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DEBATE

Reframing a debate in chiropractic
Henry Pollard*  

Abstract 

The chiropractic profession is 125 years old and has evolved a culture beset with internal conflict. The internal ructions 
have been particularly noticeable during the last 20 years. The recent resignation of the entire World Federation of 
Chiropractic Research Committee has again focussed the conflicting views and goals of the “wellness” and “evidence” 
factions within the profession. These polarising viewpoints are worsening to the degree that there are calls for the 
profession to break into two separate entities. Key to the recognition of the differences within the profession is the 
recognition of title for particular sub populations of patients presenting to chiropractors. For many of the sub popula-
tions such as sport or paediatrics there has grown appropriate post professional specialist educational training some-
times leading to a protected title. However, this is not occurring in that group of practitioners that choose to focus 
on wellness care. A recommendation is made that wellness chiropractic be viewed as a post professional specialty 
program within chiropractic, as it is in medicine and elsewhere, and that recognition follow after appropriate post 
professional educational programs have been completed, as is customary in the other special interest groups. In order 
to do so, consensus will be required from all stakeholders within the profession on the level, scope and depth of such 
programs. Furthermore, it is possible that different jurisdictions around the world may require different post graduate 
educational levels based on local competitive, legal and professional circumstances. In such cases, transitioning to the 
higher level over a period of time may be undertaken. Recognition of the wellness specialty by the profession would 
allow for vertical integration with other healthcare providers as well as help bridge a gap between the entrepreneur 
and academic groups that would be responsible for creating these programs at tertiary education institutions. Finally, 
should these programs acquire evidence to underpin them, a process that would be taught within the programs, it 
is likely that recognition of an extended scope of practice would occur increasing the appeal of chiropractic to the 
public.
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Background
The wellness traditional model of chiropractic care and 
those who represent it are a part of the total scope of 
care provided by chiropractors. The division between 
that group and that represented by the “evidence-based/
science” end of the profession continues to disrupt the 
direction, inclusiveness and development of the whole 
profession. This divide has expanded to the degree that 
there are open calls for the profession to split into two 

groups [1]. Despite these internal professional ructions, 
it is likely that the chiropractic profession should focus 
less on identity driven issues and more on patient centred 
issues such as the consumer expectation and the health-
care environment of a modern healthcare profession.

This paper will discuss antecedent factors associated 
with the opposing viewpoints and propose a solution 
to the impasse based on solutions in professional struc-
ture and education that already exist in other healthcare 
professions. In doing so, it will also discuss the training 
of graduate and post graduate generalist and specialist 
training programs in chiropractic.
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Wellbeing and lifestyle medicine
The term “wellness” is frequently used within the chi-
ropractic profession [2, 3] and is defined as: a patient-
centred process, which emphasises the development 
of health promotion and disease prevention, pursuit 
of wellbeing with a focus on the spine [4, 5]. Wellness 
approaches vary from early Palmerian approaches to 
more modern concepts typified at colleges and univer-
sities worldwide including Palmer [6, 7]. Wellness has 
also come to represent the “maintenance care” pro-
vided by many chiropractors whilst acquiring these 
goals [8, 9], which focuses on a spine-based focus on 
illness prevention and health promotion, identity and 
general wellness (wellbeing) of patients [10]. A corner-
stone idea of which is to prevent a myriad of health dis-
eases and complaints whilst pursing this spine focussed 
goal of wellbeing or wellness [11].

The practice of wellness care, however, is not unique 
to chiropractic [12]. Medicine, for example, often refers 
to “wellness” as “wellbeing” in order to reflect the 
broader psychological component of health [13].

It seems that many of the goals encapsulated in “chi-
ropractic wellness” are present in the medical and 
allied health arenas of the sub-discipline referred to 
as Lifestyle Medicine (LM) [14] albeit without a spine 
focus. “Lifestyle Medicine is an evidence based inter-
disciplinary, whole-system approach to the prevention 
and reversal of chronic and lifestyle-related diseases 
through the modification of the behavioural, social and 
environmental drivers. It involves clinicians, public 
health professionals, healthcare executives, research-
ers, scientists and educators working together to pre-
vent, manage and treat conditions that result from:

• Physical inactivity
• Poor diet or nutrition
• Smoking
• Alcohol overconsumption
• Chronic stress
• Anxiety
• Poor or inadequate sleep
• Social isolation
• Loss of culture and identity
• Other influences of society and environment” [15].

To this definition of LM many chiropractors would 
add a focus on musculoskeletal (MSK) health and oth-
ers would additionally add a focus on spinal hygiene 
[16]. It is this spinal and neuromusculoskeletal focus 
that presents a unique potential contribution by chiro-
practors to the LM discipline if that focus could be sup-
ported by evidence.

Spinal hygiene is a concept derived from dental hygiene 
practice [16] that encapsulates the provision of regular 
preventative chiropractic care that aims to prevent the 
development of spinal complaints and improve health. 
Often, it is adopted by entrepreneurial groups using 
extended care regimens, including “maintenance care” 
[17]. Whilst the over servicing aspect of maintenance 
care has been debated [18], recent evidence suggests a 
role for maintenance care in some sub-populations of 
patients presenting for chiropractic services [19, 20]. 
Yet, this modern evidence is for maintenance care pro-
vided without the wellness focus [21]. However, entre-
preneurial activity also presents a key focus within the 
maintenance care approach; specifically, that spinal 
hygiene presents myriad opportunities to sell products 
and partner with like-minded companies [17]. This con-
cept appears somewhat inconsistent with the self-help 
approach to the management of chronic disease encapsu-
lated within LM [14].

Problems with the entrepreneurial activities of some 
chiropractors with a wellness focus have been identified 
[22–25]. In a spectrum of basic required business skills 
identified as lacking in most chiropractic educational 
programs [26] through to unethical predatory practices 
[27, 28] there should be a clear delineation between 
required business skills and unethical behaviour [29]. The 
provision of such training in pre professional programs 
may go some way to address shortcomings in the busi-
ness ethics whilst providing acceptable and ethical prac-
tices for the profession [30].

While in its infancy, the pursuit of wellness objectives 
has recently gained much attention within the medical 
profession; for example, a formal lifestyle medicine train-
ing program was launched in 2006 by Loma Linda 
University, which was subsequently followed by the 
development of the first peer-reviewed professional jour-
nal dedicated to Lifestyle Medicine, the American Jour-
nal of Lifestyle Medicine, in 2007 [31]. It is the opinion 
of this writer that spine focussed MSK wellness care pre-
sents an opportunity for chiropractic to evolve and take 
leadership in this new and emerging sub-discipline. How-
ever, the entrepreneurial goals need to be separated from 
the health goals in order for this concept to progress.

Wellness versus evidence: a false premise
Years of stagnation in the management of specialist chi-
ropractic practitioners and their post professional edu-
cation has contributed to the development of a strong 
schism within an increasingly binary profession, locked 
within a downward spiral. Subsequently, two vocal 
groups focussing on either “straight/philosophy/well-
ness” or “mixer/evidence/science” have developed [10, 
32, 33]. In response, some suggest that the profession is 
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at a critical crossroad [34, 35]. Others have gone further 
suggesting the consideration of a complete divorce of the 
wellness groups from the profession [1, 36].

The notion of referring to “straight” and “mixer” fac-
tions of chiropractors in a binary manner is not new [37]. 
It is even recognised by new chiropractic students [38]. It 
appears to this observer that the “straight” versus “mixer” 
categorisation maybe morphing into a more modern 
binary characterisation of the profession as “wellness” 
versus “science”, as these new descriptors are used to 
describe the professional factions. This characterisation 
is an oversimplification of the educational/scope of prac-
tice issues that are better represented as a spectrum of 
views from strongly wellness/subluxation/vitalist based 
to strongly evidence/science based [6, 39]. Discussion of 
the subluxation whilst associated with “wellness” is more 
a discussion of nomenclature and is beyond the scope of 
this discussion on the education and scope fo practice of 
chiropractors. I refer the readers to the following papers 
for a discussion on Subluxation [40–43].

It is likely that term “wellness” when used to represent 
chiropractic practice based on straight/philosophy/well-
ness values might oversimplify a spectrum of views from 
non-evidence based to evidence-based wellness. Whilst 
some attempt to represent an evidence-based view of 
wellness has occurred [6, 44], further supportive evi-
dence is required before wellness-based chiropractic is 
likely to be accepted by the mainstream within and out-
side of the profession [43]. To quote Carl Sagan; extraor-
dinary claims require extraordinary evidence.

Despite wellness being a fundamental principle of chi-
ropractic [45] and wellness-related goals being important 
to many patients and practitioners, they are not impor-
tant to all [35, 46] as wellness appear to be sought after 
by a small percentage of the total number of patients 
presenting to chiropractors [47]. Most patients present 
for mainly musculoskeletal care [8]. As such, framing a 
debate about the profession in terms of its philosophy 
or science belies the fact that a spectrum of beliefs exist 
rather than two “science” or “philosophy” groups.

Wellness-based practitioners are said to be largely 
non-evidence based and spine focussed in their man-
agement approach [48], which has been confirmed by a 
recent review which suggested that more effort has been 
placed into obtaining wellness (primary prevention) than 
improving musculoskeletal disorders [49]. By contrast, 
most evidence-based chiropractors focus on musculo-
skeletal conditions [36, 49] and most of the patients pre-
senting to them are also focussed on spine based MSK 
conditions [50].

As a reminder, let us note that there are three types of 
prevention usually described in public health strategies 
and these include: primary prevention where there is an 

attempt to prevent getting a disease in the first place, 
secondary prevention where there is an attempt to rec-
ognise a complaint early and prevent it from worsening 
and tertiary prevention by reducing the symptoms of a 
disease already present [51]. Claims for the use of well-
ness-based chiropractic for health require evidence. At 
present there is little evidence for primary prevention 
in MSK conditions [52] and particularly in MSK low 
back pain [53], so it may be challenging for wellness-
based chiropractors to create evidence for primary 
prevention.

It is possible that practitioners that employ a range 
of primary, secondary and tertiary approaches to pre-
vent spine-based complaints traditionally employed by 
wellness-based chiropractors may produce evidence if 
appropriate surveillance systems are used to document 
outcomes [4]. Clearly, claims currently outstrip evidence 
in this area and it remains a key goal for this group to 
validate their claims. A recent best practice guideline 
in chiropractic health promotion is recommended as a 
possible way forward [52]. The challenge to the wellness 
group will be to find evidence to support the teaching 
of any prevention strategies in evidence-based wellness 
practitioner training programs. It is key that the pursuit 
of evidence by the wellness group should be a high prior-
ity and that this may be achieved with a partnership with 
the science /academic group.

As science emerges it is a fundamental requirement 
of all healthcare practitioners that the new evidence be 
incorporated into practice, whatever that scope of prac-
tice [54]. Science helps to develop a philosophy of prac-
tice [55] or should, just as much as the conditions to 
which it is applied. Hence, scientific method and philoso-
phy are interwoven concepts that continually evolve as 
their component parts change [56].

This evolution of care is not easily demonstrated within 
chiropractic particularly as the wellness group deliver 
care that is a practitioner centric view within a vitalis-
tic construct [32]. By contrast, the evidence-based MSK 
practitioners have evolved their mechanistic approach to 
a more multimodal approach leaving behind the strong 
emphasis on often spine-only adjustment-only manage-
ment approaches [40] with potential theoretical non-
MSK health benefits [56–58]. Ensconced within these 
factional definitions are variations in the application of 
traditional chiropractic principles, values and identity 
that have driven the two tribes approach within the pro-
fession [59].

Arguably, some of what is being debated within the 
chiropractic profession diverges from a patient-centric 
point-of-view (despite claims to the contrary) [56–58]. 
As much of the discussion relates back to the professions’ 
own identity, it seems to be a practitioner driven issue.
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Education by practice management
Modern education in the “wellness” area [60] has often 
fallen to the technique and practice management groups 
in lieu of post graduate offerings by independent colleges 
or universities. Additionally, the term “subluxation” has 
become associated with wellness and according to some 
practice management groups, clinical success will be 
limited without its use [61]. This contrasts to the view-
point of the “science” group who suggest that subluxation 
has little or no evidence for it, thus further dividing the 
groups [62–64]. It is perhaps with such “education” that 
the association between subluxation, non-symptomatic 
care, wellness and clinical success derives.

In a near vacuum of tertiary post professional diploma/
degree educational offerings in “wellness” by chiropractic 
institutions have developed tethered programs between 
some association and entrepreneurial groups of the 
profession [65]. The entrepreneurial groups continue to 
promote more traditional views whilst embedding them 
in various practice management and technique spe-
cific goals; some of which are not particularly evidence 
based [66]. As such, it seems that some of these groups 
are complicit in the disconnect between entrepreneurial 
goals without constraint of regulation within traditional 
tertiary educational settings, whilst other groups appear 
to be embracing the evidence-based push [67].

Perhaps a key reason for the entrepreneurial delivery 
of these chiropractic principles lies in the lack of busi-
ness education within the chiropractic programs [68]. 
Chiropractic practice balances two key roles: medical/
chiropractic ethics and running a small business [69]. 
Sometimes these goals are not compatible [70] and pro-
tocols should be taught to bridge these gaps, ethically 
[71].

The promotion of traditional (early twentieth century) 
chiropractic values as a vehicle for entrepreneurial activ-
ity in the twenty-first century appears rife within the 
profession [33]. These values appear to be considered a 
strength by the traditional, philosophical-based chiro-
practors within the profession [4] and a weakness by both 
the MSK end of the profession [33] and medicine [72, 73].

The adoption of this entrepreneurial delivery of edu-
cation and care has resulted in the castigation of the 
wellness clinicians by the science clinicians/academics, 
for not providing appropriate modern, evidence-based 
practice [1, 35]. However, it could also be argued that the 
development of this educational component of the entre-
preneurial groups grew out of the void created by the 
absence of valid and representative tertiary educational 
programs developed to teach wellness from a science-
based perspective.

The breakdown of harmony within the profession 
has resulted from individual groups pushing their own 

perceived values. The growth/influence (of entrepre-
neurial groups and lack of externally recognised ter-
tiary education) and divergence of the factions, now 
underpins calls for the profession to split into two 
distinct groups [1], reflecting the emergence of a two 
tribes mentality. This destructive evolution is demon-
strated, at least in part, by the recent resignation of sen-
ior research personnel from the world governing body 
(World Federation of Chiropractic or WFC) for reasons 
that are allegedly related to faction fighting behind-the-
scenes and feelings that one group does not represent 
the other [74].

Perhaps leading university programs could partner 
with some of the entrepreneur groups in order to foster 
the development of core competencies of LM to under-
pin new offerings by the universities [75–77]. Commer-
cial intellectual property arrangements could be one way 
of hastening the development of programs whilst provid-
ing the rigour required by modern healthcare education.

When two tribes go to war
The wellness group of the profession have largely been 
driven by entrepreneurial and technique groups that self-
represent as the “clinical” end of the profession, whilst 
the researcher/academic group have largely represented 
the other group [26, 29].

These two groups, “academic/researcher” and “clini-
cians” have had long standing differences within and 
outside of the profession as clinicians and academics 
frequently do not see eye to eye, resulting in the axiom 
“Those who can, do; those who can’t, teach” [78, 79].

This division between academics and clinicians seems 
to accentuate the debate between the entrepreneurial/
wellness/philosophy and the academic/evidence/sci-
ence groups. The controversial role of industry influence 
in the delivery of medical care and research is not new 
[80]. Chiropractors, especially those from the “wellness” 
camp, often talk of this conflict and are quick to denigrate 
medicine for its links to the pharmaceutical industry yet 
the chiropractic profession appears to have something 
of a blind spot as the same could be said to be occurring 
within its ranks.

At its base, there appears a lack of respect for each 
group within chiropractic and an inability to unite 
through respectful open communication of each position 
using a common governing structure. We must, as a pro-
fession, come together in a consensus process to develop 
a modern method to recognise and promote the differ-
ences within chiropractic. A difference that is cognizant 
of original chiropractic values that are set within modern 
scientific standards. Standards that serve the different 
patient populations that chiropractic clinicians serve.
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Once achieved, these consensus base standards need 
to be reflected in messaging within and outside of the 
profession.

Don’t mention the war
Those that hold more traditional chiropractic views feel 
that the modernists are losing their “chiropractic-ness” 
in the application of the evidence [72]. However, if all 
practitioners (from different professions) are to apply 
the science to their respective patient bases, this would 
surely result in scope of practice approaches that become 
more similar in time rather than different? I believe we 
have seen this occur already within the chiropractic pro-
fession, as many practitioners are increasingly becoming 
multimodal in their approach, rather than adopting the 
more traditional, unimodal perspective (adjustment only) 
[81–86].

A major problem of the difference between the two 
groups is the concept that graduating chiropractors are 
somehow different by their orientation (wellness or sci-
ence) and are somehow differently aligned based on what 
they believe rather than what they are taught, their com-
petency and who they see as clinicians (See Fig.  1). An 
issue that has plagued the profession for some time [87].

The profession is large enough and mature enough to 
house a broad scope of practice, a scope that is inclu-
sive of the many different special interest “flavours” of 
chiropractic. However, to foster a seamless execution, 
the scope must be defined by specific competencies 
in education that are achieved through consensus and 

must include exposure to appropriate clinical settings, 
as well as research in relevant management approaches 
[88]. Having attained the appropriate educational back-
ground, these groups will create the extended scope of 
practice not normally associated with general chiro-
practic practice, but coveted by those within each of 
the groups [41].

The different approaches to care are driven by the 
populations that they serve. Thus, one would reason-
ably expect the management of a child to be different to 
an athlete, to an elderly person, or someone without pain 
who is looking to maximise their health potential. All of 
these patient subgroups require an evidence informed 
different “flavour” of chiropractic management to address 
the specific nature of their presenting clinical problems. 
By embracing these groups in a consistent manner, one 
accepts the likelihood that chiropractic management may 
be different in different groups and that is not only rea-
sonable but required. Therefore, the debate over whether 
a practitioner is a “pain” practitioner or a wellness (non-
pain) practitioner becomes irrelevant. As it should be. 
The only relevance is the practitioner addressing patient 
need.

A solution to this ongoing and damaging schism is 
available to the profession. I propose that the profession 
introduce an educationally driven competency-based 
consensus driven standard to describe the professional 
general and special interest groups in both its pre and 
post profession training in all the populations that it 
serves. A standard that will describe the level of the 

Fig. 1 The current view of general chiropractic
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training (graduate certificate, graduate diploma, master 
degree) and is education based not entrepreneurial.

The structure of the profession
It is flawed reasoning to consider a practitioner as being 
either a philosophically driven or evidence-based driven. 
Modern practitioners require both in the management of 
all patients. To briefly summarise, it is likely in my opin-
ion that the existing schism within the chiropractic pro-
fession has developed as a result of many intertwining 
identity driven issues [10, 34, 89]. These include, but are 
not limited to:

1. Lack of professional structure to evolve management 
of sub populations of patients.

2. Lack of “wellness” based education in independent 
tertiary settings.

3. Initial overly enthusiastic evidence-based medicine 
push.

4. Pushback by pseudoscience dressed up as philoso-
phy.

5. Too strong a focus on entrepreneurial driven educa-
tion.

6. Wellness camp presented as “clinicians” and Science 
camp being represented by “academics”.

7. Lack of documented competencies for post profes-
sional special interest education.

8. Promotion of the above being delivered in a way that 
isolates and divides.

The profession could take a lead from medical and 
allied health professional educational structures in order 
to address these issues.

A new structural model for the profession
A solution for this tiresome and destructive debate is 
within reach; In times of trouble, “Build bridges, not 
walls” (Attributed to Suzy Kasem).

More specifically, it is proposed that the way chiroprac-
tors describe chiropractic practitioners should be the 
same as other healthcare professionals. Chiropractors 
and the chiropractic profession should adopt structural 
descriptions of practitioners and their populations that 
are used in other healthcare professions [24, 89–91].

These descriptions should encompass definitions of:

1. Competency
2. Practitioner type
3. Patient population
4. Education

The concept of a general practitioner and a specialist 
practitioner has been utilised in medicine for a long time. 

It is also used in other allied health professions. How-
ever, in some places like Australia, the term “specialist” is 
legally considered a term associated with medicine and is 
not allowed to be used by a chiropractor with or without 
post graduate training. There the term “special interest” 
is used in its stead [92].

Recognising competency
The chiropractic profession is essentially made up of stu-
dent chiropractors, graduate chiropractors, regulators, 
associations, insurers, entrepreneurs and others. Upon 
graduation, chiropractors become general chiropractic 
practitioners who are typically able to service the entire 
population. With additional experience and education, 
new graduates attain greater competency on their way 
to ultimately becoming highly competent or even expert. 
See Fig.  2 [93, 94]. An educational standards-based 
approach is proposed in order to achieve protected title 
for the various special interest groups in chiropractic.

Generalists versus specialists
Special interest groups have evolved in chiropractic to 
meet the need of the profession and the patients that 
present to it [95, 96]. This has occurred in many loca-
tions including the United States [97], Europe [98] and 
Australasia [99]. Part of this evolution is describing and 
demonstrating competency, safety and expertise through 
clinical experience, education, mentoring and research. 
Establishing evidence for regulators, third party payors, 
medicine, allied health and patients is key in developing 
recognised competence and scope, to broaden the patient 
base presenting to chiropractors in an evidence-based 
world.

The educational structure required for transition and 
progression of competence from “competent generalist” 
to “expert generalist” or “competent specialist” to “expert 
specialist” is important (see Fig.  3) [100, 101]. Other 
professions have described themselves in such terms 
[102–109] and chiropractic has done it with its pre-
professional education and some of its post professional 
specialist training such as Paediatrics [110] with work 
progressing in the arena of sport and rehabilitation [111]. 
Structurally describing pre and post professional training 
in terms of competency would be beneficial in resolving 
the divide within the “wellness” and “science” camps of 
the profession by providing definition of scope. Ideally, it 
would be the role of the professional stakeholder groups 
via consensus to determine the competencies required 
for each specialty. Thus, there is a need to describe inter-
national best practice in the specialist areas in chiroprac-
tic including “wellness”. A model for this training exists in 
other allied health professions [112, 113].
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Undergraduate chiropractic training
Students are trained to be chiropractors. This training 
can be referred to as pre-professional education as the 
term post-graduate can be confusing in jurisdictions 
where two diplomas or degrees are required for regis-
tration. Upon graduation from their undergraduate/
pre professional studies, graduates in most jurisdictions 
enter a profession to be generalists [114, 115]. Gen-
eral chiropractors are, by their training, legally able to 
treat patients from the entire lifespan [106, 107]. That 
is: young, middle aged, and old persons, as well as all 
other subsets of the population including: sports, neu-
rorehabilitation, paediatrics, pain, geriatrics occupa-
tional health and safety amongst other special interest 
groups. This includes wellness focussed patients.

Those practitioners that choose to focus on a particu-
lar patient population, for example wellness, do so by 
choice and are voluntarily restricting or in many cases 

focussing on a sub population of the whole population 
of patients.

I propose that wellness populations be considered a 
chiropractic special interest group and are thus man-
aged in the same manner as other special interest 
groups.

The competent general chiropractor
The student chiropractor graduates to become a general 
chiropractor who is described as a competent general 
practitioner [116, 117]. This chiropractor can manage 
patients of the entire lifespan without focus. This type 
of chiropractor is typically referred to by chiropractors 
as a primary contact practitioner [118], a view which is 
questioned by some [119]. A more broadly acceptable 
definition is of a MSK practitioner that is a limited care 
practitioner [94, 120].

Fig. 2 Advanced practice professional [93]
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The competent specialist chiropractor
The general chiropractor may choose to focus their inter-
est to a particular population such as: sport, paediatrics, 
neurology or other special interest population. This typi-
cally occurs after additional post professional (post grad-
uate chiropractor) training at a college/university [118, 
121]. Upon completion of post graduate study (which 
may require other factors such as experience, mentoring 
and research) the general chiropractor may graduate to 
become a competent specialist chiropractor [94].

The expert specialist chiropractor
The specialist chiropractor can continue to evolve their 
expertise in areas of education, clinical experience, men-
toring and research to acquire “expert specialist” status 
[122]. There is common acceptance of the term special-
ist in chiropractic but there is not too much published 
on the depth and scope of the competencies required to 
achieve it [123]. Such a status may be reserved for those 
that have completed post professional masters level edu-
cation or above in the speciality area plus additional years 
of experience in the population they serve plus additional 
mentoring and research including likely extensive theo-
retical and practical examination as well as clinical expe-
rience and research literacy [94, 101].

The expert general chiropractor
In Australia, the general practice of medicine has become 
a post professional specialty that elevates the standards 
of private practice to a specialist status whilst providing 

increased remuneration from government and other 
funding sources [124]. Could such a concept work in 
chiropractic? As with the expert specialist chiroprac-
tor, the expert generalist chiropractor (a musculoskeletal 
specialist with a spine focus) would continue to evolve 
their expertise in areas of education, clinical experience, 
mentoring and research to acquire “expert” status. This 
status would also require post professional education 
(likely at a master degree level) as the “expert specialist” 
chiropractor does. There are at least three possible names 
for this practitioner and all already exist: Musculoskel-
etal Chiropractor, Orthopaedic Chiropractor or Primary 
Spine Practitioner depending on the focus of the special 
interest [89]. Perhaps it is time to focus the interest of 
practitioners with a strong spine focus by amalgamating 
some of the practitioner training programs into a spine 
focussed practitioner and have others move into other 
special interest areas.

Vertical integration
Many of the traditional values of the wellness chiroprac-
tor are encompassed within modern healthcare para-
digms of LM [13, 118].

LM has less to do with direct musculoskeletal interven-
tion and more to do with the application of prevention 
strategies and the application of public health principles 
[15, 125]. Should a broad-based scope of practice claimed 
by some chiropractors [48], be supplemented within 
WLM practice, the combined approach, when supported 
by evidence, may serve to modernise the wellness-based 

Fig. 3 Generalists and specialists
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practice of chiropractors potentially attracting a broader 
clientele to the profession. As development in the medi-
cal sub-discipline of LM is so recent [75], a musculoskel-
etal sub-discipline of WLM practice does not yet exist to 
serve a population of patients potentially awaiting chiro-
practic involvement. Thus, there is potential to modern-
ise the “wellness” practice of some chiropractors whilst 
establishing a lead in an evolving area of healthcare.

Evolution in the education of wellness practitioners is 
occurring in the form of LM [9] and Health Education 
Specialist [126, 127]. Both of these groups are occur-
ring primarily outside of the chiropractic profession and 
they serve to illustrate a possible pathway for elements of 
these sub disciplines to be integrated into a modern well-
ness-based chiropractic curriculum.

Hopefully the nomenclature of this group is not the 
next topic of division. Science and terminology evolve as 
our definitions do. Presenting knowledge in an historical 
context demonstrates evolution and advancement and 
this should be a goal of all sections of the profession.

For the sake of accuracy, legitimacy and inclusiveness, 
I propose that the wellness chiropractor be renamed as 
a Wellbeing and Lifestyle Medicine clinical chiropractic 
practice group or something similar. The WLM name is 
chosen on the basis that it will vertically integrate into 
a medical sub-specialty just as other special interest 
groups do. However, the term Wellbeing and Lifestyle 
Chiropractor (WLC) or Wellbeing and Lifestyle Man-
agement (WLM) might be just as fitting as the use of the 
term”medicine” when referring to chiropractic activity is 
likely illegal in some jurisdictions as “medicine” is a pro-
tected title [128].

Importantly the standards must be driven by mini-
mum international post professional educational stand-
ards rather than those standards set by individual private 
entrepreneurial groups with vested interest. By adopt-
ing a consensus approach to the education and recogni-
tion of wellness care within the WLM group, this group 
would compare favourably to any other recognised sub-
group within the profession with all the same rights and 
privileges. It is hoped that such a definitional and opera-
tional change will enhance the respect of the WLM group 
by those that see themselves as championing evidence-
based practice.

Broadening the scope of chiropractic
Recognising the wellness (WLM) group as a specialty 
within chiropractic will likely ignite a discussion of defi-
nition and scope.

By defining and recognising the scopes of different spe-
cialist groups within the profession, a broader recogni-
tion of the different management approaches used within 
the groups will be identified. Such intra professional 

harmony would likely reduce the debate about what, and 
what is not, chiropractic [64]. Additionally, these groups 
have the potential to broaden the recognised scope of 
practice of chiropractic should the extended scope be 
supported by evidence. This difference should go some 
way to explaining, and hopefully recognising, that not 
all chiropractors operate in the same fashion, nor should 
they.

A system that recognises the general chiropractor, as 
well as different specialist chiropractors, with minimum 
educational standards outlined for each would ultimately 
solidify an extended scope of practice for the chiropractic 
profession. This should broaden its appeal to the public, 
and thus, facilitate the utilisation of chiropractic services 
by the population in general.

Achieving consensus on standards
The discussion of definitions and standards of care pre-
sented in this opinion are a first and important step to 
develop a “middle ground”. However, this model will need 
to be developed through a transparent consensus process 
to begin to operationalize its thinking. An example of this 
process might include the development of a consensus as 
represented in the Proceedings of the Mercy Centre Con-
sensus Conference [129]

An early part of this process would involve all parties 
being invited to participate and be equally represented 
within that process. It is likely that the adopted level of 
education to represent post professional specialisation 
may be different in different jurisdictions due to local 
competitive, legal and other professional issues. An 
example of this would be the United States where mul-
tiple jurisdictional scenarios exist. However, minimum 
standards should apply. A consensus could be developed 
on minimum standards. Whether standards are set at a 
graduate diploma/diplomate or master degree level [97] 
will be based on local factors. Additionally, time for the 
professional jurisdiction to transition will also be impor-
tant. Establishing a lower initial level that raises to a 
higher level after the passage of time and the develop-
ment of supporting infrastructure may be required [98] 
allowing all concerned an easier path to higher standards.

Conclusion
The chiropractic profession needs to describe its pre- and 
post-professional training, its sub-populations of spe-
cial interest areas, and its scope in terms of professional 
generalist and specialist competency. It has described its 
competencies at the pre-professional level, but has not 
completed the journey in describing competencies for 
all post professional education special interest areas. In 
order to address this limitation, the addition of the Well-
being and Lifestyle Chiropractic/Management clinical 
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practice group to incorporate the traditional views of the 
wellness-based chiropractor is recommended.

In doing so, the WLM group may be embraced as a 
wanted and needed member of the profession by the 
science group as based on modern science. I believe the 
proposed actions address the divide that has grown in the 
profession with a workable solution. This solution may 
reduce the infighting and provide a respectable discourse 
within a consensus process for all stakeholder groups 
including the associations, the regulators, the educators, 
the clinicians and the entrepreneurs.

It seems that many of the actions/values associated 
with a contemporary patient focussed healthcare profes-
sion are potentially contained within this brief. However, 
the consideration of a “divorce” is extreme and ultimately 
unnecessary. Instead, with changes in the way chiroprac-
tors define themselves, the professional factions may be 
able to coexist and broaden the recognised scope of chi-
ropractic practice and its appeal to the public and other 
stakeholders.

“United we stand, divided we fall”.

Acknowledgements
Not applicable.

Authors’ contributions
HP conceived and wrote the paper. The author read and approved the final 
manuscript.

Funding
The author received funding from the Australian Chiropractors Association for 
the publication fee associated with the manuscript.

Availability of data and materials
Not applicable.

Declarations

Ethical approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The author is the Head of the Australasian Institute for Chiropractic Education 
(AICE). The Australasian Institute of Chiropractic Education was established in 
2019 by the Australian Chiropractors Association (ACA) to promote advanced 
clinical competence and knowledge transfer through the establishment of 
credentialed advanced learning pathways.

Received: 11 February 2021   Accepted: 28 October 2021

References
 1. Leboeuf-Yde C, Innes SI, Young KJ, Kawchuk GN, Hartvigsen J. Chiro-

practic, one big unhappy family: better together or apart? Chiropr Man 
Ther. 2019;27:4.

 2. American Chiropractic Association House of Delegates. ACA wellness 
model. Arlington: American Chiropractic Association; 2001.

 3. Jamison JR. Wellness: defining the way ahead for chiropractic in Aus-
tralia. Chiropr J Aust. 2007;37(1):2–6.

 4. Hawk C, Schneider M, Evans MW Jr, Redwood D. Consensus process to 
develop a best-practice document on the role of chiropractic care in 
health promotion, disease prevention, and wellness. J Manip Physiol 
Ther. 2012;35(7):556–67.

 5. Jamison JR, Rupert RL. Maintenance care: towards a global description. 
J Can Chiropr Assoc. 2001;45(2):100–5.

 6. Keating JC. Shades of straight: diversity among the purists. JMPT. 
1992;15(3):203–9.

 7. Johnson C, Rubinstein SM, Côté P, Hestbaek L, Injeyan HS, Puhl A, et al. 
Chiropractic care and public health: answering difficult questions 
about safety, care through the lifespan, and community action. J Manip 
Physiol Ther. 2012;35(7):493–513.

 8. Beliveau PJH, Wong JJ, Sutton DA, Simon NB, Bussières AE, Mior SA, 
et al. The chiropractic profession: a scoping review of utilization rates, 
reasons for seeking care, patient profiles, and care provided. Chiropr 
Man Therap. 2017;25:35.

 9. Rupert RL, Manello D. Sandefur R Maintenance care: health promotion 
services administered to US chiropractic patients aged 65 and older, 
part II. J Manip Physiol Ther. 2000;23(1):10–9.

 10. Glucina TT, Krägeloh CU, Farvid P, Holt K. Moving towards a contem-
porary chiropractic professional identity. Complement Ther Clin Pract. 
2020;39:101105.

 11. Baer HA. Divergence and convergence in two systems of manual medi-
cine: osteopathy and chiropractic in the United States. Med Anthropol 
Q. 1987;1(2):176–93.

 12. Nawaz H, Petraro PV, Via C, Ullah S, Lim L, Wild D, et al. Lifestyle 
medicine curriculum for a preventive medicine residency program: 
implementation and outcomes. Med Educ Online. 2016;21:29339.

 13. Anwar-McHenry J, Donovan J, Jalleh RJ, Laws G. Impact evaluation of 
the Act- Belong- Commit mental health promotion campaign. J Public 
Ment Health. 2012;11(4):186–95.

 14. Egger GJ, Binns AF, Rossner SR. The emergence of “lifestyle medicine” as 
a structured approach for management of chronic disease. Med J Aust. 
2009;190(3):143–5.

 15. Australasian Society of Lifestyle Medicine (ASLM). https:// www. lifes 
tylem edici ne. org. au/ lifes tyle- medic ine. Accessed 14 Nov 2020.

 16. Smith T. What is spinal hygiene and why you should care. https:// www. 
chiro eco. com/ spinal- hygie ne/. Accessed 14 Nov 2020.

 17. What is spinal hygiene and why do chiropractors love it? https:// www. 
dynat ronics. com/ blog/ what- is- spinal- hygie ne- and- why- do- chiro pract 
ors- love- it. Accessed 14 Nov 2020.

 18. AusDoc. Chiro exploited patients for ’crass’ financial gain. https:// www. 
ausdoc. com. au/ news/ chiro- explo ited- patie nts- crass- finan cial- gain. 
Accessed 14 Nov 2020.

 19. Eklund A, Jensen I, Lohela-Karlsson M, Hagberg J, Leboeuf-Yde C, 
Kongsted A, et al. The Nordic Maintenance Care program: effectiveness 
of chiropractic maintenance care versus symptom-guided treatment 
for recurrent and persistent low back pain—a pragmatic randomized 
controlled trial. PLoS ONE. 2018;13(9):e0203029.

 20. Cifuentes M, Willetts J, Wasiak R. Health maintenance care in work-
related low back pain and its association with disability recurrence. J 
Occup Environ Med. 2011;53(4):396–404.

 21. Axén I, Hestbaek L, Leboeuf-Yde C. Chiropractic maintenance care—
what’s new? A systematic review of the literature. Chiropr Man Therap. 
2019;27:63.

 22. Busse JW, Jim J, Jacobs C, Ngo T, Rodine R, Torrance D, et al. Attitudes 
towards chiropractic: an analysis of written comments from a survey of 
north american orthopaedic surgeons. Chiropr Man Ther. 2011;19(1):25.

 23. Murdoch B, Carr S, Caulfield T. Selling falsehoods? A cross-sectional 
study of Canadian naturopathy, homeopathy, chiropractic and 
acupuncture clinic website claims relating to allergy and asthma. BMJ 
Open. 2016;6(12):e014028.

 24. Walker BF. The new chiropractic. Chiropr Man Ther. 2016;24:26.
 25. Keating JC Jr, Hansen DT. Quackery vs. accountability in the marketing 

of chiropractic. J Manip Physiol Ther. 1992;15(7):459–70.
 26. Henson SW, Pressley M, Korfmann S. Current offerings are inadequate 

Business training and education needs of chiropractors. J Chiropr Educ. 
2008;22(2):145–51.

https://www.lifestylemedicine.org.au/lifestyle-medicine
https://www.lifestylemedicine.org.au/lifestyle-medicine
https://www.chiroeco.com/spinal-hygiene/
https://www.chiroeco.com/spinal-hygiene/
https://www.dynatronics.com/blog/what-is-spinal-hygiene-and-why-do-chiropractors-love-it
https://www.dynatronics.com/blog/what-is-spinal-hygiene-and-why-do-chiropractors-love-it
https://www.dynatronics.com/blog/what-is-spinal-hygiene-and-why-do-chiropractors-love-it
https://www.ausdoc.com.au/news/chiro-exploited-patients-crass-financial-gain
https://www.ausdoc.com.au/news/chiro-exploited-patients-crass-financial-gain


Page 11 of 13Pollard  Chiropr Man Therap           (2021) 29:44  

 27. Kontominas B. Sydney chiropractor Hance Limboro deregistered over 
cancer cure advertisements. https:// www. abc. net. au/ news/ 2018- 07- 30/ 
sydney- chiro pract or- dereg ister ed- over- cancer- cure- claims/ 10052 272. 
Accessed 1 Apr 2021.

 28. Holden A, Nanayakkara S, Skinner J, Spallek H, Sohn W. What do Austral-
ian health consumers believe about commercial advertisements and 
testimonials? A survey on health service advertising. BMC Public Health. 
2021;21(1):74.

 29. Ciolfi MA, Azad A, Al-Azdee M, Habib A, Lalla A, Moslehi M, et al. Percep-
tions of Ontario chiropractors on business education in chiropractic 
schools. J Chiropr Educ. 2021;35(1):131–8.

 30. Ciolfi MA, Kasen PA. The relationship between chiropractor required 
and current level of business knowledge. Chiropr Man Ther. 2017;25:3.

 31. Lifestyle medicine an overview. Realias Media. https:// www. relia smedia. 
com/ artic les/ 19034- lifes tyle- medic ine- an- overv iew. Accessed 1 Apr 
2021.

 32. Senzon SA. Constructing a philosophy of chiropractic: evolving world-
views and postmodern core. J Chiropr Humanit. 2011;18(1):39–63.

 33. Keating JC Jr, Charlton KH, Grod JP, Perle SM, Sikorski D, Winterstein JF. 
Subluxation: dogma or science? Chiropr Osteopat. 2005;13:17.

 34. Gliedt JA, Hawk C, Anderson M, Ahmad K, Bunn D, Cambron J, et al. 
Chiropractic identity, role and future: a survey of North American chiro-
practic students. Chiropr Man Therap. 2015;23(1):4.

 35. Reggars JW. Chiropractic at the crossroads or are we just going around 
in circles? Chiropr Man Ther. 2011;19:11.

 36. Brosnan C. Alternative futures: fields, boundaries, and divergent profes-
sionalisation strategies within the Chiropractic profession. Soc Sci Med. 
2017;190:83–91.

 37. Wardwell WI. The triumph of chiropractic—and then what? J Sociol Soc 
Welfare. 1980;7(3):9.

 38. Strahinjevich B, Simpson JK. The schism in chiropractic through the 
eyes of a 1st year chiropractic student. Chiropr Man Ther. 2018;26:2.

 39. McGregor M, Puhl AA, Reinhart C, Injeyan HS, Soave D. Differentiating 
intraprofessional attitudes toward paradigms in health care delivery 
among chiropractic factions: results from a randomly sampled survey. 
BMC Complement Altern Med. 2014;14:51.

 40. Rosner AL. Chiropractic identity: a neurological, professional, and politi-
cal assessment. J Chiropr Humanit. 2016;23(1):35–45.

 41. Hart J. Analysis and adjustment of vertebral subluxation as a separate 
and distinct identity for the chiropractic profession: a commentary. J 
Chiropr Humanit. 2016;23(1):46–52.

 42. Good CJ. Chiropractic identity in the United States: wisdom, courage, 
and strength. J Chiropr Humanit. 2016;23(1):29–34.

 43. Vernon H. Historical overview and update on subluxation theories. J 
Chiropr Humanit. 2010;17(1):22–32.

 44. Senzon SA. The chiropractic vertebral subluxation part 1: introduction. J 
Chiropr Humanit. 2019;25:10–21.

 45. Identity Consultation. World Federation of Chiropractic. https:// www. 
wfc. org/ websi te/ index. php? option= com_ conte nt& view= categ ory& 
layout= blog& id= 64& Itemid= 93& lang= en. Accessed 26 Apr 2021.

 46. Leach RA. Doing the same thing and expecting a different outcome: 
it is time for a questioning philosophy and theory-driven chiropractic 
research. J Chiro Hum. 2019;26:60–74.

 47. Ailliet L, Rubinstein SM, de Vet HCW. Characteristics of chiropractors 
and their patients in Belgium. J Manip Physiol Ther. 2010;33(8):618–25.

 48. Kaptchuk TJ, Eisenberg DM. Chiropractic: origins, controversies, and 
contributions. Arch Intern Med. 1998;158(20):2215–24.

 49. Goncalves G, Le Scanff C, Leboeuf-Yde C. Primary prevention in chiro-
practic practice: a systematic review. Chiropr Man Ther. 2017;25:9.

 50. Mior S, Wong J, Sutton D, Beliveau PJH, Bussières A, Hogg-Johnson S, 
et al. Understanding patient profiles and characteristics of current chi-
ropractic practice: a cross-sectional Ontario Chiropractic Observation 
and Analysis STudy (O-COAST). BMJ Open. 2019;9(8):e029851.

 51. Vu U. Primary, secondary and tertiary prevention. At Work 80 (Spring 
2015). Institute for Work and Health. https:// www. iwh. on. ca/ newsl 
etters/ at- work/ 80. Accessed 31 July 2021.

 52. Hawk C, Amorin-Woods L, Evans MW, Whedon JM, Daniels CJ, Williams 
RD, et al. The role of chiropractic care in providing health promotion 
and clinical preventive services for adult patients with musculoskel-
etal pain: a clinical practice guideline. J Altern Complement Med. 
2021;27:850–67.

 53. Taylor JB, Goode AP, George SZ, Cook CE. Incidence and risk factors for 
first-time incident low back pain: a systematic review and meta-analy-
sis. Spine J. 2014;14(10):2299–319.

 54. Sackett DL. Evidence-based medicine. Spine. 1998;23:1085–6.
 55. Ryan G, Sfar-Gandoura H. Introduction to positivism, interpretivism and 

critical theory. Nurse Res. 2018;25(4):41–9.
 56. Bensing J. Bridging the gap. The separate worlds of evidence- based 

medicine and patient-centered medicine. Patient Educ Couns 
2000;39:17–25.

 57. Jamison JR. Reflections on chiropractic’s patient-centered care. J Manip 
Physiol Ther. 2001;24:483–6.

 58. Fisher CG, Wood KB. Introduction to and techniques of evidence-based 
medicine. Spine. 2007;32(Suppl 19):S66-72.

 59. Nim CG, Lauridsen HH, O’Neill S, Goncalves G, Jensen RK, Leboeuf-Yde 
C. Chiropractic conservatism among chiropractic students in Denmark: 
prevalence and consequences. Chiropr Man Therap. 2020;28(1):64.

 60. Chestnut J. https:// www. thewe llnes sprac tice. com/ drche stnut. cfm. 
Accessed: 01/04/21.

 61. Chiropractic vs. Chiropractic Medicine. https:// patie ntmed ia. com/ chiro 
pract ic- vs- chiro pract ic- medic ine/ Accessed 14 Nov 2020.

 62. Simpson JK, Young KJ. Vitalism in contemporary chiropractic: a help or 
a hinderance? Chiropr Man Therap. 2020;28(1):35.

 63. Young KJ. Words matter: the prevalence of chiropractic-specific 
terminology on Australian chiropractors’ websites. Chiropr Man Therap. 
2020;28(1):18.

 64. Funk MF, Frisina-Deyo AJ, Mirtz TA, Perle SM. The prevalence of the term 
subluxation in chiropractic degree program curricula throughout the 
world. Chiropr Man Ther. 2018;26:24.

 65. ICA council on Wellness Lifestyle Science. http:// www. icawe llness. org. 
Accessed 1 Apr 2021.

 66. Gatterman MI, Cooperstein R, Lantz C, Perle SM, Schneider MJ. Rating 
specific chiropractic technique procedures for common low back 
conditions. J Manip Physiol Ther. 2001;24(7):449–56.

 67. Charlton KH. Silence is not golden: it’s consent. Chiropr J Aust. 
2003;33:81–2.

 68. Simpson JK. At-risk advertising by Australian chiropractors and physi-
otherapists. Chiropr Man Ther. 2019;27:30.

 69. Page SA, Grod JP. An audit of health products advertised for sale on 
chiropractic Web sites in Canada and consideration of these practices 
in the context of Canadian chiropractic codes of ethics and conduct. J 
Manip Physiol Ther. 2009;32(6):485–92.

 70. Sikorski DM, Wanlass PW, Kizhakkeveettil A, Tobias GS. A survey of 
chiropractic students’ perceived business preparedness at graduation. J 
Chiropr Educ. 2021;35(1):59–64.

 71. Smith K, Ernst E, Colquhoun D, Sampson W. “Complementary & 
Alternative Medicine” (CAM): ethical and policy issues. Bioethics. 
2016;30(2):60–2.

 72. Wardle J. Greater regulation of complementary medicine therapists 
needed. N Z Med J. 2008;121(1287):92–3.

 73. Williams J. The shake-up with WFC’s Research Committee. https:// www. 
chiro pract icfor ward. com/ 3063- 2/? fbclid= IwAR0 jbxa6 S4HUs tmep- 
g0cbz 6qARu Fj78L HfhvQ eLv0L ptqhM YM_ 6hPqc 7zA. Accessed 17 Dec 
2020.

 74. Rea B, Wilson A. Creating a lifestyle medicine specialist fellowship: a rep-
licable and sustainable model. Am J Lifestyle Med. 2020;14(3):278–81.

 75. Lianov LS, Johnson M. Physician competencies for prescribing lifestyle 
medicine. JAMA. 2010;304:202–3.

 76. Lifestyle Medicine Residency Curriculum. American College of Lifestyle 
Medicine. https:// www. lifes tylem edici ne. org/. Accessed 6 Dec 2020.

 77. Farhad BN. So, those who can’t do it, teach it? BMJ. 2006;332:219.
 78. Flegal KE, Anderson MC. Overthinking skilled motor performance: or 

why those who teach can’t do. Psychon Bull Rev. 2008;15(5):927–32.
 79. Dal-Ré R, Carné X. The cohabitation of academia and industry: What 

position do the medical journals take regarding opinion articles? Rev 
Clin Esp. 2016;216(8):423–6.

 80. Charlton KH. A chiropracticness test. Chiropr Man Ther. 2005;13:24.
 81. National Board of Chiropractic Examiners Practice Analysis of Chiroprac-

tic 2020. National Board of Chiropractic Examiners, Greeley, CO USA. 
2020. https:// www. nbce. org/ pract ice- analy sis- of- chiro pract ic- 2020/. 
Accessed 1 Apr 2021.

https://www.abc.net.au/news/2018-07-30/sydney-chiropractor-deregistered-over-cancer-cure-claims/10052272
https://www.abc.net.au/news/2018-07-30/sydney-chiropractor-deregistered-over-cancer-cure-claims/10052272
https://www.reliasmedia.com/articles/19034-lifestyle-medicine-an-overview
https://www.reliasmedia.com/articles/19034-lifestyle-medicine-an-overview
https://www.wfc.org/website/index.php?option=com_content&view=category&layout=blog&id=64&Itemid=93&lang=en
https://www.wfc.org/website/index.php?option=com_content&view=category&layout=blog&id=64&Itemid=93&lang=en
https://www.wfc.org/website/index.php?option=com_content&view=category&layout=blog&id=64&Itemid=93&lang=en
https://www.iwh.on.ca/newsletters/at-work/80
https://www.iwh.on.ca/newsletters/at-work/80
https://www.thewellnesspractice.com/drchestnut.cfm
https://patientmedia.com/chiropractic-vs-chiropractic-medicine/
https://patientmedia.com/chiropractic-vs-chiropractic-medicine/
http://www.icawellness.org
https://www.chiropracticforward.com/3063-2/?fbclid=IwAR0jbxa6S4HUstmep-g0cbz6qARuFj78LHfhvQeLv0LptqhMYM_6hPqc7zA
https://www.chiropracticforward.com/3063-2/?fbclid=IwAR0jbxa6S4HUstmep-g0cbz6qARuFj78LHfhvQeLv0LptqhMYM_6hPqc7zA
https://www.chiropracticforward.com/3063-2/?fbclid=IwAR0jbxa6S4HUstmep-g0cbz6qARuFj78LHfhvQeLv0LptqhMYM_6hPqc7zA
https://www.lifestylemedicine.org/
https://www.nbce.org/practice-analysis-of-chiropractic-2020/


Page 12 of 13Pollard  Chiropr Man Therap           (2021) 29:44 

 82. Bussières AE, Stewart G, Al-Zoubi F, Decina P, Descarreaux M, Haskett D, 
et al. Spinal manipulative therapy and other conservative treatments 
for low back pain: a guideline from the Canadian chiropractic guideline 
initiative. J Manip Physiol Ther. 2018;41(4):265–93.

 83. Brantingham JW, Globe G, Pollard H, Hicks M, Korporaal C, Hoskins W. 
Manipulative therapy for lower extremity conditions: expansion of 
literature review. J Manip Physiol Ther. 2009;32(1):53–71.

 84. Pollard H, Hoskins W, McHardy A, Bonello R, Garbutt P, Swain M, et al. 
Australian chiropractic sports medicine: half way there or living on a 
prayer? Chiropr Osteopat. 2007;15:14.

 85. McHardy A, Hoskins W, Pollard H, Onley R, Windsham R. Chiropractic 
treatment of upper extremity conditions: a systematic review. J Manip 
Physiol Ther. 2008;31(2):146–59.

 86. Charlton KH. Popper-Kuhn debate: a consideration of some of the 
implications for the philosophy of science and the chiropractic investi-
gative community. J Manip Physiol Ther. 1988;11:224–7.

 87. Cramer T, Rea B. The lifestyle medicine outpatient clinic at Loma Linda 
University Health. Am J Lifestyle Med. 2018;12(5):425–7.

 88. Harding P, Prescott J, Sayer J, Pearce A. Advanced musculoskeletal 
physiotherapy clinical education framework supporting an emerging 
new workforce. Aust Heal Rev. 2015;39(3):271–82.

 89. Nelson CF, Lawrence DJ, Triano JJ, Bronfort G, Perle SM, Metz RD, et al. 
Chiropractic as spine care: a model for the profession. Chiropr Osteopat. 
2005;13:9.

 90. Jamison JR. Competency-based professional standards: a fundamental 
consideration. J Manip Physiol Ther. 1993;16(7):498–504.

 91. Donahue J. Competency-based professional standards: a fundamental 
consideration. J Manip Physiol Ther. 1994;17(2):131–2.

 92. Australian Health Practitioner Regulation Agency (AHPRA). https:// 
www. ahpra. gov. au/ Publi catio ns/ Adver tising- resou rces/ Check- and- 
corre ct/ Chiro pract ic- examp les. aspx. Accessed 11 Dec 2020.

 93. Fergusson L, Allred T, Dux T, Muianga H. Work-based learning and 
research for mid- career professionals: two project examples from 
Australia. Interdiscip J e-Skills Lifelong Learn. 2018;14:19–40.

 94. Englander R, Cameron T, Ballard AJ, Dodge J, Bull J, Aschenbrener 
CA. Toward a common taxonomy of competency domains for the 
health professions and competencies for physicians. Acad Med. 
2013;88(8):1088–94.

 95. Callenen M. Chiropractic specialties offering a wider range of patient 
care. https:// www. chiro eco. com/ chiro pract ic- speci alties/. Accessed 30 
Sept 2021

 96. EAC Special Interest Groups. https:// www. chiro pract ic- ecu. org/ educa 
tion- and- cpd/ europ ean- acade my/ eac- speci al- inter est- groups/. 
Accessed 30 Sept 2021.

 97. American Board of Chiropractic Specialties (ABCS). https:// www. acato 
day. org/ Commu nities- Relat ed- Organ izati ons- Ameri can- Board- of- Chiro 
pract ic- Speci alties. Accessed 30 Sept 2021.

 98. The Royal College of Chiropractors (RCC). https:// rcc- uk. org/ speci alist- 
facul ties/. Accessed 30 Sept 2021.

 99. Australian Institute of Chiropractic Education (AICE). https:// www. aice. 
org. au/ home/ about- aice. Accessed 30 Sept 2021.

 100. Wade DT. What attributes should a specialist in rehabilitation have? 
Seven suggested specialist capabilities in practice. Clin Rehabil. 
2020;34(8):995–1003.

 101. Batt AM, Tavares W, Williams B. The development of competency frame-
works in healthcare professions: a scoping review. Adv Health Sci Educ 
Theory Pract. 2020;25(4):913–87.

 102. Whittaker JL, Ellis R, Hodges PW, OSullivan C, Hides J, Fernandez-Car-
nero S, et al. Imaging with ultrasound in physical therapy: what is the 
PT’s scope of practice? A competency-based educational model and 
training recommendations. Br J Sports Med. 2019;53(23):1447–53.

 103. Fastivetz AV, Khomenko PV, Onipko VV, Emetc AV, Skrinnik YO. Medical 
aspects of specialist training in physical therapy and ergotherapy in 
the system of higher education of Ukraine. Wiad Lek. 2019;72(5 cz 
2):1098–102.

 104. Sweeney JK, Heriza CB, Blanchard Y, American Physical Therapy Asso-
ciation. Neonatal physical therapy. Part I: clinical competencies and 
neonatal intensive care unit clinical training models. Pediatr Phys Ther. 
2009;21(4):296–307.

 105. Bush ML, Dougherty W. Assessment of vestibular rehabilitation therapy 
training and practice patterns. J Community Health. 2015;40(4):802–7.

 106. Dean E. Physical therapy in the 21st century (Part I): toward practice 
informed by epidemiology and the crisis of lifestyle conditions. Physi-
other Theory Pract. 2009;25(5–6):330–53.

 107. Zimny NJ. Diagnostic classification and orthopaedic physical therapy 
practice: what we can learn from medicine. J Orthop Sports Phys Ther. 
2004;34(3):105–9.

 108. Bulley C, Donaghy M. Processes in the development of international 
specialist competencies and standards: the Sports Physiotherapy for All 
Project. J Allied Health. 2008;37(3):e221–43.

 109. Althorpe T, Shelley L. Curtin University: a contemporary Master of 
Clinical Physiotherapy (sports) “down under” (continuing professional 
development series). Br J Sports Med. 2019;53(10):605–6.

 110. Hewitt E, Hestbaek L, Pohlman KA. Core competencies of the certified 
pediatric doctor of chiropractic: results of a Delphi consensus process. J 
Evid Based Complement Altern Med. 2016;21(2):110–4.

 111. Côté P, Sutton D, Nicol R, Brown R, Mior S. The development of a global 
chiropractic rehabilitation competency framework by the World Fed-
eration of Chiropractic. Chiropr Man Therap. 2019;27:29.

 112. Brismee JM, Pape JL, Woodhouse LJ, Reid D, Bellot N, Matthijs OC, 
et al. Reflections and future directions on extending physical therapist 
scope of practice to improve quality of care and preserve health care 
resources. Phys Ther. 2018;98(10):827–9.

 113. Broome K. Is it time for an Australian advanced practice framework for 
occupational therapists? Aust Occup Ther J. 2015;62(3):210–3.

 114. Langridge N. The skills, knowledge and attributes needed as a first-
contact physiotherapist in musculoskeletal healthcare. Muscoskel Care. 
2019;17(2):253–60.

 115. Standards for Accreditation of Doctor of Chiropractic Programmes. 
Canadian Federation of Chiropractic Regulatory and Educational 
Accrediting Boards. 2011. http:// www. chiro fed. ca/ engli sh/ pdf/ Stand 
ards- for- Accre ditat ion- of- Doctor- of- Chiro pract ic- Progr ammes. pdf. 
Accessed 12 Jan 2015.

 116. Chiropractic Accreditation and Competency Standards. Council on 
Chiropractic Education Australasia May 2015.

 117. Albanese MA, Mejicano G, Mullan P, Kokotailo P, Gruppen L. Defin-
ing characteristics of educational competencies. Med Educ. 
2008;42(3):248–55.

 118. Jones-Harris AR. Are chiropractors in the UK primary healthcare or pri-
mary contact practitioners? A mixed methods study. Chiropr Osteopat. 
2010;18:28.

 119. Gaumer G, Koren A, Gemmen E. Barriers to expanding primary care 
roles for chiropractors: the role of chiropractic as primary care gate-
keeper. J Manip Physiol Ther. 2002;25(7):427–49.

 120. French SD, Charity MJ, Forsdike K, Gunn JM, Polus BI, Walker BF, 
et al. Chiropractic Observation and Analysis Study (COAST): provid-
ing an understanding of current chiropractic practice. Med J Aust. 
2013;199(10):687–91.

 121. Brennan EA, Ogawa RS, Thormodson K, von Isenburg M. Introduc-
ing a health information literacy competencies map: connecting the 
Association of American Medical Colleges Core Entrustable Professional 
Activities and Accreditation Council for Graduate Medical Education 
Common Program Requirements to the Association of College & 
Research Libraries Framework. J Med Libr Assoc. 2020;108(3):420–7.

 122. Aggarwal R, Swanwick T. Clinical leadership development in postgradu-
ate medical education and training: policy, strategy, and delivery in the 
UK National Health Service. J Healthc Leadersh. 2015;7:109–22.

 123. Skippings R. Specialism in health care: is there a case for specialist 
chiropractors? Clin Chiropr. 2012;15:50–4.

 124. Royal Australian College of General Practitioners (RACGP). What is Gen-
eral Practice? https:// www. racgp. org. au/ educa tion/ stude nts/a- career- 
in- gener al- pract ice/ what- is- gener al- pract ice. Accessed 14 Nov 2020.

 125. Australian Institute of Chiropractic Education. Well-being and Lifestyle 
Management. Clinical Practice Group. https:// www. aice. org. au/ cpg/ 
wellb eing- lifes tyle- manag ement. Accessed 20 Dec 2020.

 126. Auld ME. Health education careers in a post-health reform era. Health 
Promot Pract. 2017;18(5):629–35.

 127. Health Education Specialist Practice Analysis 2015 (HESPA-2015): Execu-
tive summary. National Commission for Health Education Credentialing, 
Inc. (NCHEC) http:// www. nchec. org/ assets/ 2251/ execu tives ummary. 
pdf. Accessed 1 Apr 2021.

https://www.ahpra.gov.au/Publications/Advertising-resources/Check-and-correct/Chiropractic-examples.aspx
https://www.ahpra.gov.au/Publications/Advertising-resources/Check-and-correct/Chiropractic-examples.aspx
https://www.ahpra.gov.au/Publications/Advertising-resources/Check-and-correct/Chiropractic-examples.aspx
https://www.chiroeco.com/chiropractic-specialties/
https://www.chiropractic-ecu.org/education-and-cpd/european-academy/eac-special-interest-groups/
https://www.chiropractic-ecu.org/education-and-cpd/european-academy/eac-special-interest-groups/
https://www.acatoday.org/Communities-Related-Organizations-American-Board-of-Chiropractic-Specialties
https://www.acatoday.org/Communities-Related-Organizations-American-Board-of-Chiropractic-Specialties
https://www.acatoday.org/Communities-Related-Organizations-American-Board-of-Chiropractic-Specialties
https://rcc-uk.org/specialist-faculties/
https://rcc-uk.org/specialist-faculties/
https://www.aice.org.au/home/about-aice
https://www.aice.org.au/home/about-aice
http://www.chirofed.ca/english/pdf/Standards-for-Accreditation-of-Doctor-of-Chiropractic-Programmes.pdf
http://www.chirofed.ca/english/pdf/Standards-for-Accreditation-of-Doctor-of-Chiropractic-Programmes.pdf
https://www.racgp.org.au/education/students/a-career-in-general-practice/what-is-general-practice
https://www.racgp.org.au/education/students/a-career-in-general-practice/what-is-general-practice
https://www.aice.org.au/cpg/wellbeing-lifestyle-management
https://www.aice.org.au/cpg/wellbeing-lifestyle-management
http://www.nchec.org/assets/2251/executivesummary.pdf
http://www.nchec.org/assets/2251/executivesummary.pdf


Page 13 of 13Pollard  Chiropr Man Therap           (2021) 29:44  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 128. Titles in health advertising. Australian Health Practitioner Regulation 
Agency. https:// www. ahpra. gov. au/ Publi catio ns/ Adver tising- hub/ 
Resou rces- for- adver tisers/ Titles. aspx. Accessed 1 Apr 2021.

 129. Haldeman S, Chapman-Smith D, Petersen DM. Frequency and duration 
of care. In: Guidelines for chiropractic quality assurance and practice 
parameters. Giathersburg: Aspen; 1993.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.ahpra.gov.au/Publications/Advertising-hub/Resources-for-advertisers/Titles.aspx
https://www.ahpra.gov.au/Publications/Advertising-hub/Resources-for-advertisers/Titles.aspx

	Reframing a debate in chiropractic
	Abstract 
	Background
	Wellbeing and lifestyle medicine
	Wellness versus evidence: a false premise
	Education by practice management
	When two tribes go to war
	Don’t mention the war
	The structure of the profession
	A new structural model for the profession
	Recognising competency
	Generalists versus specialists
	Undergraduate chiropractic training
	The competent general chiropractor
	The competent specialist chiropractor
	The expert specialist chiropractor
	The expert general chiropractor
	Vertical integration
	Broadening the scope of chiropractic
	Achieving consensus on standards

	Conclusion
	Acknowledgements
	References


