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I.

OVERVIEW

The doctor of chiropractic is a primary care, direct access, first professional degree level
provider who serves as a portal-of-entry into the health care system. ICA understands the term primary
care provider to be defined as: Any health care provider capable of providing first level contact and
intake into the health delivery system, any health care provider licensed to receive patient contact in
the absence of physician referral. All laws and regulations in the United States allow any citizen to
seek the services of the doctor of chiropractic without referral from any other provider. Individuals are
free to seek basic essential care on the same individual initiative basis that applies to other direct
access providers.
Only the doctor of chiropractic is professionally competent to evaluate the chiropractic needs
of a patient and to determine the level of service appropriate to meet those needs.
Chiropractic intervention is indicated in all instances where the objective and/or subjective
presence of subluxation can be demonstrated and/or in a setting of routine checkups. Patient needs
must be individually determined on the basis of recognized procedures, but the issue of clinical
necessity of providing adjustive care shall be based on the presence of subluxation, and/or other
structural misarticulations, which may or may not have yet manifested subjective symptoms.
The International Chiropractors Association recognizes subluxation as an acceptable primary
diagnosis, and includes the following official policy statement in their body of formally adopted position
statements:
Subluxation is a responsible and credible diagnosis for the doctor of chiropractic and this
condition should be recognized and reimbursed as a primary diagnosis by all third-party
payment organizations, both public and private.
The analytical/diagnostic determination of a subluxation indicates the need for chiropractic
care.
Chiropractic understands that illness, dysfunction (lack of wellness), etc., is the product of the
body's inability to maintain itself or to successfully adapt to its environmental circumstances. While
recognizing that illness has multiple origins, chiropractic science holds that under normal
circumstances, the self-healing powers of the body will be sufficient to deal with illness or dysfunction.
The doctor of chiropractic's duty is to assist the body in this process, and to remove as many barriers
as possible to self-healing.
Chiropractic perceives the correction of subluxation at the earliest possible moment as the
most basic, essential responsibility of the doctor of chiropractic. The adjustment of the subluxation(s)
determined to be present is held by the chiropractic profession to be the unique, fundamental
intervention chiropractic has to offer.
II

LITERATURE REVIEW

From the very beginning, the chiropractic model of health has had as its foundation the maxim
that a human being is an ecologically and biologically unified organism. The relationship between a
patient’s internal and external environment must be understood. A major chiropractic premise is that
the inherent recuperative power of the body aids restoration and maintenance of health. These
assumptions comprise a wellness paradigm embraced by the great majority of the chiropractic
profession.
A.

The Objective Determination of Subluxation
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The chiropractic literature specifically addresses the means of objectively identifying the
presence of vertebral subluxation(s), apart from subjective patient complaints and/or symptoms. Such
reproducible, reliable procedures are the cornerstone of chiropractic practice. A detailed review of
instrumentation, imaging, and other procedures is presented in later chapters. It is essential to note
here and refer the reader to those detailed discussions later in this work; as such objective indicators
are the foundation for the clinical merit of basic essential care.
Strong consensus as to acceptable objective procedures has emerged and such procedures
have been incorporated into chiropractic education, authorizing legislation and routine chiropractic
practice. Kent, Grostic, et al conducted a consensus study employing a variety of sound procedures
that identified the following procedures as, "having progressed beyond the experimental stage, and
are acceptable procedures for general clinical practice." Those procedures were:
a.
b.
c.
d.
e.
f.
g.
h.
i.

Palpation (static and motion).
Postural analysis.
Orthopedic and neurological examination.
X-ray spinography.
Video fluoroscopy.
Computed tomography.
Magnetic resonance imaging.
Skin temperature differential analysis, including thermography.
Paraspinal EMG scanning.

Of the procedures identified by Kent and Grostic, six represent imaging or instrumentation
procedures that are extensively addressed in Chapter 13, Diagnostic Imaging and Chapter 14,
Instrumentation. Those chapters should be consulted regarding the contribution those procedures
make towards the objective determination of the presence of subluxation.
Of the non-imaging and instrumentation procedures routinely employed by doctors of
chiropractic, palpation is perhaps the primary procedure most universally applied. Indeed, Hass and
Panzer state: The hands are the primary tools of the chiropractic and are of utmost importance in identifying
subluxation.
Faye and Wiles define palpation as:
...the use of the tactile senses to determine variations in tissue consistence to
recognize whether these variations are normal or abnormal. During palpation, the practitioner
senses variations in temperature, shape and contour, textures, resistance, and motion.
Palpation is usually conducted with a light, medium, or deep touch, using the pads of the
fingertips...There are two basic classifications of manual palpation, static and dynamic.
Palpation provides the doctor of chiropractic with unique information about the state of the
patient and the relationship of the various spinal segments in the patient. Bryner and Bruin found that
chiropractic colleges responding to their survey utilize palpation in basic diagnostic instruction, with an
emphasis by those responding on motion palpation and joint play assessment.
Palpation has been a key element in the chiropractic examination process from its very
beginnings. D.D. Palmer and Dr. B.J. Palmer both wrote extensively on palpation and co-developed
a variety of techniques, including nerve tracing, static and motion forms of palpation.
An abundance of chiropractic texts exist which provide extensive and detailed procedural
guides to palpation. Haldeman, et al, Faye and Schafer, Gillet and Schafer provide extensive
discussions of palpation procedures and articles numbering in the hundreds have been published on
various aspects of palpation and the subluxation.
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Akin to palpation, range of motion studies provide the doctor of chiropractic with important
information about the state of a patient from individual testing and observation. Meeker writes,
Assessing the range of limb and trunk motion is still considered to be one of the most objective ways to judge
disability of the motor system and is a standard part of the chiropractor’s diagnostic procedures. Blunt,
Gatterman and Bereznick offer a highly detailed discussion of mobility in the human spine and attempt
to quantify ranges of normal for the various segments of the spine. In their analysis, the characteristics
and analysis of normal dynamic regional and inter-segmental motion are explored to understand a deviance from
these patterns that characterizes the abnormal motion of a subluxation complex. A continuum of abnormal
motion is described, from hypomobility to hypermobility and instability. Blunt, et al note that, ...the literature
spawns a wide range of techniques used to evaluate and describe ranges of motion. The utility and validity
of all such procedures is related to the degree to which such procedures allow the patient’s status to
be quantified and measured, and the validity of the scales of normal and abnormal against which an
individual patient’s findings are compared. There is consensus, however, regarding the importance
of range of motion studies in gathering subluxation related information and such procedures continue
to commend themselves to chiropractic practice because of the objective nature of findings.
Muscle testing is also routinely employed in chiropractic practice as a basis for gathering
objective indications regarding the status of patients. Meeker writes, Assessment of muscle function for
strength and quality of contraction is a standard test of the motor system. Manual muscle testing is popular
and, indeed, forms the basis of several techniques used by chiropractors. In the general healthcare
literature (Mayer and Gatchel, 1988) muscle weakness is related to a number of complaints and
dysfunctions. In recent years, the development of sophisticated muscle testing equipment, including
computerized muscle testing equipment, has changed the status of these procedures somewhat from
individual evaluations done by the DC to measures that fall into the category of instrumentation. A
fuller discussion of such computerized muscle testing activities is found in Chapter 16.
Subsequent chapters provide detailed discussions of the standard as well as the
developmental means of determining the presence of subluxation by objective means. Those chapters
should be consulted for detailed information of the various procedures employed. The essential point
necessary to the discussion here is that a wide range of accepted, accurate means of determining the
presence of subluxation have been developed and that strong consensus exists within the chiropractic
profession as to what those means are and how and when they should be applied.
B.

The Progressive Nature of Spinal Subluxation

Behavior such as physical and emotional stress, tension, chemical/environmental stressors,
repetitive motion, over-extension of spinal tissues and/or characteristics such as posture, weight, or
even footwear can establish patterns of progressive subluxation that lead to the degeneration of spinal
segments . As well, injury, periods of confined inactivity or immobilization such as a long hospital stay,
and congenital structural problems may give rise to subluxation.
There is growing consensus in the chiropractic profession that inter-vertebral subluxation
occurs as a result of numerous postural and traumatic insults, initially creating segmental dysfunction
with its motion disturbance and inflammatory and ischemic sequelae, and subsequently results in : 1.
JOINT INSTABILITY, 2. SPINAL DEGENERATION, and 3. ABNORMAL STABILIZATION, as the final
attempt by the body to ameliorate the spinal lesion.
Attempts have been made to quantify the degeneration process and terms such as “phase of
subluxation degeneration” have been commonly used to identify the progressive stages of the
subluxation lesion, although there is no single, universally agreed upon description of subluxation
phases operative in the profession at this time. The terms “subluxation” and “vertebral subluxation
complex” are, however, universally employed to describe the subluxation lesion, regardless of stage
or point of progression.
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A three-phase model of subluxation generation has been developed by numerous sources.
Sandoz, Leach and Gibson have extensively developed this approach to classifying the degeneration
process. According to this approach, since the vertebral subluxation complex (VSC) is associated with
pathophysiological sequelae of the correctable lesion regardless of the phase or stage of
degeneration with which it has been associated, the three-phase model will be utilized in these
discussions.
Sandoz may have articulated the natural history of the vertebral subluxation complex more
thoroughly than any other chiropractic theorist in his paper “The Natural History of a Spinal
Degenerative Lesion.”
According to the Sandoz Model, Phase 3 is associated with episodic fixations. A vertebral fixation
occurs when a vertebra becomes temporarily immobilized in a position that it may occupy during any
phase of physiological spinal movement.
The final stage of spinal dysfunction is termed VSC Phase 3: this is phase of stabilization, of fixation
to the point of frank immobilization, and the final phase of repair. This phase is characterized by signs
of advanced degenerative joint disease such as ossification of the longitudinal ligaments, formation
of uncovertebral arthrosis and, in the most advanced cases, vertebral ankylosis.
Since hypermobility is such a central and perhaps more commonly recognized component of spinal
dysfunction, a brief review of scientific literature regarding the role of immobilization in promoting spinal
dysfunction and degeneration will be helpful to our discussion of the phases of the Vertebral
Subluxation Complex.
Muscular atrophy following immobilization has been extensively investigated. In addition to
functional, structural and biochemical properties of immobilization, Appell has discussed oxygen supply
and use, connective tissue changes and recovery from immobilization. These sorts of studies,
including the postmortem examinations of Hadley and others, show that the earliest phase of Vertebral
Subluxation Complex (Spinal Dysfunction with its primary characteristic of restricted joint mobility) can
create not only the second phase of VSC--the instability often associated with the radiographically
demonstrable intervertebral subluxation—but also lead to the stabilizing and immobilizing final phase
of VSC--the response referred to as osteo-arthrosis or degenerative joint disease to the point of
vertebral ankylosis.
In human research, the role of immobilization in promoting osteoarthritis and impeding healing is
well established. Immobilization promotes thickening of the joint capsule and results in increased
capsular tension, compression of articular cartilage, subsequent disturbance of chondrocyte
metabolism, fibrillation, depletion of glycosaminoglycans and finally, arthritic changes to the joint. Pain
can trigger the immobilization and can result from the arthritic changes as well, thus completing a
deleterious cycle.
A few examples of acceptable chiropractic diagnoses using the unified model for phases of
vertebral subluxation complex follow:
1.
VSC PHASE 1 LESION:
cervicogenic headache.

C2/C3 Spinal Dysfunction with right rotation, restriction, and

2.
VSC PHASE 2 LESION: Grade 2 Spondylolisthesis of L5 (Unstable on flexion of the trunk) with
mild degenerative joint disease at L5/S1 (explain particulars of degenerative joint disease in a separate
radiology report) and sciatic neuritis.
3.

VSC PHASE 3 LESION: C5/C6 Spondylosis (explain particulars of degenerative joint disease
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in a separate radiology report) with right lateral bending restriction and cervicalgia.
A three-phase model for the progression of the vertebral subluxation complex (VSC), based upon a
synthesis of the literature, includes: VSC Phase 1, the phase of spinal dysfunction; VSC Phase 2, the
phase of instability; and VSC Phase 3, the final phase of abnormal stabilization. Research on
immobilization degeneration, in addition to other biomedical research, lends strong support for this
model to predict progression of spinal degenerative lesions.
Spinal degeneration and its reversibility has been the subject of considerable scientific
debate. O.J. Ressel, based on a comprehensive review of 329 published references and a series of
detailed case studies, concluded that chiropractic intervention not only halted spinal osteoarthritis, but
also reversed the deterioration process by measurable levels. Conversely, individuals who exercise
in a manner that puts the spine through a full range of motion on a periodic basis, develop the
supporting muscles of the vertebrae and foster strong circulation, and promote spinal health through
such activities.
The incidence of spinal degenerative disease is well established. Tencer, et al, stated that
osteoarthritis is detectable in 35 percent of the U.S. population by age 30 and Lawrence stated that
ten percent of all individuals in the U.S. between the ages of 14 and 24 had roentgeno-graphically
identifiable osteoarthritis. Numerous studies have also indicated that spinal degeneration plagues men
and women equally and Anderson, Buerger, et al have indicated that osteoarthritis is not influenced
by climatic, geographic or ethnic considerations. Spinal degeneration is demonstrably a near-universal
condition.
The erosion of spinal tissues is seen by some as simply a natural and predictable
manifestation of the aging process. Indeed, the nearly universal incidence of spinal degeneration is
powerful evidence that this is a plausible assertion. The response of spinal tissues to the chiropractic
adjustment, as demonstrated by Ressel, indicates that the process of spinal degeneration is not an
unstoppable process and that chiropractic adjustments revivify the spinal tissues through the
restoration of normal nerve function as well as stimulate biochemical changes that enhance the
performance of spinal tissues.
The relationship between neurological deficit-related spinal degeneration and the subluxation
represent one of the most exciting research frontiers of human health. Likewise the health implications
of the chiropractic adjustment, which works to eliminate such neurological deficits and conditions
caused thereby, are already well established, but require massive new research if the precise
mechanisms of the healing process are to be fully understood.
Spinal degeneration associated with the subluxation complex has been well documented and
much written about. Erhardt demonstrated in great detail the progression of the untreated subluxation
via x-ray. Lantz, Harrison, Junghanns, and Eisenstein , likewise have shown the progressive nature of
the subluxation. Such evidence indicates the high clinical utility of early chiropractic intervention,
regardless of the presence of subjective symptoms.
The degenerative nature of the subluxation has been widely described in terms of phases.
Commonly, four phases of subluxation degeneration are recognized and have been widely described
in the literature. As well, these four phases correspond to x-ray findings and can be demonstrated
clearly via diagnostic imaging.
Four-Phase Definition of Subluxation
While not in conflict in any way with the three-phase model of subluxation, some researchers and
practitioners have elected to utilize a four-phase approach to describing the degenerative progression
of the subluxation. This model is, however, frequently used in interpreting radiological findings.
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In this approach, a “Near Normal” spine is presented as a model or baseline. This concept has
been defined as follows:
Near Normal:

Prior to the emergence of any phase of subluxation degeneration, a patient who is in
a state of basic effective functioning can be characterized as near normal. Such
patients present with an absence of significant or outstanding clinical indicators and
functions within normal limits.
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PHASE I - SUBLUXATION
no radiographic degenerative changes
mild aberrant motion
mild muscle involvement
mild local tissue inflammation
mild biochemical changes/pathology
mild soft tissue degradation
mild neurological involvement

PHASE III SUBLUXATION
Moderate radiographic degenerative changes
Moderate aberrant motion
Moderate muscle involvement
Moderate local tissue inflammation
Moderate biochemical changes/pathology
Moderate soft tissue degradation
Moderate neurological involvement

PHASE II - SUBLUXATION
mild to moderate radiographic degenerative
changes
mild to moderate aberrant motion
mild to moderate muscle involvement
mild to moderate local tissue inflammation
mild to moderate biochemical
changes/pathology
mild to moderate soft tissue degradation
mild to moderate neurological involvement

PHASE IV - SUBLUXATION
severe radiographic degenerative changes
severe aberrant motion
severe muscle involvement
severe local tissue inflammation
severe biochemical changes/pathology
severe soft tissue degradation
severe neurological involvement

C.

Early Detection, Early Intervention and "Wellness"

Enhanced public awareness of environmental, psychosocial, and physiological issues through
education and community action has forced early detection/early intervention into the public health
agenda as a significant new priority. Smoking cessation, weight control, nutritional considerations,
stress reductions, advice about exposure to environmental pollutants and education in respect to the
potential dangers of over-the-counter drugs are examples of initiatives affecting the chiropractic patient
population worldwide. However, the most important and vital preventive measure which has been
severely neglected care the importance of which has been illustrated in this chapter is spinal health
education and prevention services, best introduced during routine check ups. These guidelines
hopefully will aid in rectifying this situation
Coile offers this historical input: "Thirty years ago, Rene Dubos, a research microbiologist,
suggested in Mirage of Health that the advancements he and others had made in the development of
antibiotics and therapeutics had less to do with the real health of populations than a variety of
economic, social, nutritional, and behavioral factors. Five years later, the U.S. Surgeon General’s
landmark report clearly revealed the links between smoking and diseases such as emphysema, chronic
bronchitis, hypertension, and lung cancer.
"A new awareness of the contribution of lifestyle, environment, and genetics infused medicine
in the decade following. Sometimes called the 'wellness movement', this new orientation broadened
the paradigm of traditional biomedicine. Since Dubos’ essay on health, a body of research findings
has accumulated that demonstrates the validity of a more comprehensive approach to health, one
which recognizes the many antecedents and co-factors in the disease and healing process.
"Although not fully accepted by all physicians, the holistic concept of health is gaining stature.
Dozens of studies by employers have begun to quantify the beneficial impact of health promotion
programs in terms of reduced health care utilization and lower health care costs."
Long-term care concepts and considerations in chiropractic have been discussed by a number
of authors. Jamison offers a comprehensive overview of the current trends in chiropractic, and
worksheets for health care assessment. McDowell and Newell describe general health care indicators

51

and instruments. Jamison reviews the improvement of basic health status by alteration of behavior,
especially through health education.
Some recent surveys focus upon neuro-musculoskeletal chiropractic practice, but other current
literature takes a firm stance on the importance of maintaining a focus on prevention and health
promotion, through routine checkups.
A detailed analysis of a database collected during a three-year randomized study of senior
citizens over 75 years of age revealed that patients who received chiropractic care reported better
overall health, used fewer prescription drugs, and spent fewer days in hospitals and nursing homes
than elderly non-chiropractic patients. The chiropractic patients were also more likely to exercise
vigorously and more likely to be mobile in the community.
Eighty-seven percent of the chiropractic patients described their health status as good to
excellent, compared to only 67 percent of the non-chiropractic patients. Furthermore, the chiropractic
patient spent 15 percent less time in nursing homes and 21 percent less time in hospitals than the nonchiropractic patients.
III.

LIST OF SUBTOPICS

A. Basic Essential Care
B. Chiropractic Patient Evaluation and Care Pathway
1. Routine Checkups and Prevention Services (wellness)
2. Initial Presentation-Is Emergency Care Needed
3. Initial Presentation-Referral Needs
4. Determining Appropriate Chiropractic Care
5. Care Delivery
6. Re-Evaluation for New Condition or Re-Injury
7. Progress Evaluation
8. Duration of Care

C. Referral
A.

Basic Essential Care

Subluxation is a progressive condition and it is therefore in the patients essential interest to
have subluxation addressed through the chiropractic adjustment at the earliest moment. Delay in
receiving chiropractic care can result in increasingly severe subluxation dysfunction and require an
extended period of chiropractic procedures to correct, proportionally prolonged according to duration
of the period of neglect.
Such early detection and intervention to address emerging subluxation patterns is basic,
essential patient care, and is addressed at the routine checkup and prevention visit. When the
objective indicators of subluxation show the presence of a defined spinal lesion, the doctor of
chiropractic is alerted to the specific anatomical and physiological basis for chiropractic intervention.
Subluxation(s) have been demonstrated to be present in persons of all ages, from the newborn
infant to the most senior citizen. Likewise, authorizing laws and regulations empower doctors of
chiropractic to care for patients of all ages with no exceptions, and chiropractic education instructs
professionals in training in the proper procedures and techniques necessary to address the spinal
needs of all patients, including infants and the elderly. The Council on Chiropractic Education (CCE)
the agency recognized by the United States Department of Education for the accreditation of
chiropractic professional programs recognizes no exceptions or limitations on the appropriateness of
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chiropractic procedures because of age. The International Chiropractors Association recognizes the
utility and appropriateness of chiropractic procedures for all persons regardless of age, and views
efforts to restrict the access of any age group to chiropractic services as profoundly discriminatory,
contrary to the laws of the several states and unsupported by the scientific literature.
Periodic chiropractic examinations to determine objectively the presence of subluxation(s) are
in the patient’s interest, and are called routine checkups and prevention visits. This is often referred
to as maintenance or wellness care. The frequency of the need for such examinations must be
determined on the basis of individual evaluation. Such periodic examinations are a vital component
of quality basic health care. In the absence of subjective patient complaints of specific symptoms, the
doctor of chiropractic must focus on objective measures and fully educate the patient on the status of
their condition, and the measures to be taken to achieve optimal health.
Routine checkups provides both patient and doctor with the opportunity to examine
environmental circumstances, behavioral factors and individual patient characteristics that may
contribute to spinal problems. In addition to the adjustment of any subluxation(s) demonstrated to be
present, if at all, in the course of routine checkups, the doctor of chiropractic may assist patients in
altering conditions that might contribute to or set the state for on-going and/or progressively severe
subluxation patterns. Such care efforts emphasize patient responsibility and may include exercise
programs, weight loss, dietary counseling, life style modifications, education on body postures and
mechanics, mental attitude, coordination training, safety habits, ergonomics, spinal hygiene,
modification of life stressors, etc.
Health care policy makers, providers and consumers are becoming increasingly aware of the
merits of early detection and early intervention in all human health concerns. From tooth decay to
cancer, the progressive nature of human deterioration means that in both human and economic terms,
early detection and early intervention are highly desirable goals.
B.

Chiropractic Patient Evaluation and Care Pathway

This decision tree regarding the pathways and evaluation process for a patient presenting at
the chiropractic office is based on the doctor of chiropractic's competence to evaluate the general
health status and needs of each patient and determine the appropriateness of chiropractic care and/or
the need for referral to other provider(s) for urgent care, additional diagnostic evaluation in the context
of another branch of the healing arts, concurrent care, or no care at all, etc. It also recognizes that the
majority of patients making the decision to seek the services of any health care professional do so on
the basis of some self-perceived symptom, problem or health concern, or at the behest of a patient
or guardian. This patient care pathway is graphically presented in Table 1. P. 26(a)
1.

Routine Checkup and Prevention/Wellness Care

2.

Initial Presentation--Is Emergency Care Needed

Upon presentation of each new patient, the doctor of chiropractic determines whether there
is any condition, element or crisis that requires the immediate referral for emergency life-saving care
or urgent care.
The attending doctor of chiropractic is competent to determine, on the basis of immediate
findings whether the patient is in immediate need of emergency intervention.
3.

Initial Presentation--Is the Care of Another Provider Needed

In the course of this evaluation, the attending doctor determines whether there are findings
that indicate the need for referral to another provider.
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If indications for immediate referral are not present, the patient proceeds along the care
pathway to the next level. If such a referral is necessary it does not preclude concurrent chiropractic
care.
4.

Determining Appropriate Chiropractic Care - Are There Potential Restrictions On
Chiropractic Care

The elimination of imperatives to refer having been undertaken, the next step on the
chiropractic care pathway centers on the development of an appropriate course of adjustive care, if
needed. In that process, the patient’s needs and circumstances are evaluated to determine whether
there is a need, and if so whether there are any restrictions on the delivery of adjustive care. This
evaluation process will direct the attending doctor to employ specific chiropractic techniques that are
appropriate to the status of the patient.
5.

Care Delivery

Having carefully worked through the evaluation process eliminating potential red flags to
standard care and techniques, the doctor of chiropractic next outlines and delivers a program of
adjustive care according to the individual needs of the patient, based on the lifestyles and presenting
factors, i.e. phase of subluxation.
6.

Re-Evaluation for New Condition(s) and/or Re-Injury

On each encounter, the doctor of chiropractic will determine whether new conditions and/or
injuries might require alterations in the care plan. If there are no such indications, the program of care
previously devised will continue.
7.

Progress Evaluation

After a reasonable period of care, each patient’s progress will be evaluated to determine the
effectiveness of the chosen course of care and to determine whether alterations in that program are
indicated, ad determined by the clinician.
9. Duration of Care (see Chapter 11)
C.

Referral

Referral is a professional obligation that is present throughout all phases and aspects of the
chiropractic practice. The primary obligation of Doctors of Chiropractic is to provide the highest quality
of care to each patient within the confines of their education and their legal authority. It is the position
of the International Chiropractors Association that this primary obligation includes recognizing when
the limits of skill and authority are reached. At that point, it is the ICA’s position that doctors in all fields
of practice are ethically and morally bound to make patient referrals to practitioners in their own and/or
other fields of healing when such referrals are necessary to provide the highest quality of patient care.
This interchange of professional referrals includes, but should not be limited to, doctors of chiropractic,
doctors of medicine, and osteopathy.
Doctors of Chiropractic are also obligated to receive referrals from other health care providers,
applying to those patients the same considerations for quality and appropriateness of care as with any
other patients. It is the position of the ICA that the professional obligation to the patient includes
honest, full and straightforward communication with the referring provider on the issue of optimal
patient care.
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