki, 
Masafumi MD; Ueda, Yurito MD; Takakura, Yoshinori MD Spine Journal 1 August 2002 - 
Volume 27 - Issue 15 - pp E348-E355 
 
3. Forward Head Posture is the Cause of 'Straight Spine Syndrome' in Many Professionals. 
Indian Choudhary Bakhtiar S; Sapur Suneetha; Deb P S. J Occupat and Environmental Med 
2000 (Jul); 4 (3): 122—124. 
 
4. The association between cervical spine curvature and neck pain. Grob D, Frauenfelder H, 
Mannion AF (2006)  European Spine Journal Nov 18; Epub ahead of print. 
 
5. Is the Sagittal configuration of the cervical spine changed in women with chronic whiplash 
syndrome? A comparative computer-assisted radiographic assessment. Kristjansson E, et al. 
JMPT 2002;25:550-555. 
 
6. Cervical lordosis angle measured on lateral cephalograms; findings in skeletal class II 
female subjects with and without TMD: a cross sectional study. D'Attilio M, Epifania E, 
Ciuffolo F, Salini V, Filippi MR, Dolci M, Festa F, Tecco S. Cranio. 2004 Jan;22(1):27-44. 
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The comparative public benefit of radiography in a chiropractic practice. 
 
How radiography kept within a chiropractic office may provide the public with a safer, less 
expensive “one-stop” patient-centered musculoskeletal management approach, from diagnosis 
through to treatment. Below is a review of the international studies that favorably compare 
chiropractic financial cost of care to equivalent medical cost of care and the comparative risk of 
harm from comparable treatment interventions. 
 
While chiropractic will not always replace the need for surgery or medication, this data does 
recognize the: 


a) relevant clinical treatment role for chiropractic with the listed condition 
b) comparative benefit financially for this condition under chiropractic 
c) potential reduction in patient harm from treatment when under chiropractic vs medical 


care. 
 
Introduction: 
 
Any analysis regarding the risk of any clinical assessment procedure (radiography) cannot 
be disconnected from the risk vs. benefit of the subsequent treatment protocols that follow. 
Here we provide a more complete disclosure of the comparative benefit-risk ratio of 
chiropractic vs. medical treatment options for the same patient presenting with the same 
condition. The relevance here is that these presenting conditions are commonly assessed 
through chiropractic radiography and medical radiography. The list includes neck pain, 
back pain, spinal stenosis, whiplash, disc protrusion, cervical spine radicular pain, 
sciatica”. 
 
The document by the US Department of Health and Human Services, Agency for Health 
Care Policy and Research; Chiropractic in the United States: training, practice, and 
research (32) states“ recent evidence-based review of conservative and surgical 
interventions for acute back pain failed to identify any interventions supported by multiple 
high-quality scientific studies. Thus despite the poor quality of many of the studies 
evaluating its effectiveness, there is as much or more evidence for the effectiveness of 
spinal manipulation as for other non-surgical treatments for back pain. At present, 
however, comparative data for these largely low-risk (manipulative) therapies (in relation 
to surgery) are not available. 
 
Anthony L. Rosner Phd (31) summarized the dangers of chiropractic care by outlining 
“more precise estimates of serious complications from cervical manipulations have 
recently been estimated to be 6 per 10 million manipulations, with fatal occurrences 
estimated at the rate of 3 per 10 million manipulations. (79)  This rate pales in comparison 
to NSAID-related gastropathies resulting in death; assuming that each patient receives an 
average of 10 manipulations in treatment, death rates after cervical manipulations calculate 
to anywhere between 1/100 to 1/400, the rates seen in the use of NSAIDs for the same 
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condition. (52) (53) It is also far below the risk of death from such voluntary and everyday 
activities as power boating, pregnancy, taking contraceptive pills, or automobile driving. 
(80) One would imagine that we have lost our perspective on the entire issue of benefit-to-
risk ratios here”. 
 
He further added, “ the risks of surgery to the spine are often ignored. Some authors 
present selective information that fails to account for the fact that death rates for lumbar 
spine operations have been reported to be 300 times higher than the rate produced by 
cerebrovascular accidents in spinal manipulation (54) (55) for cervical surgeries, recent death 
rates have been estimated to be 700-fold greater”. (54)  
 
“With the recent association of cerebrovascular accidents with rotational maneuvers 
applied to the upper neck, (81) (82) accident rates produced by spinal manipulations in this 
region may now be anticipated to decrease. The accident rate in using medications 
(decidedly non-chiropractic), on the other hand, is often shown to have increased rising 
2.5-fold for hospital inpatients and jumping 8.5-fold for outpatients. (83)  


The actual number of iatrogenic complications specifically ascribed to chiropractic has 
been shown in the literature to be significantly overestimated, because of the fact that the 
practitioner actually involved is in many cases was a non-chiropractor. Rather, a major 
portion of these accidents has occurred at the hands of a practitioner with inadequate 
professional training but incorrectly represented in the medical literature as a chiropractor 
(57) 


 
Content: 
 
SECTION ONE: Financial cost study comparisons 
 (18 studies) 
 
SECTION TWO: Chiropractic clinical relevance/therapeutic comparisons 
 (21 studies) 
 
SECTION THREE: Chiropractic health promotion/patient satisfaction outcomes 
(6 studies) 
 
SECTION FOUR: Medical harm in musculoskeletal-care 
(38 studies) 
 
SECTION FIVE: Excessive reliability on external randomized control trials 
(10 studies)  
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This submission is in response to the Consultation paper on codes and guidelines prepared by the 
Chiropractic Board of Australia. 
 
 
 


 
 
INTRODUCTION 
 
 
 
The Chiropractors Association of Australia (National) Ltd (CAAN) is the peak body representing 
chiropractors in Australia. 
 
CAAN works at the national level to support chiropractors in practice.  We build capacity in 
chiropractic practice, working at the local level towards a skilled, viable and effective chiropractic 
sector to improve the health and well-being of Australian communities. 
 
The Chiropractors’ Association of Australia, through its state and national branches, provides the 
organisational interface between government and other stakeholders and chiropractic practice. 
 
CAAN’s Code of Professional Conduct for Chiropractors is one of the benchmarks of quality and 
safety in chiropractic practice and provides future directions for quality improvement. 
 
The CAAN Board is pleased to provide this submission to the Chiropractors Board of Australia (CBA). 
We hope that the committee will consider the CAAN’s feedback provided from across the profession 
in its ongoing and substantive reviews of the standards. 
 
CAAN would greatly appreciate the opportunity to provide experts and industry representation on 
the CBA's Guidelines Committee. The submission is presented in key themes and with a focus on 
those standards and criteria where practice improvement might significantly impact on all groups in 
our community. 
 
CAAN appreciates the opportunity to provide input on this submission to the CBA to assist in the 
development of codes and guidelines for the chiropractic profession in Australia. 
 
However, we are concerned that the time allowed for consultation has not facilitated as wide a 
consultation process as we would have preferred and consequently has not met the CBA’s own 
standard of “wide ranging consultation”. 
 
CAAN believes that with the changes recommended in this submission, the CBA guidelines for the 
practise of chiropractic could be the finest in the world, protecting both the public and the unique 
nature of the practice of chiropractic. 
 
 
Please contact our CAAN Chief Executive Officer, Krystina Brown, for any information regarding this 
submission.  Her contact details are on the cover page of the submission. 
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GUIDELINES ON ADVERTISING 
 
CAAN supports the concept of maintaining high ethical standards in chiropractic advertising.  
However, we have some concerns with the guidelines for the advertising of regulated health 
services.   
 
3.  Professional Obligations 
 
Substantiation of Claims 
 
Does the Board now intend for chiropractors to warn of “material risks” associated with chiropractic 
care in all advertising?  Considering the relatively benign nature of the vast majority of abreactions 
to chiropractic care, this seems overly onerous.  In particular, CAAN would have concerns about the 
requirement to warn about the possibility of VAD/stroke given the recent research by Cassidy, 
Winterstein et al and others which questions the causal relationship between chiropractic cervical 
adjusting and VAD/stroke. 
 
Many common daily activities have been linked to the onset of stroke. An example of this is drinking 
from a soft drink can. (Terrett AGJ. Current concepts in vertebrobasilar complications following 
cervical manipulation. 2001 NCMIC Group Inc., West Des Moines, Ia.)  By the proposed standard, 
sellers of Coca Cola should be required to warn the public of this in their advertising too. 
 
Authorising the content of advertising 
 
CAAN is concerned that practitioners are expected to be responsible for the editing and editorialising 
of journalists. Expecting editorial control is unrealistic.  Barring practitioners from being involved in 
media unless they have editorial control is an unreasonable expectation, especially for CAA media 
spokespeople. 
 
Suggested wording: 
“The chiropractor should take all reasonable steps to ensure accuracy of the reported story.” 
 
 
5.  What is unacceptable advertising? 
 
5b.  In health care, there are often “windows of opportunity” for being able to impact on the 


health of individuals.  In some cases, time pressures exist.  Does the Board always consider 
it unreasonable to use the phrase “Don’t delay” or similar? 


 
eg: Don’t delay getting moles checked? 
Don’t delay having a blood-pressure assessment? 
Don’t delay getting your child’s spine and nervous system checked after a fall? 


 
5f.  When compared to rates of medical harm chiropractic is comparatively far safer.  The safety 


record of chiropractic is unequivocally better than that of the medical profession.  Medications 
are more dangerous than chiropractic care by a factor of hundreds. (Rome, CJA 1999; Dabbs 
and Lauretti, JMPT 1996)  Surgical intervention is more dangerous than chiropractic care by a 
factor of tens of thousands.  (Coulter Int J Integ Med, 1999)  For the chiropractic profession to 
be prevented from telling the public these facts constitutes a public health risk.  CAAN is 
deeply concerned that paragraph 5f of this section is both anti-competitive and more 
importantly, potentially dangerous to the health of the public. 


 
 Not to state such figures could be construed as false and misleading! 
 
5j.  Again, what health risks does the CBA require practitioners to warn against in their 


advertising? 
 
5m.  CAAN is of the opinion that there are circumstances in which it is appropriate to encourage 


some consumers to undertake a service.  We believe that it is unreasonable to suggest that 
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this should "not ever" happen in advertising. CAAN agrees, however, that all such information 
needs to be factual and not written in a scare-mongering way. 


 
6.   Specific requirements 
 
6.5    Advertising of price information 
 


After reviewing the ACCC website and the National Law, CAAN fails to understand why 
practitioners may not advertise time-limited or special offers.  We consider that this requires 
a legal opinion to determine whether this clause constitutes an unlawful restraint of trade. 


 
7.  Advertising of Therapeutic Goods 
 


CAAN welcomes this guideline, particularly as it pertains to the use of supplements by 
chiropractors. 


 
 
 


GUIDELINES FOR MANDATORY NOTIFICATION 
 
CAAN sees the potential for serious issues with the current structure of the mandatory reporting 
process.  We are absolutely committed to the safety of the public, however there are too many 
loopholes in this section that may encourage vexatious complaints. 
 
CAAN believes that registered health practitioners have a responsibility to approach practitioners 
who they believe may be breaching guidelines.  If that approach fails, then perhaps reporting to a 
regulatory authority would be the next step? 
 
Decision guide: notifying sexual misconduct 
 
This flow-chart reads as if a voluntary notification could be made to the board about an allegation of 
sexual misconduct even though the first practitioner has no evidence or even belief that the second 
practitioner has engaged in inappropriate sexual activity with a current or former patient. 
 
Similar confusion exists with regards to the flow-chart on “departure from accepted professional 
standards” and “student impairment”. 
 
CAAN has reservations about the inflexibility of this section. 
 
 


BOARD CODE OF CONDUCT 
 
CAAN strongly supports the goal of effective health care delivered in an ethical framework. A code of 
conduct that allows for the values and beliefs of practitioners and their clients and still achieves that 
goal would be a wonderful addition to the chiropractic profession. 
 
In particular, CAAN believes that clear, honest and effective communication between practitioners 
and their clients is an effective prophylaxis for health consumer complaints. 
 
1.2 Professional values and qualities 
 
 Practitioners have a responsibility to recognise and work within the limits of their competence 


and scope of practice. 
 


CAAN believes that manual spinal care such as the chiropractic adjustment or similar 
procedures should only be performed by chiropractors or other practitioners of similar 
training. 


 
1.3  Australia and Australian health care 
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As an association with members from a diversity of cultural backgrounds, CAAN supports and 
encourages awareness and appreciation of the many cultures that exist in Australia. 


 
 
2.  Providing good care 
 


CAAN believes that the best interests of the health consumer are of paramount importance in 
their relationship with their health care practitioner. 
 
CAAN believes that there are, however, times when the “alleviation of symptoms” may not be 
in the long-term best interests of a client.  For instance, it may be necessary to work on 
painful areas of the body to help in the rehabilitation and repair of injured tissues.   


 
3.  Working with patients or clients 
 


CAAN completely concurs with the statement “Relationships based on openness, trust and 
good communication will enable practitioners to work in partnership with patients or clients. 


 
3.14  Personal relationships 
 


CAAN suggests that most chiropractors would be the primary provider of chiropractic services 
to their team and family.  Does this breach the code?  As long as there is good case 
management, is this a real issue?  CAAN recommends the use of section 6.9.2.1 of the CAAN 
Code of Professional Conduct and Practice for Chiropractors (2005): 


 
“As chiropractic does not involve critical care (such as surgery) and does not involve 
in-depth exploration of the patient’s psyche (such as occurs in psychology) and as 
chiropractic has a philosophy that health care is more than the treatment of 
symptoms and disease and often involves asymptomatic care, it is the policy of the 
CAA that chiropractors maintain the privilege of providing chiropractic care to their 
immediate family members and partners, providing that: 
- adequate records are kept; 
- confidentiality is maintained; 
- at all times an option to discontinue care is maintained.” 


 
4.  Working with other practitioners 
 


CAAN agrees that a good relationship with colleagues and other health practitioners enhances 
patient care.  


 
5.  Working within the health care system 
 


CAAN concurs that practitioners have a responsibility to contribute to the effectiveness and 
efficiency of the health care system.  We believe chiropractic has a great deal to offer the 
health care system in this regard.  In particular, chiropractors have great potential as 
primary contact practitioners able to conduct health education, promotion and screening. 


 
6.  Minimising risk 
 


CAAN believes that risk minimisation is an important part of the responsibility of all health 
practitioners. We play an active part in assisting our members to develop and implement 
appropriate risk management strategies. 


 
 CAAN has some concerns about the intention of section 6.3.  Is a "professional organisation" 


exempt from mandatory reporting?  Or do we need to institute a risk management process 
whereby only non-chiropractors (not bound by the Act or these guidelines) talk to members 
who are at risk of breaching guidelines.  However, does this raise the issue of company 
directors who ARE chiropractors being prosecuted for failure to notify because we devolved 
responsibility in these areas to non-chiropractors? 
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7.  Maintaining professional performance 
 


CAAN fully supports the concept of ongoing professional development to improve 
chiropractors’ skills in assisting their patients and to keep chiropractors at the forefront of 
health care delivery.  In particular, we are committed to the provision of continuing 
professional development programs of the highest quality. 


 
8.  Professional behaviour 
 


CAAN’s commitment to the highest standards of professional behaviour is reflected in its own 
Code of Professional Conduct and Practice for Chiropractors. 


 
9.  Practitioner Health 
 


CAAN agrees that practitioner health and wellbeing is an important ingredient in the provision 
of quality health care. 


 
9.2 c)  Good practice involves understanding the principles of immunisation against 


communicable diseases and being immunised against relevant communicable 
diseases. 


 
CAAN is concerned that this may threaten the individual rights of practitioners to manage 
their own health care in the way they see fit.  All Australians have these rights under the 
Australian Charter of Health Care Rights.  In particular, the ACHCR states: 


 
“I have the right to be included in decisions and choices about my care.  I may join in 
making decisions about my care and about health service planning.” 


 
10.  Teaching, assessing and supervising 
 


CAAN supports and encourages the mentorship, teaching and supervision of practitioners and 
students as an important part of personal and professional development. 


 
11.  Undertaking research 
 


CAAN supports expansion of the knowledge base through quality research conducted in 
accordance with NH&MRC guidelines. 


 
 
 


CODE OF PROFESSIONAL PRACTICE FOR CHIROPRACTORS IN 
AUSTRALIA 
 
CAAN agrees with the CBA’s sentiments that chiropractors have responsibilities and obligations to 
consumers of their health services, to the chiropractic profession and to the broader community to 
provide safe, beneficial, responsible and competent health care which meets best practice standards 
and is responsive to individual, group and community needs, within a context of justice and respect 
for peoples’ rights.  
 
However, CAAN is of the opinion that many sections of this document unnecessarily duplicate the 
Board Code of Conduct for registered health practitioners. This opinion is supported by the presence 
of repeated references to the Code of Conduct for Health Practitioners made throughout sections 1, 
2, 4 and 5 of the Code of Professional Practice for Chiropractors in Australia. 
 
CAAN respectfully suggests that Section 3 - Working within the practice environment - is 
unnecessary because it simply replicates requirements made in other legislation and therefore adds 
nothing in the way of guidance to Australian chiropractors over already existing guidelines. 
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The CBA is the only registration board of the ten AHPRA boards that has decided to create its own 
code of professional conduct.  All other boards have chosen to use the Code of Conduct for Health 
Practitioners or supported an existing code of conduct from another body within the health 
profession they represent. 
 
Unless the CBA has evidence that the chiropractic profession needs more guidance in this area than 
other professions, CAAN recommends that the CBA take the same approach as the Dental, 
Optometry, Osteopathy, Pharmacy, Physiotherapy and Podiatry Boards of Australia and use the 
general Code of Conduct for Health Practitioners to protect the public from unprofessional 
conduct/professional misconduct by registrants. 
 
Please see Appendix I for details of CAAN concerns with sections 1 - 5 of the draft Code of 
Professional Practice for Chiropractors in Australia. 
 
CAAN recommends deletion of the profession-specific code of practice for chiropractors, 
with the exception of specific Guidelines on Radiology and Continuing Professional 
Development and the retention of sections 2.12 and 2.13.  Our recommendations on those 
areas are as follows: 
 
RADIOLOGY 
 
CAAN supports the development of Radiology/Radiography guidelines for the chiropractic profession.  
 
The CAAN Radiology Committee has reviewed this section of the CBA draft guidelines in detail.  The 
CAAN Radiology Committee consists of the heads of the radiology departments of all three 
Australian chiropractic teaching institutions as well as a number of field practitioners with a strong 
interest in the area of chiropractic radiography.   
 
CAAN recommendations for amendments to the CBA draft Radiography/Radiology guidelines are 
those of the CAAN Radiology Committee. 
 
Amendment One 
 
That chiropractic not be limited to the proposed "red flag" list of parameters currently provided in 
sections 2.6.2 and 2.6.3 of the draft.  
 
CAAN recommends that 2.6.1 reads: 
 
“Before a procedure involving exposure of an individual to ionizing radiation is approved or 
commenced, it must be justified by the chiropractor.   Exposure to radiation should not be adopted 
unless it produces sufficient benefit to the exposed individuals or to society to offset the radiation 
detriment it may cause.” 
 


We further recommend that section 2.6.1 be rewritten in accordance with “Justification of a medical 


radiation procedure”, page 11, from ARPANSA 


http://www.arpansa.gov.au/pubs/rps/rps14_draft1.pdf 
 
– as follows: 
 
2.6.1  When determining the net benefit of a chiropractic radiation procedure, the chiropractor must 


take into account: 
 


(a)  the specific objectives of the procedure; 
 
(b)  the characteristics of the individual involved; 
 
(c)  the total potential diagnostic or therapeutic benefits, including the direct health 


benefits to the patient and the benefits to society in general; 
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(d)  the individual detriment to the patient that may result from the procedure; 
 
(e)  the pregnancy status of a female patient if there is the potential for a radiation dose 


to the embryo or fetus of more than 0.3 mSv; 
 
(f)  the breast-feeding status of the female patient to be administered 


a radiopharmaceutical if there is the potential for a: 
(i)  radiation dose of more than 1 mSv to a breast-fed child; or 
(ii)  significant radiation dose to the breast glandular tissue of the patient, 
 


(g)  the efficacy, benefits and risk of available alternative techniques having the same 
objectives, either with less exposure to ionizing radiation or in combination with the 
medical radiation procedure; and 


 
(h)  any medical data (such as previous diagnostic information or medical records) 


relevant to the medical exposure. 
 
Background: 
CAAN feels that the existing clause lacks clarity as to exactly how a practitioner can "justify any 
decision" and "demonstrate that any benefit will outweigh the risks associated with ionising 
radiation."  
 
Since section 2.6 requests practitioners specifically comply with the provisions of the Code of 
Practice for Radiation Protection in the Applications of Ionizing Radiation, (ARPANSA), CAAN 
recommends that the ARPANSA guideline be directly referenced (as above) to give the practitioner 
greater guidance. 
 
 
Instead of the list of indications for radiography listed in 2.6.2 and 2.6.3, we propose that the CBA 
adopt the American College of Radiology (ACR) Guidelines for the Performance of Spine Radiography 
in Children and Adults (Revised 2007, 2008). 
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/pediatric/spine_radiog
raphy.aspx 
 
Background 
Indications for radiography from a chiropractic registration board must acknowledge the particular 
health issues that chiropractors deal with and the particular interventions used by chiropractors. The 
proposed “red flags” list in sections 2.6.2 and 2.6.3 has been shortened by the standards set by 
nearly all international guidelines for musculoskeletal radiography. While there is some debate 
between international guidelines proposed for chiropractic, the ACR Guidelines are from the largest 
radiology body in the world.  The American College of Radiology is an organization of more than 
30,000 members.  
 
ACR Indications for radiography: 
 
A. General indications include, but are not limited to, the evaluation of:  
1. Pain or limitation of motion.  
2. Spinal trauma (symptomatic or at risk patients).  
3. Surgical planning.  
4. Previous surgery.  
5. Suspected malignancy.  
6. Congenital anomalies.  
7. Previously detected spinal abnormality.  
8. Alignment abnormalities, including scoliosis and kyphosis.  
 
B. Specific indications include, but are not limited to, the evaluation of:  
1. Shoulder or arm pain from suspected cervical radiculopathy.  
2. Occipital headache.  
3. Pain radiating around the chest wall.  
4. Pain radiating into the buttock, hip, or groin.  
5. Compression fractures.  
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Please note the 117 studies provided in Attachment 2 supportive of radiographic assessment 
of mechanical pain or where positive mechanical-based orthopedic findings are found on the initial 
examination and the 238 studies supportive of radiographic assessment of biomechanical health 
issues.   


Chiropractic radiography guidelines must provide recognition of the needs of a profession that is 
based on physical interventions, including spinal adjustments, not medical interventions. These 
guidelines must provide recognition of the needs of a profession primarily assessing and managing 
mechanical pain and biomechanical health issues.  Chiropractic radiographic indications are not 
specifically limited to the identification of "red-flag" pathologies. 
 
Chiropractors manage biomechanical health factors that cause a multi-million dollar drain on the 
Australian health-care purse. This list of conditions includes thoracic kyphosis, degenerative disc 
disease and spinal osteoarthritis, scoliosis, spinal canal stenosis, mechanical neck and back pain, 
radicular pain and headache. We would further argue that chiropractic may offer the public 
comparatively safer and less expensive protocols of care compared to medical treatment in these 
health areas.  
 
CAAN recommends that section 2.6.3 be removed, as the chiropractic radiographic examination of 
children is amply covered by the ACR guidelines.  
  
Background:  
Radiology for children deserves very careful consideration. CAAN acknowledges that chiropractors 
are primary health care professionals trained in diagnosis. We believe that this entitles chiropractors 
to the same recognition and scope to investigate a presenting complaint and conduct radiographic 
examination for further investigation when appropriate afforded to other primary health care 
professionals. 
  
There are three important sections to the ACR guidelines regarding children. These guidelines 
recognise the role radiography may have when an adult or child presents with (a) unexplained pain, 
(b) pain after trauma and (c) suspicion of congenital anomalies. The ACR guidelines provide specific 
reference to limiting the number of views for children. 
  
The ACR guidelines do not give carte blanche approval for routine radiography of asymptomatic 
children.  
 
Amendment 2 
 
CAAN recommends that section 2.6 formally states and enshrines the importance of the individual 
clinician’s decision-making. We propose the following paraphrased statement be adopted from the 
American College of Radiology Guidelines. 
 
 “The ultimate judgment regarding the propriety of any specific procedure or course of action must 
be made by the chiropractor in light of all the circumstances presented.” 
 
The CAAN Radiology Committee also recommends the inclusion of the following statement: 
 
“A practitioner must also be able to justify any decision to obtain any diagnostic imaging of a 
patient. Imaging guidelines are available to assist in this decision making process, but should not be 
implied to establish the legal standard of care.” 
 
Background 
All radiographic guidelines acknowledge the importance of the individual clinician’s decision-making. 
(See below.) No clinical guidelines assume that one type of assessment and one type of care must 
fit all clinicians for all patients all of the time. Chiropractic is a diverse profession with a growing and 
diverse range of relevant interventions.  
 
CAAN notes other radiology guideline examples where the individual clinician’s responsibility to, and 
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capacity for, making a clinical decision about the cost/benefit ratio of radiography is acknowledged. 
 
 1. The American College of Chiropractic Radiologists (ACCR) Radiography Guidelines  
 
"Guidelines address issues common to clinical practice. They are not rules, but guidelines which 
attempt to define the principles of practice that should generally produce a high quality radiologic 
procedure. Adherence to radiography guidelines will not assure a successful outcome in every 
clinical situation. These guidelines are not intended to establish a legal standard of care or conduct, 
and deviation from a guideline does not, in and of itself, indicate or imply that such practice is below 
acceptable level of care. The ultimate judgment regarding any specific procedure or course of 
conduct must be made by the physician/Doctor of Chiropractic in light of all circumstances presented 
by the individual clinical setting".  
 
2. The Quebec guidelines - http://www.jmptonline.org/article/PIIS0161475407003041/fulltext 
 
"These evidence-based diagnostic imaging practice guidelines are intended to assist chiropractors 
and other primary care providers in decision making on the appropriate use of diagnostic imaging for 
specific clinical presentations. In all cases, the guidelines are intended to be used in conjunction with 
sound clinical judgment and experience. Application of these guidelines should help avoid 
unnecessary radiographs, increase examination precision, and decrease health care costs without 
compromising the quality of care. All guidelines are documents to be refined and modified regularly 
with new information and experience.” 
 
3. The PCCRP guidelines - http://www.pccrp.org/preface.htm 
 
"The PCCRP Guidelines contained herein are evidence-based suggestions for appropriate 
radiographic evaluations of patients seeking chiropractic care. No guideline can replace the clinical 
decisions made by a chiropractic practitioner in the course of treating an individual patient’s health 
problem. Any approach, by a practitioner, that is different from the PCCRP Guidelines, does not 
necessarily mean that the approach in question was below the standard of care. However, any 
chiropractic practitioner, who adopts a course of action different from the PCCRP Guidelines, is 
advised to keep sufficient patient records to explain why such an action was undertaken". 
 
4. The father of evidence-based medicine, Sackett, points out that “… all levels of evidence and 
clinical experience should be considered in patient assessment”. [i] [ii] [iii] [iv] [v]  


“EBM is NOT restricted to randomized control trials and meta-analysis. It involves tracking down the 
best external evidence with which to answer our clinical questions”. [v] 


“[Evidence-based medicine] means integrating individual clinical expertise with the best available 
external clinical evidence from systematic research. By individual clinical expertise, we mean the 
proficiency and judgment that we individual clinicians acquire through clinical experience and clinical 
practice".  


Sackett goes further: "By best available external clinical evidence, we mean clinically relevant 
research, often from the basic sciences of medicine, but especially from patient-centered clinical 
research into the accuracy and precision of diagnostic tests (including the clinical examination), the 
power of prognostic markers, and the efficacy and safety of therapeutic, rehabilitative, and 
preventive regimens.  Good doctors use both individual clinical expertise and the best available 
external evidence, and neither alone is enough [emphasis added]. Without clinical expertise, 
practice risks becoming tyrannized by external evidence, for even excellent external evidence 
may be inapplicable to or inappropriate for an individual patient. Without current best external 
evidence, practice risks becoming rapidly out of date, to the detriment of patients.” 


[i] Sacket DL. Evidence based medicene. Editorial. Spine1998;23(10):1085-86 
[ii] Sackett DL, Richardson WS, Rosenburg WHaynes RB. Evidence based 
medicine:How to practice and teach EBM. New York. Churchill Livingstone 1997 
[iii] Sackett DL, Rosenburg WMC, Gray JAM, et al. “Evidence based medicine:what it is and what it 
isn”t” BMJ 1996;312:71-72 
[iv] Sackett DL, Haynes RB, Guyatt GH, Tugwell P. In: Clinical epidemiology: a basic science for 
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clinical medicine. 2nd ed.. Boston: Little Brown and Company; 1991;p. 441 
[v] Sackett DL, Haynes RB, Tugell PX, Trout KS, Stoddard GL. How to read clinical journals: To learn 
about diagnostic test. Can Med Assoc J. 1981; 124:703–709 
 
Amendment 3 
 
That section 2.6.4 be re-written as follows: 
 
“The use of radiography as a routine clinical procedure for initial assessment or re-evaluation or 
general screening tool may or may not be inappropriate. X ray may best be considered after the 
findings of a history, and chiropractic, orthopaedic and biomechanical examination and when clinical 
decision making is applied to diagnostic considerations, intended interventions or possible 
contraindications to the type of care considered. 
 
Follow-up radiography is only applicable when recognised interventions are recommended for that 
condition over an appropriate period of time.  
  
A radiographic procedure can give a better clinical reliability for certain types of spinal assessment 
measurements recognised both within orthopaedic medicine and chiropractic and we recognise the 
poor reliability of alternative measurement methods for specific biomechanical spinal-health 
presentations. The application of radiographic measurements may include conditions such as 
segmental instability, scoliosis, thoracic kyphosis, hyper- and hypolordosis of lumbar spine, cervical 
spine kyphosis and short-leg syndrome.  
 
Radiography may provide better clinical utility, reliability and validity for both initial care assessment 
and the long-term treatment efficacy". 
 
Background 
Radiographic procedures must have clinical relevance. However, the statement in section 2.6.4 falls 
fundamentally short on clinical provision for a range of biomechanical/postural disorders other than 
scoliosis. It further fails to provide for the possible need for the measurement of treatment efficacy. 
 
Section 2.6 requests practitioners specifically comply with the provisions of Code of Practice for 
Radiation Protection in the Applications of Ionizing 
Radiation ARPANSA http://www.arpansa.gov.au/pubs/rps/rps19.pdf 
 
Therefore CAAN draws the attention of the CBA to section 3.2.2 of ARPANSA in support the above: 
 
“In determining the net benefit from a radiation procedure, the chiropractor must take into account:  
(a)  the specific objectives of the procedure;  


(b)  the characteristics of the individual involved;  


(c)  the total potential benefits, including the direct health benefits to the person and, where 
relevant, the benefits to society in general;  


(d)  the individual detriment to the client that may result from the procedure;  
(e)  the pregnancy status of a female client of child bearing capacity;  
(f)  the efficacy, benefits and risk of available alternate techniques having the same objectives 


with less or no exposure to ionizing radiation"  
 
With regard to the above extract from ARPANSA: 
1.  "In determining the net benefit from a radiation procedure, the chiropractor must take into 


account: (a) the specific objectives of the procedure;  


A radiographic procedure may at times be required to provide the patient with the correct diagnosis 
and optimal care. Radiographic investigation may be needed after the findings of an individual 
patient’s history, chiropractic, orthopaedic and physical examination are considered. The 
chiropractor has a clinical responsibility to provide every patient with an accurate differential 
diagnosis for his or her underlying condition and before a sound clinical rationale for physical 
management can be made.  Radiographic procedures are often a required part of this process. 


2.  "In determining the net benefit from a radiation procedure, the chiropractor must take into 
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account: (b) the characteristics of the individual involved;  


If the management plan for the patient can be determined and will not be affected by the outcome 
of the radiographs, then radiographs should not be performed. 
 
3. "In determining the net benefit from a radiation procedure, the chiropractor must take into 
account: (c) the total potential benefits, including the direct health benefits to the person and, 
where relevant, the benefits to society in general; 
 
As previously stated, chiropractic recognises and addresses biomechanical health factors that cause 
a multi-million dollar drain on the health-care purse.  Radiographic examination can be an important 
part of the clinical examination required to appropriately manage many of these conditions. 
 
Sub-section 2.6.4 and the red-flag list in section 2.6.2 ignore these clinical facts. Radiographic 
examination must be considered if it may provide greater patient and public safety. Radiography 
may identify a range of clinical contraindications to certain physical interventions or manual spinal 
adjustments. Chiropractors have a responsibility to provide safe care to patients and the right to 
take reasonable steps to provide protection from litigation.  Please note the 11 studies regarding 
contraindications in Atachment 2. 
 
4. "In determining the net benefit from a radiation procedure, the chiropractor must take into 


account: (d) the individual detriment to the client that may result from the procedure; 
 
Full-spine radiography should not be routine. Initial x-ray evaluation and re-evaluation of patients is 
inappropriate unless the initial examination reveals a recognised spinal biomechanical condition or 
positive mechanically-based orthopaedic findings. 
 
A radiographic procedure can give better clinical reliability for certain types of spinal assessment 
measurements (see the 37 studies in attachment two). Most of these radiographic measurements 
are recognised both within orthopaedic medicine and chiropractic. 
 
There can be poor reliability of alternative examination or re-examination methods for specific spinal 
measurements important to spine biomechanical health. 
 
Spine-based radiographic measurements are acknowledged within wider orthopaedic health sciences 
and including the measurement of segmental alignment and instability, scoliosis, thoracic kyphosis, 
hyper- and hypo-lordosis of lumbar spine, cervical spine kyphosis and short leg syndrome. 
Radiography may sometimes provide better clinical utility, reliability and validity for both initial care 
assessment and the long-term treatment efficacy. 
 
 
 
 
 


 Please see ATTACHMENT 1: NORMAL SPINE MODEL 
 


 
 Please see ATTACHMENT 2: RADIOLOGY OF ABNORMAL BIOMECHANICS 


 
SECTION ONE: Provides a list of biomechanical-based spinal health condition/s. These 
conditions are routinely identified from radiographic investigation after the initial history, 
initial orthopaedic, neurological and physical examination findings (238 studies) 


 
SECTION TWO: The evidence supportive of how changes in intervention approaches may 
result (including the management, stabilization or correction) when the above conditions are 
identified on initial chiropractic radiographs (80 studies). 


 
SECTION THREE: The role of follow-up radiographic evaluation after recognised periods 
of conservative physical management for specific radiographic findings and conditions 
thereby establishing and documenting the efficacy of care. (25 studies). 
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SECTION FOUR: The role of radiographic evaluation for patients presenting with mechanical 
pain or a changing symptomatic picture or where positive mechanical-based orthopedic 
findings are found on the initial examination. (117 studies). 


 
SECTION FIVE: The importance of radiographic evaluation following the initial history and 
examination of a patient presenting with a history of physical trauma or falling (28 studies). 


 
SECTION SIX: The reliability and repeatability of radiographic positioning and radiographic 
alignment assessment methods used in medicine and chiropractic.  Includes studies 
confirming the poor reliability of alternative measuring methods. (37 references). 


 
SECTION SEVEN: A radiographic evaluation may commonly reveal clinical information that 
may contraindicate the safety of certain physical interventions including spinal 
manipulation (11 studies) 


 
 


 Please see ATTACHMENT 3: THE COMPARATIVE PUBLIC BENEFIT OF RADIOLOGY IN 
A CHIROPRACTIC PRACTICE 


 
SECTION ONE: Financial cost comparisons of Chiropractic and Medicine (18 studies) 


 
SECTION TWO: Chiropractic clinical relevance/therapeutic comparisons (21 studies) 


 
SECTION THREE: Chiropractic health promotion/patient satisfaction outcomes (6 studies) 


 
SECTION FOUR: Medical harm within musculoskeletal care (38 studies) 


 
 
 
 


GUIDELINES ON CONTINUING PROFESSIONAL DEVELOPMENT 
 
CAAN is deeply committed to the process of ongoing improvement through continuing professional 
development.  We support an increased expectation for continuing professional development for 
chiropractors.  We agree with the concept of a mixture of formal and informal learning to achieve 
professional development outcomes. 
 
CAAN stands ready to assist the CBA in the provision of quality CPD to chiropractors and in the 
administration associated with monitoring practitioner compliance for CPD. 
 
CAAN suggests some changes to the CPD guidelines:  
 
1. CAAN assumes that “accreditation activities” involve the CCEA accreditation of chiropractic 


programs in Australasia.  We agree that this difficult and important work deserves formal 
CPD credit for those involved. 


 
2.   The current draft CBA guidelines for continuing professional development lists a number of 


activities as appropriate formal learning activities, including: 
• Undertaking research and presentation of work 
• Making presentations of new material 


 
o How does the CBA differentiate between presentation of research findings and 


presentation of “new material”? 
o How would the CBA define “new material”? 
 


CAAN suggests definitions of these terms be included in the guidelines. 
   
3.   In regard to Requirement 3.3, CAAN would respectfully request that any changes in CPD 


requirements be made with enough notice to enable CPD providers and the organisations 
recording CPD on behalf of chiropractors sufficient time to alter their systems and procedures 
to fit those changes made by the CBA. 
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APPENDIX 1 
 


 
FURTHER COMMENTS ON DRAFT CODE OF PROFESSIONAL 


PRACTICE FOR CHIROPRACTORS IN AUSTRALIA 
 
 
Within the section on Draft Code of Professional Practice for Chiropractors in the main part of the 
submission, the following comments are made: 
 
The CBA is the only registration board of the ten AHPRA boards that has decided to create 
its own code of professional conduct.  All other boards have chosen to use the Code of 
Conduct for Health Practitioners or supported an existing code of conduct from another 
body within the health profession they represent. 
 
Unless the CBA has evidence that the chiropractic profession needs more guidance in this 
area than other professions, CAAN recommends that the CBA take the same approach as 
the Dental, Optometry, Osteopathy, Pharmacy, Physiotherapy and Podiatry Boards of 
Australia and use the general Code of Conduct for Health Practitioners to protect the 
public from unprofessional conduct/professional misconduct by registrants. 
 
 
The following concerns are raised by CAAN in regard to sections 1 – 5 of the draft Code of 
Professional Practice for Chiropractors in Australia. 
 
 
 
SECTION 1  Working with the patient, client and consumer 
 
CAAN respectfully suggests that the Code of Conduct for Health Practitioners (the Code of Conduct) 
is sufficient to cover all pertinent points in Section 1 of the draft Code of Professional Practice for 
Chiropractors in Australia (the Code of Practice).  As the Board itself notes, sections 1, 2, 3, 10 and 
11 of the Code of Conduct relate to the areas of practice discussed in section 1 of the Code of 
Practice. 
 
Where the Code of Conduct and the Code of Practice deal with the same issues, confusion may arise 
as to which part of the guidelines are to be followed.  For example, section 2.10.7 of the Code of 
Practice suggests that screenings “… may be associated with harms …”.  This may lead practitioners 
to avoid doing public health screenings.  However, section 5.4b of the Code of Conduct states that 
“Practitioners have a responsibility to promote the health of the community through … education, 
and where relevant, screening.” 
 
We suggest that guidelines should give guidance to the profession rather than become a source of 
confusion.  Feedback from our members suggests that the duplications and contradictions between 
the Code of Conduct and the Code of Practice is a great source of confusion and concern. 
 
Further: 
 
1.1  Rights and responsibilities 
 


o CAAN queries the use of the phrase “… waives the right” in a bullet point in section 1.1.1 
on the left side of p.2 of the Code of Practice.  An individual may waive their rights, 
legislation cannot waive an individual’s rights, although it may over-rule those rights. 
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o We would suggest that the first bullet point in section 1.1.2 is actually part of the bold 
text above that bullet point. 


 
1.2  Capacity to give Consent 
 


Consent issues have been covered in detail in sections 3.5, 3.6b (noted as 3.6.2 in the 
preamble to section 1.2), 3.8 and 3.9b (noted as 3.9.2 in the preamble to section 1.2) of the 
Code of Conduct. 


 
1.3  Informed Consent 
 


See comments on section 1.2. 
 
1.4  Refusal to provide a service and discontinuation of treatment prior to completion of 


course of care 
 


CAAN believes that sections 1-6 of the Code of Conduct more than adequately cover this area 
of practice. 


 
1.5  Confidentiality and privacy 
 


Section 3.4 of the Code of Conduct covers these issues in full. 
 
1.6  Fees 
 


CAAN believes that the pertinent issues in this section are covered in the guidelines for 
advertising (sections 4i and 6.5) and the Code of Conduct (sections 1.2, 2.1b, 2.2d, 2.2f, 
2.2j, 2.2n, 2.4, 3.2, 3.3, 3.5, 3.6, 5.2, 8.11 and particularly 8.12.). 


 
CAAN believes that there is no peer-reviewed evidence to suggest that care plans and 
financial arrangements between practitioners and their clients should not exceed 3 months, 
as stated in section 1.6.7.  Particularly in chronic cases, care plans could often be laid out for 
some months ahead using an understanding of the time-frames involved in rehabilitation of 
chronic injuries. 


 
We see no reason to limit the time-frames for financial arrangements as long as dealings are 
conducted in line with the above sections of the Code of Conduct. 


 
1.7 Professional Boundaries 
 


Section 3.4 of the Code of Conduct covers these issues in full.  Please note previous 
comments with regard to section 3.14 of the Code of Conduct. 


 
1.8  Provision of Certificates 
 


Covered fully by section 8.8 of the Code of Conduct. 
 
 
SECTION 2:  Working as the practitioner 
 
2.1  Continuing professional development 
 


Covered fully in the detailed Guidelines for Continuing Professional Development. 
 
2.2 Responsibilities of the practitioner 
 


Covered in detail by several areas of the Code of Conduct, particularly section 4. 
 


CAAN has particular concern with the proposed requirement under section 2.2.2 for “… 
approval by the profession and the relevant health profession board” before a practitioner 
may “extend their scope of practice through innovation …”  Does this mean that every new 
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technique and every departure from standard chiropractic technique protocols would require 
such approval?   
 


2.3  Advertising 
 
Covered fully in the detailed Guidelines on Advertising for Health Practitioners. 


 
2.4 Health Records 


 
Covered fully in the Code of Conduct in sections 2.2e, 3.4c, 3.16b and especially 8.4 
 
CAAN would support the use of a practitioner-provided glossary to ensure that records are 
easily understood by fellow practitioners as per section 2.4.2. 


 
With regards to 2.4.3, we suggest that a detailed notation of subjective and objective 
responses to care may not always be relevant or necessary on each occasion.  This is 
particularly true in the management of chronic cases. 


 
 
2.5  Names and titles 


Considering the coverage of this issue in the guidelines for advertising for health practitioners 
and the specificity of the National Law regarding the use of titles, there seems no need for 
this section. 


 
2.6  Radiology/Radiography – see detailed response above. 
 
2.7  Diagnostic tools, tests and processes 
 


CAAN suggests the deletion of this section because of its lack of clarity and questionable 
scientific basis.  Considering the state of the peer-reviewed literature with regard to inter- 
and intra-examiner reliability and accuracy of motion palpation and many orthopaedic testing 
procedures, CAAN suggests that the singling out of “… sEMG, X-ray analysis, thermography, 
etc” is at best arbitrary. 


 
As such, we recommend the following re-wording of this section: 


 
  “The over-reliance on any one diagnostic tool or process increases the risk of health 


consumers receiving a misdiagnosis, inappropriate treatment or treatment not 
necessarily required for their health and well-being. 


 
  “Therefore, practitioners should conduct a full and thorough assessment using the tools 


most appropriate for the gathering of information necessary to form a diagnosis.” 
 
2.8  Delegation of practice 
 


Covered by the overview of the Code of Conduct, in particular, sections 1.1, 4.3, 6.2, and 10. 
 
2.9  Acupuncture and Dry Needling 
 


CAAN suggests that these procedures do not form part of the core practice of chiropractic.  
Practitioners using these procedures should be guided by the relevant sections of the 
guidelines of relevant professional bodies, such as the Chinese Medicine Registration Board of 
Victoria, the Australian Natural Therapists Association, etc. 


 
2.10 Working with adults and children 
 


Considering the paucity of scientific evidence to support many of the Board’s assertions in 
this section, CAAN would suggest using section 3.6 of the Code of Conduct to address any 
issues regarding the chiropractic care of children. 
 


2.11  Duration and frequency of care 
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CAAN has serious concerns with many parts of this section.   


 
In particular, we note that health promotion in the chiropractic context is overwhelmingly 
applied in a one-on-one consultation.  To limit one-on-one consultations for this purpose 
would be to limit chiropractic health promotion "on a population level". 


 
Considering the research by Sarnat et al (JMPT 2007) showing the very significant reductions 
in health care costs when chiropractors act as portals of entry into the health care system, 
we believe that section 2.11 may constitute a health risk to the Australian people. 


 
We suggest using components of sections 2, 3, 5, 6 and 8 of the Code of Conduct to address 
frequency and duration of care issues. 
 
In 2.11.1 where reference is made to the “primary goal of chiropractic care…..”  the following 
quotes from the New Jersey State Government statutes for the registration of chiropractors 
may be useful as definitions within the CBA guidelines: 


 
Chiropractic subluxation: a complex of functional, structural or pathological articular 


lesions or a local or systemic aberration of the nervous system caused by pressure, 
traction, stretch, torsion, chemical or electrical irritation, stimulation or inhibition of 
the nerve that compromises neural integrity as determined by chiropractic analytical 
procedures. 


 
Practice of chiropractic: a philosophy, science and healing art concerned with the 


restoration and preservation of health and wellness through the promotion of 
wellbeing, prevention of disease and promotion and support of the inherent or innate 
recuperative powers of the body. 


 
 
2.12  Recency of practice 
 


CAAN has made comment on recency of practice standards in previous submissions. 
 
2.13  Professional indemnity and public liability insurance 
 


CAAN supports the CBA fully with regard to PI/PL insurance. 
 
 
Section 3  Working within the practice environment 
 
As section 3 of the Code of Practice pertains to standards already required under other Occupational 
Health and Safety legislation, CAAN believes that it is superfluous. 
 
Section 4  Working with other practitioners 
 
Considering the presence of guidelines for mandatory notifications, plus sections 4.3, 6.3, 8.1, 8.3, 
8.10, 8.11 and 9.3 of the Code of Conduct, CAAN believes that section 4 of the Code of Practice is 
unnecessary. 
 
The use of the term “informed financial consent” may be better replaced with “informed consent” to 
save further confusion. 
 
Section 5  Working with the broader community 
 
5.1  Spinal postural assessment and public place marketing 
 


Concerns about “scientific and clinical relevance” of screening findings and other matters 
raised in this section can be addressed using the guidelines on Advertising for the health 
professions.   
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CAAN believes that the use of phrases such as “… tout for business …” and the overall 
pejorative tone of section 5.1 of the Code of Practice  may discourage practitioners from 
fulfilling their responsibilities as outlined in section 5.4b of the Code of Conduct. 
 


5.2  Provision of care to health consumers who are at risk 
 


Sections 6.1-6.2 of the Code of Conduct adequately address these issues.  Whilst we support 
the concept of taking extra care and attention with those clients who are at risk, CAAN 
suggests that it is an overly onerous requirement that all staff undertake suicide prevention 
training in the chiropractic context of health care delivery. 


 
5.3  Reporting child abuse 
 


CAAN supports the immediate reporting of suspected child abuse.  However, this legal 
requirement is already covered under other legislation.  It is, therefore, unnecessary in this 
document. 
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April 7 2010 
Attention: Chair, Chiropractic Board of Australia 
Email: natboards@dhs.vic.gov.au  
 
 
The following comments from Chiropractors Association of Australia (NSW) Ltd 
(CAANSW) are in response to the Chiropractic Board of Australia (CBA) Consultation 
Paper on Codes and Guidelines  
 
CAANSW respectfully request a response to the following comments/questions: 
 


1. The Code of conduct for registered health practitioners has covered a broad 
range of issues relevant to all health practitioners. This document has been set 
out clearly and concisely. Why has the CBA deemed it necessary to introduce a 
profession-specific code, when no other national profession has done so? 


  
2. The Code for professional practice for chiropractors in Australia contains 


repetition and unnecessary wording in a number of sections, which in turn can 
lead to confusion as to the purpose of the initial statement. 


 
Specific issues of concern are as follows: 
 


1. There seems to be a strong focus on the care of children in the Code for 
professional practice for chiropractors in Australia in Section 2.10. The 
subsections in 2.10 have already been covered in the Code of conduct in 
Section 3.6. Why has the CBA deemed it necessary to break this section down 
and reiterate when no other health profession has done so?  


 
2. Consideration should be given to Section 2.6 – Radiology/Radiography.  


 
Amendment One: That chiropractic not be limited to the proposed "Red flag" 
list of parameters currently provided in section 2.6.2 of the draft. CAANSW 
propose the CBA adopt the American College of Radiology (ACR) Guidelines 
for the Performance of Spine Radiography in Children and Adults.1  


 
Background: Indications for radiography from a "chiropractic" registration 
board must acknowledge "chiropractic" related health issues and the 
interventions of chiropractic. The proposed red-flags list section 2.6.2 has been 
shortened by the standards set by nearly all international guidelines for 
musculoskeletal radiography. While there is some debate between 
international guidelines proposed for chiropractic, the ACR Guidelines are from 


                                            
1 http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/pediatric/spine_radiography.aspx 
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the largest radiology body world wide, the American College of Radiology, an 
organization of more than 30,000+ members.2  
 
Section 2.6.3 is limited to cases where x-ray of children is deemed “needed” 
that includes “bone pathology”. CAANSW questions how the CBA propose 
how chiropractors work this out without x-rays in most cases? 
 


3. There still remains the question of dual registration. Currently a joint 
registration fee is available for those who are registered as a chiropractor and 
osteopath. CAANSW seeks confirmation that this will still be the case with 
national registration. If not, why not? 


 
CAANSW look forward to receiving your response to this submission in due 
course. 
 
 
Yours sincerely, 
 
 
 
 
 
Bryce Conrad 
President 
CAA (NSW) Ltd 


  
 
 


 
 


                                            
2 http://www.acr.org/SecondaryMainMenuCategories/quality_safety/guidelines/pediatric/spine_radiography.aspx 
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ABN 52 050 164 460  
Attention: Chair  
Chiropractic Board of Australia 
Via email: natboards@dhs.vic.gov.au 
 
 
7 April 2010 
 


 
 


CAASA Submission  
Re: Chiropractic Board of Australia, Consultation paper on Codes and Guidelines 


 
Dear Dr Donato, 
 
CAASA thanks the Chiropractic Board of Australia (CBA) for the opportunity to review these Codes and 
Guidelines. 
 
Please find below CAASA’s comments and queries in relation to  


1. “Code of Professional Practice for Chiropractors in Australia” (referred to as CoPP, or chiropractic‐
specific Code) 


2. “Guidelines on Advertising” (included with 2.3 “Advertising”) 
3. “Code of Conduct for Registered Health Practitioners” (referred to as CoC or cross‐professional Code) 


 


1. Code of professional practice for chiropractors in Australia 
 
A profession­specific section within these Guidelines 
CAASA supports and understands the need for some profession specific guidelines. It is understood that the 
chiropractic‐specific CoPP is a compilation of the current guidelines in existence around the country. It is 
also understood that the CoC and the CoPP are intended to be combined following consultation, which would 
reduce a lot of the repetition. We also hope that adequate time be provided in future for more substantive 
discussion and that a forum for dialogue is allowed. 
 
As stated, CAASA supports the concept of the existence of some profession‐specific guidelines. Such a 
document could indeed be, and in fact, needs to be positive for the health consumer, by providing and 
opening up opportunities for health consumer access to public health information and to allow them to make 
informed choices regarding their health care. Such a document also needs to be a demonstration of 
chiropractic as a mature profession that has robust professional expectations of its professionals. Such a 
document also needs to be supportive of a profession expanding its research base and supportive of 
progression and innovation within the profession. 


 
Detail and prescription in the CoPP 
It  is  noteworthy  that  none of  the  other Boards have  included  such  a  detailed,  prescriptive  and  restrictive 
document as the CoPP for their respective health professionals. Other professions have either adopted the 
cross‐professional  CoC  or  supported  an  existing  code  of  conduct  from  another  body  within  the  health 
profession they represent. 
 
The  creation  of  an  extra  14‐page  document  (CoPP)  is well  beyond  the  professional  expectations  that  are 
required by the other professions’ Boards. This seems excessive and indicates an unnecessary “singling out” 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of  the  chiropractic  profession.  Furthermore,  such  a  detailed,  prescriptive  document  can  never  cover  all 
possible  details  for  all  breaches.  Consequently,  in  future,  the  creation  of  more  and  more  guidelines  will 
become necessary  to  fill  in  gaps  in  the  detail  –  a  logistical  nightmare  for  regulation  and prosecution,  and 
certainly not encouraging of maturity  in the profession.  It will be far more efficient,  inclusive and effective 
for both the regulation of the profession and the protection of the public to follow the more general tone and 
broader level of detail existing in the CoC.   


                 
Whilst we  understand  that  this  document was  created  by  compiling  existing  documents  from  around  the 
country,  such  a  detailed  and  prescriptive  document  is  still  notably  unaccompanied,  however,  by  any 
supporting  evidence  or  rationale  to  justify  the  specifics  and  the  details  of  these  extra  guidelines.  For  a 
document, which refers frequently to the importance of factual, scientific and evidence‐based approaches, a 
lack of supporting evidence or rationale for its own existence is a disappointing irony. 
 
Essence of the CoPP 
The essence of  the CoPP  is markedly different  to  the essence of  the cross‐professional Code of Conduct as 
featured  in  the  majority  of  other  health  professions’  consultation  papers.  The  cross‐professional  CoC 
appropriately  guides  matters  of  the  principles  of  ethics,  teaching,  professional  behaviour,  professional 
boundaries and the like. This is reasonable for such a document. The CoPP however, prefaces the document 
with :  
 
“Chiropractors have responsibilities and obligations to consumers of their health services, the Chiropractic 
Profession and to the broader community to provide safe, beneficial, responsible and competent health care 
which meets best practice standards and is responsive to individual, group and community needs, within a 
context of justice and respect for people’s rights.” 
 
This statement would equally apply to any other health professional.  The presence of this statement in the 
CoPP seems to imply that Chiropractors cannot be trusted to be aware of the above, whereas other health 
professionals can, and thus that chiropractors, specifically, need to be guided as such by a profession‐specific 
Code of Conduct, whereas the others do not.  
 
Preparation of graduates in chiropractic programs vs. other health profession programs 
The presence of “Profession­specific practice and performance aspects” which form part of the CoPP also 
imply that the profession requires extra guidelines, in addition to those required by the other professions 
in practicing and performing their profession. This implies that chiropractors’ training and qualifications 
have not adequately prepared them for their health profession, compared to the training and preparation of 
other health professions. Furthermore, the document states that the CoPP also contains: “…areas of conduct 
and ethics where the Board felt there needed to be further guidance for practitioners.” There appears to be a 
lack of any supporting evidence, rationale or justification for this to be above and beyond that expected for 
all other health professions.  
 
The existence of the prescriptive detail of the CoPP is a criticism of the Chiropractic University programs –
and insinuates that the preparation of their graduates is not sufficient, compared to the preparation of 
graduates in other health professions. That is, the existence of the CoPP insinuates that the university 
programs are not adequately producing graduates who are competent clinicians and prepared for 
professional practice. Once again, it is noteworthy that no other health profession has seen it necessary to 
imply doubt regarding the training of their graduates to this extent. 
 
Tone of the CoPP 
The tone of the CoPP differs markedly from that for the cross‐professional CoC. The latter document’s tone is 
appropriately positive, informing, encouraging, responsible, inclusive and respectful. The tone of the CoPP 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for chiropractors is derogatory, disrespectful, oppressive, demeaning and assumes poor conduct of the  
professionals. This is disappointing, as it does not enhance the maturity of the profession and is published 
for public exposure. 
 
It is understood that some profession‐specific components to the Guidelines are important. Prefaced by the 
above, we respectfully bring the following specific points to the Board’s attention for consideration when 
preparing your next draft. 
 
Section 1: Working with the Patient, Client, and Consumer 
1.1 Rights and Responsibilities 
The CAASA welcomes the description of rights and responsibilities, especially the inclusion of the provision 
for the health consumer to be an informed and active participant in their healthcare.   
1.1.1 Dot point 16 requires clarification.  
1.1.2 “withdraw their consent to care and treatment, including the right to discontinue care at any time, 
  against the advice of a practitioner, except where legislation waives the right;” 
What legislation is this referring to? The intent of this point is unclear. 
1.1.1 Dot point 18: “refuse to give access to some or all of their health information;” This statement should be 
followed with “whilst informing the practitioner that some health information is withheld” 
 
Recommendation: That clarification of the above points is made. That 1.1.1 dot point 18 read as 
“refuse to give access to some or all of their health information, whilst informing the practitioner if 
some relevant health information is withheld” 
1.2 & 1.3 Capacity to give consent and Informed Consent 
This section is adequately covered in the Cross professional CoC. Additions such as: 
  Dot point 2, “All information provided to the patient should be reasonable and accurate and capable 
  of being substantiated by a reasonable body of knowledge” should not appear in the Chiropractic‐
specific Code if the same expectation is not required of all other health professionals. 
1.3.2 re Communicating with other practitioners  
This is adequately dealt with in Section 4 “Working with other practitioners” in the Cross Professional Code.  
1.3.3 & 1.3.4 re Interpreters & Communication  
This is adequately covered in Cross Professional Code 3.3 “effective communication” In “Working with 
Patients or clients”. 
Recommendation: That 1.2 & 1.3 are deleted for the above reasons 
 
I.4 Refusal to provide a service & discontinuation of treatment prior to completion of course of care. 
This scenario is identical as would be for all health practitioners and as such, CoC Section 3.13 (and not 3.12 
as misprinted in the CoPP) covers this scenario adequately. Expansion on this using extra detail is 
unnecessary and does not add clarity. 
Recommendation: That 1.4 is deleted for the above reasons. 
 
1.5 Confidentiality and Privacy 
The introduction to this is covered in CoC 3.4 
1.5.1 Re Providing confidential/private surroundings: This is covered in CoC 3.4 point (f). 
1.5.2 Re Staff respecting confidentiality: This is covered in CoC 3.4 point (h) 
  
Fees 
This section is excessively specific in its conditions and also duplicates sections already existing. The cross 
professional Code (CoC) does not seek to restrict or dictate to the other health professions with such detail. 
1.6.1 This applies to all health professions and is covered in CoC 3.5 (c) as follows “ensuring patients or 
clients are informed about and agree to associated fees and charges before service is provided”. 
1.6.2 covered in 3.5 of CoC in Informed Consent regarding fees. 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1.6.4 re consent without coercion, duress, misrepresentation. This is covered in 3.5 Informed Consent in 
CoC. 
1.6.6 This is already covered in CoC 2.2 (i) 
1.6.7 Financial and management plans 
It is unclear what the basis/evidence/ rationale is for the “3 months” listed in Section 2.2. The mention of “3” 
months appears arbitrary. The existing statement in CoC 2.1 Intro ( b) should be followed: Providing good 
care includes:  formulating and implementing a suitable management plan (including providing treatment and 
advice…).                            
Management plans, particularly for chronic conditions, frequently require more than 3 months to be 
adequately cared for. For example, the South Australian Motor Accident Commission’s “Whiplash‐Associated 
Disorders Management Pathway” guidelines consist of management protocols for up to 9 months.  
 
Furthermore, financial plans and clinical management plans are very different. This difference is not, 
however, delineated here in the CoPP. Financial plans are a common Law consideration. Clinical 
management plans are applicable to the clinical context as covered in 2.1 Intro b).  
Recommendation: The above sections are deleted or replaced as listed above. 
 
1.7 Professional Boundaries 
CAASA strongly supports high professional boundaries for all practitioners where such violations as sexual 
misconduct or other abuses of power could take place. The detail described in CoPP (eg. divulging sexual 
fantasies and innuendo jokes) however, lists numerous specifics of this misconduct, without fully listing all 
possible breaches of this guideline. Also, the detail with which it is written does seem to imply that 
chiropractors have a predilection for this improper behaviour over other health professionals. Is there any 
basis to this? 
Recommendation: As 1.71, 1.72, 1.73, 1.74, 1.7.5, 1.7.6, & 1.7.7 would apply to all health 
professionals, and Section 8.2 of the CoC adequately covers what is good practice to prevent these 
issues, it is recommended that this section is reduced to the generalities of section 8.2 of CoC to allow 
for any prosecution taking place for such offences to be full and unrestricted by guideline semantics. 
 
2.1 Continuing Professional Development 
This is covered in the Guidelines on CPD which feature in the final section of the consultation paper. 
 
2.2 Responsibilities of the practitioner 
Practitioners should be able to extend their scope of practice based on their knowledge, skill and learning. 
This section implies that any innovation must be pre‐approved by the Board/and the profession, however 
this requirement is markedly missing from the Cross professional code of practice (CoC) as required by 
other health professions. All health professionals should be encouraged to progress and create innovations, 
extend their scope of practice and consequently achieve improved clinical outcomes for consumers, equally.  
 
What would be the protocol for pre‐approval of innovations by the Board?  
Section 8, p.12 of Guidelines for Advertising of Regulated Health Services states that pre‐approval of 
advertisements cannot be done by any National Board. Therefore, it is difficult to imagine the likelihood of 
the Board being able to handle the logistics of pre‐approving innovations of the profession. The time and 
costs involved to the Board would be excessive and would restrict the development and maturation of the 
profession.  
It is completely unreasonable to expect this of chiropractic innovations if it is not expected of any other 
health profession. Furthermore, Guild Insurance possesses a list of chiropractic techniques that are insurable 
and guided by the CAA. 
Recommendation: 2.2 should be deleted for the above reasoning and practitioners should adhere to 
the requirements of 4.2, 4.3, 4.4, 4.5 of the cross professional CoC and the Guild list of insurable 
techniques. 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2.3 Advertising, and 
“Guidelines on advertising of regulated health services” (from the stand­alone section in consultation 
paper.) 
The definition of advertising as added in the CoPP is as follows. 
“For the purpose of this code of practice, advertising includes any form of public or private communication that 
could reasonably be seen as an intention to promote the profession, the individual practitioner or chiropractic 
practices.”                           
This definition is far too broad. From this definition, these Guidelines would also apply to a verbal 
conversation. For this to adhere to the conditions applicable to advertising eg. “advertising of services must 
not: d). use testimonials or purported testimonials”, this would mean that ANY verbal discussion referring to 
chiropractic cases, third party reports, with any person, anywhere, anytime would, through this wording, be 
against the National Law. It is unacceptable and inappropriate to restrict discussion and essentially free 
speech in this way. 
 
Once again, the requirements, in this case, for advertising, should apply equally to all health 
professionals. The above definition of advertising does not appear in the CoC and as such it would be 
discriminatory against chiropractic to require such limiting of communication to be above and beyond the 
communication allowed by other health professions.  
 
This is further demonstrated by the Code’s own descriptions in CoC 1.2 Professional Values & Qualities as 
follows: “Practitioners have a responsibility to protect and promote the health of individuals and the 
community.” Chiropractors’ “public and private communication” could feasibly include mention of 
chiropractic cases and this guideline would prevent communication by a health professional which is 
required for them to fulfill their responsibility to the public regarding health promotion. This restriction 
limits the health consumer’s access to health information, which contradicts: 
  1. CoC, Introduction 1.1 Use of the Code: “Practitioners have a responsibility to protect and promote 
the health of individuals and the community”. 
  2. CoPP 1.1.1: “Consumers have the right to: accurate and up to date information about their care and 
treatment and the services and options available to them, sufficient to enable them to   make informed decisions 
about their care;” and  
  3. Guidelines for advertising of regulated health services 4. (o): “advertising may contain: o)  any 
statement providing public health information encouraging preventative or corrective  care.” 
 
Recommendation: The Guidelines for advertising of regulated health services are extremely 
comprehensive and are adequately defined and detailed. As such, it is strongly recommended that 
2.3 of CoPP , which excessively broadens the definition of advertising and effectively limits public 
access to health promotion information, (and only features in the chiropractic­specific Code), be 
removed. 
 
In: “Guidelines for advertising of regulated health services” Section 3, Professional Obligations, lists the 
following requirement: “Practitioners should not allow the services they provide to be advertised or make 
themselves available for ‘advertorials’, media reports or magazine articles to promote particular health services 
or therapeutic goods unless they have made specific arrangements to approve and sign off the content and have 
had reasonable opportunity to ensure that the published version of the advertorial or article adheres to these 
guidelines.” 
 
Importantly, adhering to the definition of advertising in 2.3 of CoPP would mean that any comment through 
the media, which could “be reasonably be seen to promote the profession” (as in CoPP 2.3) would need to 
adhere to all the listed advertising guidelines, including signing off on published version. As media do not 
generally provide the opportunity to review the content and sign off on published versions of articles, it is 
unacceptable to effectively prohibit practitioners to comment through the media. This is especially 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unreasonable for spokespeople of the CAA as well as related peak bodies in other health professions. In 
addition, for such media comments to be required to adhere to all the advertising guidelines listed, would be 
impossible when dealing with journalist deadlines and other requirements.  
 
Furthermore, this restriction limits the health consumer’s access to health information, which contradicts: 
  1. CoC, Introduction 1.1 Use of the Code: “Practitioners have a responsibility to protect and promote 
the health of individuals and the community”.                 
  2. CoPP 1.1.1: “Consumers have the right to: accurate and up to date information about their care and 
treatment and the services and options available to them, sufficient to enable them to   make informed decisions 
about their care;” and  
  3. Guidelines for advertising of regulated health services 4. (o): “advertising may contain: o)  any 
statement providing public health information encouraging preventative or corrective  care.” 
 
Recommendation: That the paragraph in Guidelines for advertising of regulated health services, p. 3 of 
that section, Professional Obligations, Authorising the content of advertising” as follows: “Practitioners 
should not allow the services they provide to be advertised or make themselves available for 
‘advertorials’, media reports or magazine articles to promote particular health services or therapeutic 
goods unless they have made specific arrangements to approve and sign off the content and have had 
reasonable opportunity to ensure that the published version of the advertorial or article adheres to 
these guidelines” 
be deleted and replaced with a statement such as :  
“The practitioner should take all reasonable steps to ensure accuracy of the reported story/article/ 
advertorial.” 
 
Section 3.Professional Obligations  
Further, in Guidelines for Advertising of regulated health services, CAASA brings the following section to your 
attention. 
, p. 3 of this section, “Substantiation of claims” 
”Unless there is accepted scientific evidence that there are no material risks associated with the type of 
treatment, an advertisement for services should alert the public to the fact that there are associated health 
risks.” 
AND 
5. j).  
To comply with s. 133 of the National Law and these guidelines, advertising of services must not:  
(j) Fail to disclose that there are health risks associated with a treatment. 
 
CAASA supports that informing consumers of associated material risks with any type of chiropractic care is a 
standard and important part of the informed consent clinical procedure. An advertisement, however, is 
usually, by nature, not specifically directed towards a particular individual, for example a newspaper or 
radio advertisement. Informing consumers of material risks should be applicable to their particular case, 
based on their particular conditions, being mindful of other additional complicating or involving individual 
factors. Information regarding material risks to consumers also needs to be clear and specific to the 
particular type of care or treatment procedure proposed. This can only be appropriately and completely 
performed during a one on one consult, and is, therefore, not appropriate in a generic advertisement.  
 
Furthermore, CoC, Section 3.3 (f) states that Effective Communication involves:  
f). ensuring that patients or clients are informed of the material risks associated with any part of a 
proposed management plan...". That is, a “proposed management plan” is specific to the individual and as 
such, relevant risks can only be disclosed as specific to the individual’s proposed management plan. 
Therefore, disclosure of risks as part of a proposed management plan is appropriate, but contradicts the 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requirement in 5. j) which may apply to a generic advertisement. The latter would therefore be 
inappropriate, incomplete and possibly irrelevant for an individual consumer. For example one does not 
expect a warning on paracetamol adverts alerting buyers to the real danger of kidney nephropathy. 
Recommendation: 
That the material risks required to be warned about by chiropractors are relevant to the individual 
health consumer. It is recommended that these remain in the informed consent sections of the      
Guidelines and are deleted from the advertising guidelines for chiropractors, as it is not appropriate 
to individualised clinical care.  
 
2.4 Health Records 


Health records are an integral part of any clinician’s responsibilities and, as such, should be equally 
delineated for all health professions. The CoC section 8.4 adequately and clearly covers the requirements of 
such records.  


The derogatory tone featured in 2.4.2 is unacceptable, especially when it exists in addition and far beyond 
that which is described for the other professions in the CoC.  


Such comments as: “a practitioner must not change a health record to deceive anyone” and “practitioners must 
not inappropriately amend or falsify a consumer’s clinical record” are contemptuous and unacceptable. 
 


2.4.3 dot point 6 “the health consumer’s response to the care, both subjective and objective on each occasion;” 


The meaning of this is unclear: Particularly, “Response to the care…..on each occasion”. This is appropriate if 
obtained at the beginning of the consultation. This is not always appropriate, however, if this applies to 
seeking this information at the completion of the session. As would be equally expected with home advice, 
exercise program, medication, lifestyle modification, postural training etc, it is feasible that the health 
consumer’s response to care may not be apparent immediately following the care, but more likely, on some 
occasions, would become apparent between visits and by the next visit. Therefore it is not appropriate to 
require recording of the “response to care… on each occasion” as observed or elicited immediately following 
the visit. If this sentence however, refers to subjective and objective records on presentation at the 
commencement of the visit, this is appropriate.  
 
Recommendation: 
The detail of this section is excessive, and suggests a distrust in chiropractors, more than any other 
health profession, to keep accurate and truthful health records. These requirements are in excess of 
those required by the other professions utilising the CoC. It is recommended, therefore, that 2.4 of 
CoPP be deleted and that the adequate CoC section 8.4 is utilised.  
 
2. 6 Radiology / Radiography 
Chiropractors are qualified to take and order radiographs as mentioned in 2.6. Chiropractors must, as the 
document states, “abide by the provisions of Code of Practice for Radiation Protection in the Medical 
Applications of Ionizing Radiation (2008) and Code of Practice for Radiation Protection in the Applications of 
Ionizing Radiation by Chiropractors (2009).” These additional requirements appearing in this CoPP are 
inappropriate and again blatantly doubt chiropractors’ clinical decision‐making ability regarding 
radiography.  Other professions ordering radiography do not have such detailed requirements placed on 
them and are seen to be trusted in their ability to make such clinical choices and decisions.  
 
Recommendations: 
CAASA is aware that CAA (National) has included a comprehensive analysis of the possibilities for 
guidelines for radiology/radiography in their submission to the CBA. 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CAASA recommends that the CAAN recommendations, which utilise wide­ranging worldwide input, is 
considered for use for this section. 
 
2.7 Diagnostic Skills 
Chiropractors  use  a  wide  range  of  tool  and  skills  to  best  care  for  their  patients.  This  section  again  is 
derogatory  and  contains  a  sense  of  distrust  toward  chiropractors  and  is  unacceptable  to  a  registered, 
university trained profession. Chiropractors’ under‐ and post ‐graduate training prepares them to interpret 
the  diagnostic  procedures  they  use.  Mis‐use  of  any  diagnostic  testing  is  unprofessional  for  any  health 
profession.  
 
Examples follow:   
“…risk of a health consumers (sic) receiving a misdiagnosis, exaggerated diagnosis, inappropriate treatment 
or treatment not necessarily required for their health and well­being.” 
“…they should not misrepresent the findings of any test or assessment tool” 
“…members of the public may be misled as to the value of those findings in relation to their own situation.” 
“…should not be misrepresented as to their clinical value in the diagnosis or prognosis of vertebral 
subluxations or other neuro­pathomechanical syndromes.” 
 
Recommendation: 
Such contempt for the use and implied mis­use of diagnostic tools, tests and processes does not exist 
in the CoC for the other professions. Such requirement of diagnostic tools, tests and processes are 
also not required by the other professions through the CoC. It is hence recommended that Section 2.7 
of the chiropractic specific Code be completely deleted. 
 
2.8 Delegation of Practice 
This is all common sense for a professionally‐trained practitioner. If this section is included, further detail is 
required regarding definitions of “ancillary procedures”. Would talking with /listening to a patient about 
their stresses and life problems, as could reasonably occur at a front desk situation, be considered an 
ancillary procedure? 
 
2.10 Working with Adults and Children 
Again, this is far in excess to the requirements described in CoC as required by the other health professions. 
Section 3.6 of CoC adequately covers the care of children and young people.  
 
Re 2.10.6 “Special consideration must be given to chiropractic management of neonates as examination and 
treatment of this group may be complex and may require advanced diagnostic skills, assessment and training.” 
This is unnecessary. ALL aspects of chiropractic, across all sectors of the society require advanced diagnostic 
skills, assessment and training, NOT just neonates. 
 
2.10 Working with Children 
2.10.7 (point 5) Regarding: “Frequent chiropractic checks or treatment of children without symptoms or signs 
has not been supported by current available evidence and is currently not recommended, except for assessing 
developmental milestones. Should a parent elect to have their child undergo regular chiropractic examination 
or treatment in the absence of any clinical justification then it is the responsibility of the practitioner to provide 
the parent with a balanced view of the factual evidence relating to such examination or treatment as part of the 
informed consent process.” 
 
This point is irrelevant to clinically competent, professionally trained chiropractors. Any implication that 
treatment would be performed; “in the absence of any clinical justification” in ANY person, whether adult or  
child is excessively stating the obvious and, is, therefore unnecessary.  These standards are common sense in 
the care of ALL sectors of the population. Singling out children, or any other group is illogical. 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2.10.1 University prepares clinicians well for clinical thinking. This section is out of place in a section on 
adults and children.  
 
2.10.2 Re Informed consent 
This is adequately covered in 1.3.3 of the Informed Consent Section. The extra detail and the use of the 
implication of “exploitation” is again denigrating to the profession implies that the profession is                      
untrustworthy. This does not encourage profession maturity and is well beyond that which is described to 
the other professions in the CoC on working with children. If other professions do not require this guideline, 
then neither should chiropractors. 
 
e) 2.11.9 In cases where treatment continues in excess of 3 months in duration, the ongoing use of periodic 
validating objectives and subjective outcome measures is necessary in order to justify ongoing care. 
The apparently arbitrary use of 3 months has again been used without accompanying rationale, evidence or 
justification. Such prescription of detail to “justify ongoing care” is again derogatory and unacceptable to 
clinically competent, professionally trained chiropractors. 
2.10.4 This should be covered in the section on radiology/radiography 
2.10.5 This attempts to briefly but not completely describe clinical judgment and thinking for the 
chiropractor. These clinical thinking and skills are out of place in such a document. 
2.10.7 dot points: Professionally trained chiropractors are well aware of these considerations and are also 
aware that these considerations apply to ALL sectors of the population, and not exclusively to children.  
Last dot point: 
  “practitioners should be aware that ‘screening’ for health problems may be associated with harms such 
  as false positives which may generate anxiety and unnecessary treatment.”  
This statement has no place in this document and is common sense for all ‘screening’ in the community. 
Recommendation: 
This section is well beyond the requirements for all other health professionals as detailed in the 
corresponding section in the CoC (3.6). The clinical abilities of the professionally trained 
chiropractor are implied to be distrusted and there is undue singling out of children’s care that 
should apply to the care of consumers of all ages. It is strongly recommended that this section is 
deleted and replaced with Section 3.6 of CoC. 
 
2.11 Duration and Frequency of Care 
This section once again, doubts the clinical judgments of professionally trained practitioners.  
We bring the following sections to your attention: 
1.“These frequency and duration of care guidelines are provided to assist chiropractors in their clinical decision­
making.”  
No such assistance is seen to be necessary to be provided to other health professionals in the cross‐ 
professional CoC.  
 
2. “The primary goal of chiropractic care is to promote and optimise good health and function,  maintain it, and 
prevent the recurrence of injury and dysfunction.” 
This “goal” is lacking any reference. It differs from the CAA and WFC definitions.  
 
3. “Practitioners should avoid promoting consumer dependency, somatisation, illness behaviour or secondary 
gain.” 
This is common sense to a professionally trained practitioner. Furthermore, as this does not exist in the CoC 
of all health professionals, then it should not exclusively appear here. This should either be described for all 
health professionals or for none. The exclusive listing of this sentence in the chiropractic‐specific Code is 
derogatory to the ethical standards of chiropractors if it does not appear for all others.  
 
2.12 Informed consent covers this adequately and more clearly.            9 







 


2.11.3 & 2.11.4 &2.11.5 &2.11.6 These sections are overly prescriptive on the clinical judgment of the 
chiropractor and, as such, do not encourage maturity of the profession. Once again, this is well beyond what 
is expected in the CoC of the other health professions.  
2.11.7 This is well covered in CoC Section 4 “Working with other practitioners”. 
2.11.8 Repetition                         
2.11.9 Once again, this seemingly arbitrary “3 months” is used as a period of time in which “justifiable care” 
 takes place without accompanying rationale, evidence or justification. Such prescription of detail to “justify 
ongoing care” is again derogatory and unacceptable to clinically competent, professionally trained 
chiropractors. The preventative care model is ubiquitous among chiropractors. There are many postulations 
as to why regular chiropractic visits are beneficial not least being monitoring of patients keeping to a healthy 
lifestyle. 
Recommendation: 
The “primary goal of chiropractic” should be worded as agreed upon by the profession in wide­
ranging & accepted definitions eg CAA or WFC etc. 
Dictating the clinical protocols and judgments of the practitioner is not appropriate, especially when 
no such distinction is in place for the other health professions via the CoC. Ethical care is well 
covered in the CoC and as such, the Section 2.11 should be deleted.    
 
3.1 Standards of Premises 
3.1.1 &3.1.2 This is common sense and is out of place in such a document.  
 
3.1.2 dot point 2 “arrangements for obtaining after hours services where applicable and how to obtain 
assistance in emergencies.” 
This is excessive to be listed here as a point requiring guidance.  
 
3.2 Maintenance of Equipment 
This is all common sense. 
 
4. Working with other Practitioners 
This is adequately covered in the CoC Sections 6.3 and 8.3 as well as the Guidelines on Mandatory 
Notifications 
 
4.3 Acting as a consultant 
It is unclear as to the definition of a “consultant”. Could this apply to a chiropractor that is giving a 2nd 
opinion to a consumer? If a chiropractor happens to be the 2nd in the line of chiropractors the patient has 
consulted with, does this fit the definition? As such, is the practitioner restricted from providing care unless 
a referral has been obtained from another practitioner? This would contradict the primary care nature of 
chiropractic practitioners.  
Recommendation: In the interests of consumer­centered care, and of clarity, it is recommended that 
this section be revised and re­worded for clarity of intent. 
  
5. Working with the broader community 
5.1 Spinal postural assessment and public place marketing 
 
The derogatory tone begins immediately in this section:  
“These activities should be done in the full knowledge that there is no objective data to support the reliability 
and validity of screening for spinal disorders.” 
This wording is demeaning and unnecessary, particularly without any accompanying evidence of objective 
data to support the unreliability and non‐validity of spinal screening. 
5.1.1 This is written in a contemptuous tone for chiropractors once again and is inappropriate:  
“….should not in any way engender fear, or be designed to engender fear” 
“Practitioners should not tout for business” 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“…Deliberately create a false outcome of the screening” 
“No attempt should be made to:  • Engender fear in the mind of the participant;” 


 
5.1.4 Re: charging a fee  
It is not unreasonable for a practitioner to charge for his/her service. Whilst a spinal screening/postural  
assessment can be a positive example of a public health information opportunity and public health 
education, it is not reasonable to expect it as a free community service. The practitioner should be able to 
choose whether or not they charge for such a service. 
 
Recommendation: 
That this section includes a definition of “screening”.  
That any reference to lack of objective data is accompanied by objective data to justify such a 
judgement. 
That the practitioner should be able to choose whether or not they charge for such a service. 
 
5.2 Provision of care to consumers who are at risk 
5.2.1 Re: Course in suicide intervention 
CAASA acknowledges that suicide is a significant issue within the community. However, it is unreasonable to 
expect that a chiropractor and all their staff will complete a course in suicide prevention. This does not 
appear in the CoC for other health professions and as such, we can see no justification for it to be exclusively 
required for chiropractors and their staff. 
 
Dot point 3 re documenting 
This is covered in the health records section (8.4 (e)) of CoC. 


 
3. Code of conduct for registered health practitioners 
 
3.14 Personal relationships 
It is common for chiropractors to be the primary provider of chiropractic services to their team and family.  
 
Recommendation: Replace 3.14 with  section 6.9.2.1 of  the CAAN Code of Professional Conduct  and 
Practice for Chiropractors (2005): 
“As  chiropractic  does  not  involve  critical  care  (such  as  surgery)  and  does  not  involve  in­depth 
exploration of the patient’s psyche (such as occurs in psychology) and as chiropractic has a philosophy 
that health care is more than the treatment of symptoms and disease and often involves asymptomatic 
care, it is the policy of the CAA that chiropractors maintain the privilege of providing chiropractic care 
to their immediate family members and partners, providing that: 


- adequate records are kept; 
- confidentiality is maintained; 
- at all times an option to discontinue care is maintained.” 


 
9.2 Practitioner Health 
CAASA brings the following to your attention: 
1. Featured on p. 13 of CoC: 
“Good practice involves: c). understanding the principles of immunisation against communicable diseases and 
being immunised against relevant communicable diseases” 
 
In the interest of practitioner safety, and the safety of those patients/clients he /she is in contact with, high 
standards of evidence based rationale should be expected for a medication recommended, whether 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vaccination or other medication. As this point lacks any attachment of reference to evidence base for 
rationale as well as safety, we cannot support the potential for practitioners nor those patients/ clients he 
/she is in contact with to be put at risk as a result of a generic medication recommendation. Furthermore, 
there should never be a requirement for any enforced medication for registration of any health 
professional. 


 
Recommendation: That this point is edited as follows: 
Either: “Good practice involves: c). understanding the principles of immunisation against 
communicable diseases.”   
 
2. Featured on p. 13 of CoC: 
Good practice involves: a). attending a general practitioner or other appropriate practitioner to meet health 
needs.  
Dictating how a consumer specifically cares for their health is unacceptable in these guidelines.  
Recommendation: That the sentence be replaced with the more appropriate one featured in the 
Optometrists’ version of the CoC document: 
i.e. replace “a) attending a general practitioner or other appropriate practitioner to meet health 
needs” 
     with  “a) attending to personal health needs” . 
 
CAASA thanks the CBA for the opportunity to comment on the Codes and Guidelines. We understand that 
further consultation with the profession and all stakeholders is intended to continue. We hope that with 
adequate consideration and justice that a comprehensive set of guidelines can be formed, which is positive 
and supportive for the profession’s maturity, as well as encouraging professional and quality care of the 
health consumer, and encouraging and informing consumers to be involved and active participants in their 
health care. 
 
 
Yours sincerely, 
 
 
 
Dr Zoe Love 
Chiropractor 
President, Chiropractors’ Association of Australia (South Australia) 
on behalf of the CAASA Board 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GONSTEAD CHIROPRACTIC  SOCIETY 
                              (AUSTRALIA) 
 
Suite 11-12       
283A Miller Street     Ph:  +61 2 9929 2229 
North Sydney NSW 2060         Fax: +61 2 9929 3344 


      Australia         E: andrew@thechiropractor.com.au 
 
 
Chair 
Chiropractic Board of Australia 
 
 
Dear Sir/ Madam, 
 
The Gonstead Chiropractic Society (Australia) represents 150-plus practising members 
and several hundred Chiropractic students throughout Australia and New Zealand. The 
GCS (Aust) conducts Seminars and workshops in Australia and New Zealand on the 
Gonstead Technique. The Gonstead Technique represents the worlds longest running 
Chiropractic seminar and is taught in some form at nearly all Chiropractic colleges 
around the world, in particular at Macquarie University, RMIT and New Zealand College 
of Chiropractic. 
 
As the Gonstead Chiropractic Society (Aust) is dedicated to the education of 
Chiropractors and the way they apply the Chiropractic principle, we would like to offer 
our comments in regard to the proposed codes and guidelines. The safety of patients is 
our major objective and we believe that this may be compromised if many of these 
proposals proceed.  
 
The GCS (Aust) and its members pride themselves on specific, effective and safe 
Chiropractic care.  We do not wish to compromise any of these factors in our private 
practices. As Gonstead Chiropractors we utilise the radiographic analysis to confirm our 
clinical impression of the patient.  The primary determination of the nature and location 
of the likely subluxation is made with consideration of the patient history, 
instrumentation, visualisation, static palpation and motion palpation.  Once the physical 
examination is completed, the Gonstead Chiropractor would normally refer to the 
radiograph to confirm his/her clinical impression of the patient. The listing, that the 
image provides, enables the chiropractor to be segmentally specific and apply the 
correct line of drive when delivering the adjustment to correct the subluxation. 
 
Chiropractors can be legally liable for incorrect treatments that result in patient injury. 
Chiropractors use X-rays to investigate the possible presence of pathology and 
congenital defects in patients. In addition we need X-ray images to determine the cause 
of segmental dyskinesia that is accompanied by symptoms and signs such as pain, 
paresthesia, antalgia and others. 







 
Chiropractors, especially those that use the Gonstead System of Chiropractic, utilise a 
segmental specific hands on adjusting technique that requires a high degree of 
intersegmental accuracy in the diagnosis (and understanding of an individual’s 
anatomical uniqueness). This accuracy is the reason for its effective resolution of the 
presenting complaints. The x-ray image gives the practitioner information relating to the 
line of correction, the best adjusting table of choice, depth of adjustment required, on 
going preventative/maintenance advice, patient management and outcome 
expectations.  
 
The use of “red flag” guidelines is inappropriate for the Chiropractic profession. 2.6.2 The 
need for X-rays is supported in cases where “red flags” (suspected pathology) are elicited from 
the clinical history and examination, for example:…… While we accept that this guideline 
may be appropriate for general medical practice, there are obvious differences in patient 
management from general medicine to Chiropractic. 2.6 Chiropractors use radiography for 
several purposes following the identification of various history and examination findings, 
including: confirmation of diagnosis/pathology; determining appropriateness of care; identifying 
contra- indications or factors that would affect or modify the type of treatment proposed and to 
allay significant health consumer anxiety/fear. I can appreciate how vertebral count, 
vertebral architecture, the presence of congenital anomalies, the plane line of the disc, 
and so on, would be of little interest to the GP who is considering which anti-
inflammatory drug he is going to write a script for, or which referral he is going to 
recommend.  The Chiropractors need for an x-ray differs from the medical profession 
and these rights need to be preserved by our legislative body. Every effort should be 
made to limit the erosion of our diagnostic ability and the erosion of our safety to the 
patient.  
 
The comments made in 2.6 and then in 2.6.2 are contradictory as the list of “Red Flags” 
does not allow the Chiropractor to “determine appropriateness of care; identify contra-
indications or factors that would affect or modify the type of treatment proposed” There 
are a multitude of congenital conditions that are only identifiable on x-ray that may affect 
or modify the care for the patient e.g. congenital block vertebra, sacralisation, 
lumbarisation, occipitalisation, cervical ribs, hemi vertebra. The list is very long and not 
needed here. Old compression fractures and spondylolisthesis are conditions that will 
affect the type of treatment provided. How do you know if there are conditions in the 
patient that may alter your approach to care unless you take a film? It is then that you 
will see the structure that is about to receive your high velocity short amplitude thrust.  
 
To see is to know and not to see is to guess. As these guidelines are about patient 
safety I am sure the health consumer would not want any practitioner guessing about 
their spine and the care that Chiropractic offers. To limit Chiropractors to x-raying only 
for ‘Red Flag’ conditions is of a great risk to the consumer’s safety. It is not in their best 
interest to guess. The Chiropractor as a registered, University trained, health care 
professional must retain the right to determine when and when not to take an x-ray 
based on their clinical examination and findings.  
 
We agree that any decision to take an x-ray must be justified. We have already outlined 







the many justifications above.  
We do not agree that a Chiropractor has to demonstrate that the benefits outweigh the 
risk of ionizing radiation. The risks are so low that the proposal is farcical and 
demonstrates a lack of appreciation of the progress made in the technology of spinal X-
Ray imaging.  
2.6.1A practitioner must be able to justify any decision to obtain any diagnostic imaging of a 
patient and demonstrate that any benefits outweigh the risks associated with ionizing radiation. 
 
Physicists from the Victorian Radiation Safety department have expressed to one of our 
members that they consider the doses in Chiropractic practices are usually insignificant.  
Chiropractors are unique amongst x-ray personnel, in that they usually measure their 
patients and calculate an exposure rather than rely on estimated exposures and then 
several re-takes to get the correct exposure values and the correct image density.  
Hence re-takes in Chiropractic practice are rare, whereas they are, or have been, 
commonplace in radiology practices.  Most Chiropractors now have rare earth screens, 
many have high frequency generators and there is a progression towards digital 
radiography now that the price of digital equipment is becoming more reasonable. Re-
takes never occur when using digital imaging. The recent requirement for compliance 
testing and certification of a Chiropractor’s x-ray installations will serve to increase the 
average quality of equipment in the field.  It is accepted that full spine radiography, as 
practised by most of our members, produces a less total body dose than does sectional 
radiography as performed in medical radiology clinics.  
 
Therefore, we are left wondering what the intended guidelines are attempting to protect 
the public from.  One New Zealand study likened the radiation dose (from an OPG 
procedure) to the same risk of mortality as smoking one cigarette, driving 10 kilometres 
in a car, or flying 400 kilometres in an aircraft.  We accept that the risks of these 
everyday activities are acceptable and do not cause us to cease these activities. We do 
not accept that the type of restraint outlined above, is necessary.  
 


The taking of any x-ray is never routine and the same applies to children. There are 
certain conditions in children that require accurate x-ray analysis to determine the most 
appropriate approach to care. An example of this is in the occipital subluxation that can 
go either Anterior Superior or Posterior Superior. This subluxation (positional dyskinesia 
fixation) can only be accurately identified on the lateral cervical film. An incorrect guess 
can have devastating effects on the patients care. As Gonstead chiropractors, we do 
not guess. We see the subluxation on the radiographic image and then make the 
decision on the specific contact plus the precise line of drive to correct the subluxation. 
This knowledge allows us to proceed with the treatment with full confidence and a 
thorough knowledge of the patient’s condition. 
2.6.3 The clinical indications for requiring X-rays of children is limited to conditions such as 
fracture, dislocation, bone pathology, unresolved skeletal/ spinal pain, scoliosis and to exclude 
or confirm a clinical suspicion of conditions which may be a contra-indication to proposed care. 
 
Taking of x-rays without a clinical justification is inappropriate. It is up to the registered 
Chiropractor to determine if the patient is a Chiropractic case by utilising history, 
structural analysis, instrumentation, static and motion palpation, other chiropractic, 







orthopaedic and neurological tests. If the information from taking an x-ray alters or 
modifies the care that the Chiropractor delivers, then a film should be taken. Delivery of 
Gonstead and many other Chiropractic techniques is made safer, more effective (fewer 
visits for the patient) and more specific through knowledge that is only obtained through 
viewing the patients’ spine in its entirety in a weight-bearing manner. 
2.6.4 Routine X-ray screening of consumers including the routine re-evaluation of 
biomechanical/postural disorders, other than for progressive scoliosis or other exceptional 
circumstance, may be inappropriate. Follow-up X-rays are not indicated if the health consumer 
is making adequate clinical recovery except in cases of progressive pathology, fracture repair 
and progressive scoliosis. 
We congratulate you on addressing the issue of unsubstantiated repeat radiographs.  
We are generally in support of the Board here, and believe that many repeat 
radiographs are unnecessary.  We would also hope you understand that there are 
legitimate reasons for repeat studies to be done and that we reserve the right and the 
privilege to perform these when necessary. With regard to pre-employment radiographs, 
some of our members perform these and your proposed restriction may have a medico 
legal impact. 
 
With regards to re X-raying patients: 
We believe that sound clinical findings must be present to justify a further X-ray image. 
Chiropractic findings of symptoms resolving, combined with the occurring restoration of 
intersegmental function, negate the need for another X-ray image. When the patient’s 
symptoms are not improving or worsening, then the need for a further image may be 
required. This also applies if other biomechanical and neurological findings appear. The 
re X-ray of a patient purely for postural evaluation (scoliosis) is not warranted inside 
twelve months.  
 
It is fair to say that the GCS (Aust) recommends reserving the right to re x-ray in 
appropriate circumstances, which should be dealt with on a case by case basis.  
 
If these proposed amendments were to be implemented, the Chiropractor would have 
no choice other than to point out that the Federal Government placed the limitations on 
his diagnosis. The Federal Government would be obliged to indemnify all registered 
Chiropractors where it could be demonstrated that any resulting injury may have been 
prevented by a simple X-ray examination. It is highly likely that this legislation would 
expose the government to civil litigation where an injured patient could demonstrate that 
the ability of their Chiropractor was impeded by such dramatic amendment to their 
diagnostic ability.  
 
9.2 Acupuncture and Dry Needling. The GCS asks what this has to do with Chiropractic 
and questions its inclusion in the Chiropractic guidelines. 
 
Code of Conduct for health registered practitioners 
9.2.c “understanding the principles of immunisation against communicable diseases and being 
immunised against relevant communicable diseases” 
Whilst the GCS (Aust) has no official position on immunisation as it is not Chiropractic, 
we are concerned that this comment appears to be a requirement of being a registered 







health care practitioner. As immunisation is not compulsory in Australia then it is up to 
the individual practitioner of any health profession to decide if they wish to be 
immunised or not. 
 
 
Throughout the Draft guidelines there is no mention of Peer Review in assessing a 
breach of the Guidelines. Chiropractic is a diverse profession that has many different 
and distinct applications of the Chiropractic principle. Any breach of any guideline must 
be assessed by appropriately qualified individuals who understand the technique in 
question and the specifics of that techniques application. Peer review is an accepted 
way of ensuring that appropriate standards of care are being given and adjudicated by 
those that understand Chiropractic.  
 
I trust the Board will reconsider the proposed Guidelines and prepare a document that 
best represents all Chiropractors and their patients and allows Chiropractors to continue 
to serve the public as they have done so for decades. 
 
 
Yours Sincerely, 
 
 
 
Andrew Stevenson 
President GCS (Aust) 
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We welcome the opportunity to be involved in feedback to the new National board’s draft 


of guidelines. The WCA-Australasia is involved in teaching corrective techniques, continuing 


education of the membership, development of standards and protocols for corrective work 


and research into techniques and technologies. As such, the input of the WCA-Aust is 


imperative for guidelines that effect corrective care, education of the public and standards 


of practice. We formally request that we be considered a stakeholder for the purpose of 


consultation in the future. 


We appreciate that the board has tight timelines that it needs to meet and the large process 


that needs to occur. However, like most people and groups we have talked to, the timelines 


are infringing upon “proper consultation” and risk a document becoming law that does not 


serve it’s purpose or represent the profession’s view.  


We also reject the statement made that the National Board has entered into wideranging 


consultation regarding the draft codes. 


 


To our knowledge the codes have been made available for a period of time slightly greater 


than 21 days.  Included in this period of time to respond has been the Easter break, resulting 


in a significantly reduced time.  The distribution of the draft document has been limited to 


posting on the web site with no extensive notification to the profession. 


 


It has been our experience that very few Chiropractors where aware of the documents 


availability. Having said this, the National Board may have attempted to involve and engage 


the profession further, but these attempts have been unsuccessful.  It is our primary 


position that the codes should not proceed until meaningful and wideranging consultation 


has occurred as required by the legislation. 


 


We provide our feedback though to support these timelines being met on the 


understanding that further true consultation will occur and further drafts will appear for the 


profession at large to critique and provide important input into.  


The draft has some areas that we are essentially happy with and don’t appear to need 


change. However, there are large and impacting areas that are so problematic that as it 


currently stands the WCA-Aust could not endorse or support this draft.  Of prime concern 


are areas that directly endanger the public’s safety, stop the healthy expansion of 


Chiropractic, suppress research, remove the right to freedom of speech, foster negativity 


and set the profession into the dark ages. We understand that this wasn’t the board’s 


intention, but by becoming an excessively prescriptive document that puts limitations in 


place that are unsubstantiated, personal opinions and possibly myth, the draft has become 


a reflection of a very small part of the profession and would make much of how daily 


Chiropractic is practiced, illegal. In the reforming of this draft we see it as critical that the 


document isn’t there to define what “Chiropractic is”, how it is practiced or communicated. 
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There are many valid styles of practice, idealisms, philosophies and techniques that are 


important for such a broad scoped profession. A fertile environment is needed by the public 


and profession to ensure continual growth, new invention and expansion. The board’s role 


is essentially to ensure that the profession is practiced in a manner that is truthful, 


transparent and of a high standard. This is best done by simple guidelines that embody the 


principles all professions should adopt. So much of the document appears to be “knee jerk” 


reactions to individual cases or perceptions and the resulting detail then impacts everyone 


in a totally unreasonable way. 


As a general comment, there are areas in the draft that just don’t make sense and hence are 


open to misinterpretation. Many areas repeat and create confusion. There are several areas 


that are contradictory. As a general observation the document is incredibly punitive in it’s 


tone and language. The board should publish a document that is more respectful of our 


training, skills and standing in the community. The document should be something we are 


proud of not a negative scrabble of minute details and ridiculous impositions. 


The Board has created huge limitations that don’t exist for other professions. The idea of a 


National guideline seemed an excellent vision if it is in line with other professions and in 


similar fashion. 


Improvement in the draft would best be achieved by removing the prescriptive limitations 


and unnecessary sections. Further additions and specifics will take the document into 


further problems and just represent the opinions of a few and not serve the broad 


Profession and it’s expanding nature. 


Our issues upon our first reading of this draft are summarised below. We look forward to 


working with the new National Board in creating a healthy document that serves it’s role in 


public protection whilst supporting essential professional growth and expansion of 


chiropractic into the community. 


 


Dr Peter Snodgrass (CHIROPRACTOR) 


President WCA-Australasia 
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Guidelines for advertising 


 


 


 


 


 


 


 


 


Comments 


The provision of warning of associated health risk without there first being an assessment 


for the need of care is premature and can only serve to undermine the confidence in the 


profession of chiropractic. This process should be part of the informed consent process. 


Whilst there is a material risk in chiropractic care it is no greater than many day to day 


events. 


 


 


 


 


 


 


 


 


 


Comments 


We again reject to limitation that will not allow chiropractors the use of testimonials. 


Testimonials that are performed in a factual, accurate manner can be a useful tool for 


members of the public understanding the benefits of chiropractic care. It is our belief that 


for the profession to grow there needs to be the opportunity for satisfied members of the 


public to share their experiences. 


 


The refusal to all offers that have a time limited discount is not in the best interest of the 


public.  We believe that the profession should be able to provide a discount, so long as it is 


accurate, clearly defined with all aspects of future care identified so as not to create an 


impression that the discount extends past the actual offer. 


 


 


 


 


 


 


 


 


 


 


 


3. Professional obligations 


Substantiation of claims 


Unless there is accepted scientific evidence that there are no material risks associated 


with the type of treatment, an advertisement for services should alert the public to the 


fact there are associated health risks. 


 


5. What is unacceptable advertising? 


d) use testimonials or purported testimonials. 


 


n) contain price ……., or offers time-limited discounts or inducements. 
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Code of professional practice for chiropractors in Australia. 


 


 


 


 


 


 


Comments 


 


We strongly believe that financial and management plans have no place in the same section 


of the document. 


It is our belief that this statement creates confusion and that there needs to be a process in 


each office to create a management plan and then once it has been established that care is 


required a financial agreement can be entered into that can facilitate the care.  We strongly 


support that all management plans should be reviewed every 3 months at a minimum but 


believe that if in the chiropractors opinion they can support and justify a plan longer than 3 


months then this should be facilitated. 


We believe that it is not in the public’s interest to restrict financial arrangements to 3 


months.  When entering into a longer financial arrangements reduced prices can be passed 


onto the public by removing unneeded administration functions as required in shorter 


financial arrangements.  


It is also our position that this in a restriction of trade and for a restriction of trade to be 


embedded into a code it is necessary to perform an assessment to show that the restriction 


is in the public interest and can not be achieved by another means.  


 


 


 


 


 


 


 


Comments 


 


1.7.7 Obviously legislation needs to vigorously protect the public in the area of professional 


boundaries. However the inclusion of immediate family needs to be removed. A Chiropractor could 


easily be dating someone on the other side of town, interstate or even overseas and months later 


discover the person is a direct relative of an existing patient. Obviously in this scenario the Doctor 


has not overstepped a professional boundary yet would be liable for misconduct charges. There are 


also bonafide cases where a doctor will end up in a relationship with a past patient that is not 


infringing upon professional boundaries. A chiropractor and a patient should have the right to 


cautiously endeavour upon a relationship provided the Doctor has discharged the patient from their 


care or reasonably made efforts to do so and can demonstrate as such. The proposed draft is being 


excessive and insensitive to genuine relationships that can form outside of the Dr/Patient 


1.6 Fees 


1.6.7 Financial and management plans should not extend beyond 3 months at any time. 


 


1.7.7  Professional boundaries are crossed when any interaction of a sexual nature occurs 


between a chiropractor and health consumer, or an immediate family member of the health 


consumer, regardless of the gender, or sexual orientation of either. 
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relationship. It needs a rewording to capture the important essence it is trying to promote without 


directly infringing civil liberties. 


 


 


 


 


 


 


This needs to be removed as it is not actually possible. A patient’s response is not determined at the 


visit. It occurs over days later and is reported at the next visit via the normal SOAP notes where 


things are reported. 


 


 


 


 


 


 


Comments 


 


Whilst the need for x-rays in case where red flags exsist, there needs to be an expansion to 


ensure that this in no way can be interpreted as recommending red flag only as an 


indication for imaging.  The following is an extract from the PCCRP guidelines which form an 


attachment to this response. (Page 37) 


“There are a multitude of studies that demonstrate strong correlations in radiographic measured 


spinal alignment variables in spinal disorders between a ‘condition group’ and a control group 


without the condition.
 


These studies demonstrate the validity and usefulness of spinal 


radiography in determining alignment abnormalities that predict, correlate to, predispose to, 


and/or complicate a variety of spinal and health disorders” 


 


 


 


 


 


 


 


 


 


Comments 


 


Section 2.6 must be expanded for the public’s safety. There are numerous times where taking x-rays 


for biomechanical considerations are critical to high standards of care and various corrective 


techniques. The responsibility and decision needs to be made by the practitioner in consultation 


with the child’s parent/s. There are many cases of undiagnosed fracture, congenital anomalies, 


ligamentous breakdown and unusual spinal configurations that can be visualised with radiographs. A 


2.6.2. The need for x-rays is supported in cases where “red flags” (suspected pathology) 


are elicited from the clinical history and examination. 


 


2.6.3 The clinical indication for requiring X-rays of children is limited to conditions such 


as fracture, dislocation, bone pathology, unresolved skeletal/ spinal pain, scoliosis and 


to exclude or confirm a clinical suspicion of conditions which may be a contra-indication 


to proposed care. 


 


2.4.3 (Dot point 6)The records contain the following:  The health consumer’s response to the 


care, both subjective and objective on each occasion. 
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clinician MUST be able to x-ray if required to ensure a patients safety. The clinician must take into 


account age, presentation, history, exam findings, and likely application of forces to be applied. 


In support of when its appropriate to x-ray children we refer you to the attached PCCRP guidelines. 


 


 


 


 


 


 


Comments 


 


Section 2.6.4 has obviously been written by somebody with no Corrective training or experience. 


Structural correction can only be accurately measured on a post x-ray. You cannot measure 


correction on the resolution of symptoms as the two are not related. This suggested limitation is 


absolutely unacceptable as it contradicts current research, contradicts many techniques practiced, 


what is taught at many undergraduate and post graduate courses and contradicts common sense. 


The clinician of course must always weigh the radiation exposure up against the clinical knowledge 


gain. This is precisely why they are professions and study best practices taught and research 


presented.  


On another level, post radiography is essential in researching outcomes to various care protocols, 


new techniques, and equipment and lifestyle modifications. These are essential for developing best 


practices that impacts directly public safety, public dollars and public health outcome. The guideline 


should simply be removed because the Doctor is always bound by the umbrella principles of ALARA 


and this is covered else where in the guidelines. 


In support of when its appropriate to x-ray children we refer you to the attached PCCRP guidelines. 


 


 


 


 


 


 


 


Comments 


 


It is our position that the findings of diagnostic tools/test should be able to be represented 


in advertising, so long as they are represented accurately.  The refusal to allow any 


tools/test in advertising is a restrictive practice which we assume is proposed due to the 


inappropriate advertising in the past.  We believe the rights of all chiropractors should not 


be impinged upon due to poor practises of some. 


 


 


 


2.6.4 Routine X-ray screening of consumers including the routine re-evaluation of 


biomechanical/ postural disorders, other than for progressive scoliosis or other 


exceptional circumstance, may be inappropriate.  Follow-up X-rays are not indicated 


if the health consumer is making adequate clinical recovery except in cases of 


progressive pathology, fracture repair and progressive scoliosis. 


 


2.7.3 The findings of diagnostic tools/tests should not be used in marketing and 


advertising, as members of the public may be misled as to the value of those findings in 


relation to their situation. 


 


2.7.6 The findings from a static sEMG. Thermology or other assessment tools, tests and 


processes should not be misrepresented as to their clinical value in the diagnosis or 


progronsis of vertebral subluxations or other neuro-pathomechanical syndromes. 
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Comments 


 


Whilst we agree with the statement, we believe that it is open to interpretation.  We seek to 


amend the clause to read in a positive manner not as a negative restriction. We also attach 


a copy of the 2008 CCP guidelines that identifies the appropriateness and validity of all 


chiropractic assessment/ tools. 


 


 


 


 


 


 


 


 


 


 


 


 


 


Comments 


 


Most of this section should simply be removed as a Chiropractor always needs to take into account 


whether the patient is paediatric, geriatric, pregnant etc. It seems that a regurgitation of textbooks is 


occurring and this is not the place for it. The doctors have passed their exams and this is supposed to 


be guidelines not a teaching. 


Of greatest concern though is the totally unsubstantiated statement   “…..frequent chiropractic 


checks or treatment of children without signs or symptoms has not been supported by current 


available evidence and is currently not recommended….”. This is simply not acceptable. The 


profession has practiced wellness and maintenance care of children for generations. Regular 


checkups are promoted by many associations and techniques groups as well as the international 


paediatric associations. Lecturers and researchers around the world teach in institutions the need 


for children checkups and maintenance care and publish these teachings in journals and books. This 


guideline is not only totally unsubstantiated but is grossly negligent of the public’s best interests and 


reflects the viewpoint of the opinionated minority. This draft is not the place for these few to try and 


force their philosophy onto the profession and society. 


 


 


 


 


2.10 Working with Children 


2.10.7 (Dot point 5) frequent chiropractic checks or treatment of children without 


sysmptoms or signs has not been supported by current avalible evidence and is 


currently not recommended, except for assessing developmental milestones. Should a 


parent elect to have their child undergo regular chiropractic examination or treatment 


in the absence of any clinical justification then it is the responsibility of the practitioner 


to provide the parent with a balanced view of the factual evidence relating to such 


examination or treatment as part of the informed consent process. 
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Comments 


 


We believe this comment adds nothing to the document and seek to have it removed.  A 


screening is only an indication of the need for a full assessment and belief that screening will 


create unnecessary treatment is incorrect.  Our members follow the CCP guidelines, the only 


world-wide Chiropractic evidence based guidelines.  The indication for treatment is 


subluxation, and it is not possible to create a false positive for subluxation. 


 


 


 


 


 


 


 


 


 


 


 


 


Comments 


 


2.11.5 It is unclear what “informed consent” would be for elective or supportive care (and wellness 


care/maintenance care should be included) …As material risk is already covered by the initial 


informed consent, what is this referring to ? 


 


 


 


 


 


 


 


Comments 


 


2.10.7 (Dot point 6) practitioners should be aware that ‘screening’ for health problems 


may be associated with harms such as false positives which may generate anxiety and 


unnecessary treatment. 


 


2.11.9 In cases where treatment continues in excess of 3 months in duration, the 


ongoing use of periodic validating objectives and subjective outcome measures 


is necessary in order to justify ongoing care. 


 


2.11.5 The prime objective of all care provision should be to achieve maximum therapeutic 


benefit. Regardless of approach used or type of care employed, if therapeutic objectives are 


not achieved, the approach or type of care used should be re-evaluated. This may indicate a 


need for a reassessment, review, change in treatment procedure, the obtaining of a second 


opinion or referral. Continued failure to achieve therapeutic objectives should result in the 


health consumer being discharged as being unresponsive to chiropractic care and 


management. The health consumer may be given the choice of elective care or supportive 


care with proper informed consent. 
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This section needs to be removed. The time choice of three months is completely arbitrary and can’t 


be put into a guideline. It is ALWAYS a doctor’s responsibility measure the need for care, provide 


regular reviews as required and monitor objective and subjective outcomes. This is true at 1 week or 


4 years. Three months is not a magical number. If a patient is only coming once every 4 weeks then 3 


months is three visits. If they are coming three times a week then it is 36 visits. It just makes no 


sense at all. This is the problem with being prescriptive. Guidelines need to promote principles not 


limitations by formula.         


 


 


 


 


 


 


 


 


Comment 


 


This statement is incorrect and should be removed.  It is part of base level undergraduate 


training that posture is an indication for a full chiropractic assessment.  We emphasise that 


screening is only for the need for a full assessment and not the diagnosis of a spinal 


disorder. 


 


 


 


 


 


 


 


 


 


 


 


 


 


Comments 


 


We believe this to be a restriction of trade and seek to have this clause removed.  Spinal 


screenings are a useful tool in the promotion of Chiropractic but the impetus for 


chiropractors to spend time and money on screenings is the possible attraction of new 


business.  To restrict this ability with the proposed restrictions to advertising will impact 


significantly on a Chiropractors income.   


The collection of a small refundable fee at screenings is supported, as members of the 


public are more likely to attend an appointment or give appropriate notice of cancelled 


appointments if linked to a fee.  More often the Chiropractor has reserved time for this 


member of the public and should be able to minimise any possibility of non-attendance. 


5. Working with the broader community 


5.1 Spinal postural assessment and public place marketing 


These activities should be done in the full knowledge that there is no objective 


data to support the reliability and validity of screening for spinal disorders. 


 


5.1.2 Practitioners should not tout for business. Business cards may be provided 


to participants upon request, but neither the obtaining of contact information 


from participants nor the making of appointments at the time of an assessment 


is permitted.  Practitioners should not make unsolicited contact with participants 


subsequent to an assessment. 


5.1.4 No fee is permitted to be charged for such assessment; however 


participants may make donations to a charitable organization nominated by the 


practitioner. 
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Guidelines on continuing professional development 


 


 


 


 


 


 


 


 


Comments 


 


It is noted this is a significant rise in the hours required for continuing education.  Whilst 


many of our member participate in significantly higher hours we seek to understand the 


basis for such a significant rise in the requirements. 


 


 


 


 


 


 


 


Comments 


 


We have had a number of submissions on the need for a Level 2 or Senior First Aid 


certificate.  It is the experience of our members that they never had the need in the working 


life to utilise the skills required by this clause and find it unnecessary.  As with all members 


of the community chiropractors have access to emergency services and we do not believe 


that there is a need or expectation from the public for the provision of first aid from 


chiropractors. 


3. Requirements 


3.2 The minimum level of activity will be at least 25 hours over a 12 month 


period.   


 


3.4 The board requires that chiropractors must hold a current Level 2 or Senior 


First Aid certificate or equivalent, in addition to the required CPD hours. 


 


 





