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OCA welcomes an opportunity to discuss with you and/or CCO Council its recommendations
and engage in broader conversations and collaborations regarding how to support the
profession’s capacity to strengthen chiropractors’ marketing and business practices.

Sincerely,
P Ot
Ken Brough, DC Caroline Brereton, RN, MBA

Board, Chair Chief Executive Officer
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December 17, 2020

Ms. Jo-Ann Willson,

Registrar and General Counsel
College of Chiropractors of Ontario
59 Hayden Street, Suite 800
Toronto, ON M4Y 0OE7

Dear Ms. Willson,
Re: Letter of Clarification Regarding CCO Policy on Incentives

| am writing to request clarification on the recent College of Chiropractors of Ontario (CCO)
decision following the disciplinary hearing of Dr. Allen Guttman on October 2, 2020.

We recognize that this decision pertained to multiple breeches of CCO Standards and
Guidelines. We also recognize that none of the specific allegations or corresponding findings of
professional misconduct pertains to the use of incentives. However, we are particularly
interested in the aspects of the decision and agreed upon statement of facts which involved Dr.
Guttman’s practice of giving free footwear to patients.

Our understanding is that existing CCO policy allows for the use of incentives so long as a third-
party payor is not involved. We base this understanding on the CCO Advertising Guideline (G-
016), which stipulates that: “A member is not permitted to bill any third-party payor or ask for the
patient's health insurance information for complimentary diagnostic or treatment services as this
practice is unethical and may be professional misconduct.”

In the passage subtitled “Free Shoes” the Discipline Committee’s decision notes “the cost of
shoes that were free to patients were ultimately incorporated into the fee the Member charged to
the insurer.” In this regard, it seems that Mr. Guttman’s admitted actions were a clear violation of
the Guideline. However, the decision also finds fault with Dr. Guttmen’s use of incentives
because it “could result in excessive and unnecessary demands and [insurance] claims for
medical devices”. The decision further describes Dr. Guttman as admitting “that it was
unprofessional to offer an incentive.”

The decision thus seems to introduce a new ground upon which a member could be found to
have engaged in professional misconduct: namely, by causing or potentially causing excessive
or unnecessary use of extended health care benefits.

We are in the process of developing a tool to assist OCA members in navigating the complex
world of extended health care, including the area of incentives and orthotics. In order to help

201 - 70 University Ave. Tel: 416-860-0070 chiropractic.on.ca
Toronto, ON Toli-free: 1-877-327-2273
MSJ 2M4 Fax: 416-860-0857
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chiropractors follow CCO standards and guidelines, we would appreciate if you would clarify
CCO Guidance and Standards on incentives for us. For example, if a member were to be
accused only of using incentives to cause excessive or unnecessary use of benefits, would this
also constitute grounds for a finding of professional misconduct? Is it merely “unprofessional”
(i.e., does not breach CCO professional misconduct guidelines) to offer incentives in this way, or
does this also rise to the level of professional misconduct?

A second related matter we are hoping you could clarify is whether incentives are only
prohibited by CCO when a third-party payor is involved. Is the underlying concern with
incentives that the cost of “free” giveaways and discounts is if often ultimately passed on to the
payor in some other way? If yes, would it be considered unethical and unprofessional whether
that payer is the public system, an insurance company, or a private individual? Any clarification
you could provide would be appreciated.

Thank you and | look forward to your response.

Sincerely,

Bt

Caroline Brereton, RN, MBA
Chief Executive Officer

CC: Robert MacKay
Chair, Discipline Committee
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December 11, 2020

The Hon. Christine Elliott

Deputy Premier, Minister of Health
College Park 5th Floor

777 Bay St.

Toronto, ON M74 2J3

Dear Minister Elliott:

Re: Proposal Number: 20-HLTCO039, Spousal Exception under the Regulated Health
Professions Act, 1991 (RHPA) - Letter of Support

Thank you for all that you and your government are doing to support Ontario patients and health
professionals during these challenging times.

| am writing on behalf of the Ontario Chiropractic Association (OCA) in support of the
government’s proposed regulatory changes posted on November 2, 2020 to amend Acts
governing Chiropractors, Denturists and Kinesiologists allowing members of those regulated
health professions to deliver care to their spouses. Specifically, | am writing to express the
support of the OCA for the proposed changes to the regulations impacting chiropractors.

By way of background, in March 2018, College of Chiropractors of Ontario (CCO) wrote to the
government to reaffirm its original request for a spousal exception and to report that CCO had
completed a comprehensive consultation process through both its Patient Relations Committee
and full Council meetings, resulting in unanimous approval to proceed with a spousal exception
regulation for Ontario chiropractors. CCO then prepared regulations that are consistent with
existing regulations for other professions related to the spousal exception.

The OCA supports the proposed regulatory changes, allowing chiropractors to treat their
spouses, as they recognize the important distinction between the power dynamic in a patient-
provider relationship and one that is primarily a spousal relationship.

We are likewise encouraged the Ministry of Health is moving forward to address long-standing
regulatory changes proposed by various health regulatory colleges and encourage the
government to consider scope enhancements for chiropractors that would permit the ordering of
certain lab and enhanced imaging diagnostic testing that will improve access to healthcare
saving costs and reducing wait-times.

Sincerely,

et

Caroline Brereton, RN, MBA
Chief Executive Officer
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From: Jo-Ann Willson

Sent: Tuesday, January 19, 2021 11:02 AM

To: Rose Bustria

Subject: Fwd: Important message from Brian Gleberzon, Chair, OCA Governance

and Nominating Committee of the Board of Directors

Exec and Council.

Jo-Ann Willson, B.Sc.,, M.S.W., LL.B.
Registrar & General Counsel

College of Chiropractors of Ontario
59 Hayden St., Suite 800

Toronto, ON M4Y OE7

Tel: (416) 922-6355 ext. 111

Fax: (416) 925-9610

E-mail: jpwillson@cco.on.ca

Web Site: www.cco.on.ca

CONFIDENTIALITY WARNING:

This e-mail including any attachments may contain confidential information and is intended only for the
person(s) named above. Any other distribution, copying or disclosure is strictly prohibited. If you have
received this e-mail in error, please notify me immediately by reply e-mail and delete all copies including
any attachments without reading it or making a copy. Thank you.

Begin forwarded message:

From: "Ontario Chiropractic Association (OCA)" <OCA@chiropractic.on.ca>
Date: January 19, 2021 at 10:59:48 AM EST

To: Jo-Ann Willson <jpwillson@cco.on.ca>

Subject: Important message from Brian Gleberzon, Chair, OCA Governance and
Nominating Committee of the Board of Directors

Reply-To: Ontario Chiropractic Association <OCA@chiropractic.on.ca>

Important message from Brian Gleberzon, Chair, OCA Governance and Nominating

Committee of the Board of Directors
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Important Update

Important message from Brian Gleberzon, Chair, OCA
Governance and Nominating Committee of the Board of

Directors

On behalf of the OCA, thank you for voting for candidates to serve on your
Board of Directors. Congratulations for collectively achieving another

unprecedented level of voting in this year's Board elections.

Please join us in congratulating the following four OCA Board members
submitted for the 2021-2024 term:

=

Janet D'Arcy
Keshena Malik
Tony Tartaglia

g &P

Patricia Tavares

Your participation in our democratic process is not complete. There is a
second step to finalizing the election process. At the Annual General
Meeting (OCA 2020 AGM) to be held virtually on Saturday, January 30, 2021




at 1 p.m., successful candidates identified through the nominating process will

be appointed through a vote by members for the slate of new Board members

as per the OCA's Bylaws. 348

You can participate in one of two ways:

1. Register to attend and vote during the OCA 2020 AGM.*
2. Send your proxy vote to the OCA by email to Deborah Gibson, Board

Liaison at dgibson@chiropractic.on.ca or fax 416-860-0857 no later
than Friday, January 29, 2021 at 5 p.m.

What is a proxy vote?

Proxy voting works by enabling members who are entitled to vote but are not
able to attend the AGM in person, to appoint another member as their

proxy who will attend the meeting to vote on their behalf.

If you have any questions, please contact Deborah Gibson directly

at daibson@chiropractic.on.ca.

*Registration is open only to OCA members in good standing

Register for the OCA 2020 Annual General Meeting

The OCA’s mission is to serve our members and the public by advancing the understanding and use of
chiropractic care. To achieve this mission, we deliver a range of programs, services and initiatives to help
our members and partners deliver quality patient care and improve Ontario’s health care system. Visit

our website at https://chiropractic.on.ca/.
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We're here for you. Call us:
Tel: 416-860-0070 (local) | 1-877-327-2273 (toll-free)

Email: oca@chiropractic.on.ca

Or via your Self-Serve Member Portal

Our mailing address is:
Ontario Chiropractic Association
70 University Avenue, Suite 201
Toronto, ON M5J 2M4

Canada

Add us to r address k

Want to change how you receive these emails?

You can update your preferences or unsubscribe from this list.
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The global summit on the efficacy and ®

Check for
updates

effectiveness of spinal manipulative m—
therapy for the prevention and treatment

of non-musculoskeletal disorders: a

systematic review of the literature

Pierre Cote'>**'®, Jan Hartvigsen®®, Iben Axén’, Charlotte Leboeuf-Yde®, Melissa Corso'?, Heather Shearer®”,
Jessica Wong', Andrée-Anne Marchand'®, J. David Cassidy®, Simon French'', Gregory N. Kawchuk'?,

Silvano Mior®'3, Erik Poulsen®, John Srbely'®, Carlo Ammendolia*'® Marc-André Blanchette'®, Jason W. Busse',
André Bussieres'®" Carolina Cancelliere', Henrik Wulff Christensen®, Diana De Carvalho'®, Katie De Luca'’,
Alister Du Rose'®, Andreas Eklund’, Roger Engel'”, Guillaume Goncalves®, Jeffrey Hebert™', Cesar A Hincapié®,
Maria Hondras?®, Amanda Kimpton®, Henrik Hein Lauridsen®, Stanley Innes”, Anne-Laure Meyer”,

David Newell. Saren O'Neill®?’, isabelle Pagé'®, Steven Passmore®®, Stephen M. Perle”, Jeffrey Quon®,

Mana Rezai?, Maja Stupar'®, Michael Swain'!, Andrew Vitello®', Kenneth Weber®?, Kenneth J. Young® and
Hainan Yu'”

Abstract

Background: A small proportion of chiropractors, osteopaths, and other manual medicine providers use spinal
manipulative therapy (SMT) to manage non-musculoskeletal disorders. However, the efficacy and effectiveness of
these interventions to prevent or treat non-musculoskeletal disorders remain controversial.

Objectives: We convened a Global Summit of international scientists to conduct a systematic review of the
literature to determine the efficacy and effectiveness of SMT for the primary, secondary and tertiary prevention of
non-musculoskeletal disorders.

Global summit: The Global Surmmit took place on September 14-15, 2019 in Toronto, Canada. It was attended by
50 researchers from 8 countries and 28 observers from 18 chiropractic organizations. At the summit, participants
critically appraised the literature and synthesized the evidence.

(Continued on next page)

* Corresponderice: pietre.cote@uoitca

TFaculty of Health Sclences, Ontario Tech University, Oshawa, Canada
2Centre for Disability Prevention and Rehabilitation at Ontario Tech
University and CMCC, Oshawa, Canada

Full list of author information is available at the end of the article

© The Author(s). 2021 Open Access This article s licensed under a Creative Commons Attribution 4.0 Interational License,
which permits use, sharing, adaptation, distribution and repreduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and Indicate If

changes were made. The images or other third party material in this anticle are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material, If material is not included in the article's Creative Commons
licenice and your Intended use is not permitted by statutory regulation or exceeds the permitted use, you will need 10 obtain
permission directly from the copyright holder. To view a copy of this licence, visit http/creativecommons.org/licenses/y/4.0/,
The Creative Commans Public Domain Dedication waiver (hitp//creativecommons.ara/publicdomaln/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data
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(Continued from previous page)

consensus.

Chiropractic

Systematic review of the literature: We searched MEDLINE, Embase, the Cochrane Central Register of Controlled
Trials, the Cumulative Index to Nursing and Allied Health, and the Index to Chiropractic Literature from inception to
May 15, 2019 using subject headings specific to each database and free text words relevant to manipulation/
manual therapy, effectiveness, prevention, treatment, and non-musculoskeletal disorders. Eligible for review were
randomized controlled trials published in English. The methodological quality of eligible studies was assessed
independently by reviewers using the Scottish Intercollegiate Guidelines Network (SIGN) criteria for randomized
controlled trials We synthesized the evidence from articles with high or acceptable methodological quality
according to the Synthesis without Meta-Analysis (SWiM) Guideline. The final risk of bias and evidence tables were
reviewed by researchers who attended the Global Summit and 75% (38/50) had to approve the content to reach

Results: We retrieved 4997 citations, removed 1123 duplicates and screened 3874 citations. Of those, the eligibility
of 32 articles was evaluated at the Global Summit and 16 articles were included in our systematic review. Our
synthesis included six randomized controlled trials with acceptable or high methodological quality (reported in
seven articles). These trials investigated the efficacy or effectiveness of SMT for the management of infantile colic,
childhood asthma, hypertension, primary dysmenorrhea, and migraine. None of the trials evaluated the
effectiveness of SMT in preventing the occurrence of non-musculoskeletal disorders. Cansensus was reached on the
content of all risk of bias and evidence tables. All randomized controlled trials with high or acceptable quality
found that SMT was not superior to sham interventions for the treatment of these non-musculoskeletal disorders.
Six of 50 participants (12%) in the Global Summit did not approve the final report.

Conclusion: Our systematic review included six randomized clinical trials (534 participants) of acceptable or high
quality investigating the efficacy or effectiveness of SMT for the treatment of non-musculoskeletal disorders. We
found no evidence of an effect of SMT for the management of non-musculoskeletal disorders including infantile
colic, childhood asthma, hypertension, primary dysmenorrhea, and migraine. This finding challenges the validity of
the theory that treating spinal dysfunctions with SMT has a physiological effect on organs and their function.
Governments, payers, regulators, educators, and dlinicians should consider this evidence when developing policies
about the use and reimbursement of SMT for non-musculoskeletal disorders.

Keywords: Spinal manipulation, Mobilization, Effectiveness, Efficacy, Systematic review, Non-musculoskeletal,

Background

Some evidence-based clinical practice guidelines recom-
mend that spinal manipulative therapy (SMT) be used
alone, or in addition to other interventions for the man-
agement of back pain, neck pain, and headaches associ-
ated with neck pain [1-5]. Although health professionals
who deliver SMT are primarily consulted for spinal pain,
some patients are treated for non-musculoskeletal disor-
ders [6-8]. Specifically, between 3 and 10% of patients
who receive care from chiropractors and osteopaths are
treated for non-musculoskeletal disorders [1, 6]. In relative
terms, these figures suggest that only a small proportion
of patients receive SMT for non-musculoskeletal disor-
ders; however, in absolute terms, it indicates that a sub-
stantial number of patients globally receive such care
every year.

The treatment of non-musculoskeletal disorders has a
long tradition among chiropractors and osteopaths. This
tradition is based on two foundational concepts. The
first concept implies that spinal dysfunctions, or sublux-
ations, can have a negative effect on the body’s innate
ability to heal itself, and that these dysfunctions can be

rectified through SMT [9-11]. The second concept pro-
poses that spinal dysfunction can negatively impact the
autonomic nervous system, which in turn may cause dis-
ease including organ dysfunctions [10-12]. Some argue
that they may influence the autonomic nervous system
and thereby improve physiologic function by correcting
spinal dysfunctions through SMT [13, 14]. Many chiro-
practors do not endorse this thinking and use an
evidence-based approach to clinical care [15-17].
Laboratory studies of physiological mechanisms report
that certain types of manual therapies can indeed affect
body functions, such as heart rate variability or inflamma-
tory cytokines in healthy individuals [18, 19], thus sup-
porting the notion that SMT can be used to treat non-
musculoskeletal disorders. However, two systematic re-
views suggest that such effects, if they occur, are short-
lasting and without clinical consequences [13, 20]. More-
over, a recent randomized controlled trial which com-
pared SMT to a successful sham control found no such
effect [21]. Although essential to the understanding of
physiological mechanisms of action of interventions, la-
boratory experiments alone have not provided a
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mechanistic understanding of these hypotheses nor pro-
vided evidence of clinical efficacy or effectiveness [22].
Therefore, as emphasized by Bialosky et al. [23], the hy-
pothesized causal chain between SMT, the autonomic
nervous system, and clinical outcomes remains hypothet-
ical and has yet to be established.

Some clinicians and patients report favorable out-
comes when SMT is used to treat a variety of non-
musculoskeletal complaints, such as allergies, breathing
problems, digestive problems, and tinnitus [24]. More-
over, case reports suggest that SMT may benefit patients
who consult for conditions such as bedwetting [25, 26],
multiple sclerosis [27], autism spectrum disorder [28],
and ischemic stroke [29]. However, it is important to
note that observations, including case-reports that shape
clinical experience may be misleading for several reasons
[30]. First, it is possible that the observed improvement
is due to the natural course of the disease rather than
the treatment that has been delivered. Second, context-
ual effects associated with the treatment may account
for the reported improvements, rather than the treat-
ment itself [19, 22, 31]. Moreover, whenever a treatment
is provided, the patient may have expectations of the
outcome, positive or negative, and it is well known that
positive expectations of recovery are associated with fa-
vorable health outcomes [32]. Fourth, it is possible that
the observed changes are due to concurrent treatments
[33]. Finally, the observed improvement can be due to
regression to the mean, whereby patients with more se-
vere symptoms tend to show greater levels of improve-
ments independently of the treatment they receive [34-
36]. Consequently, RCTs are necessary to determine
whether the benefits noticed in clinical practice and re-
ported in case reports and case series are due to the pro-
posed mechanisms of SMT or if they can be explained
by other factors [33]. Without rigorously conducted
RCTs, clinicians and patients may assume that SMT is
more or even less effective than it is.

Several previous reviews have evaluated the efficacy
and effectiveness of SMT for non-musculoskeletal disor-
ders [20, 37—41]. Overall, these reviews found no strong
evidence for the benefit of such treatment regardless of
their scope, definitions of SMT, search strategies, and re-
view methodology [20, 37-41]. Interestingly, these previ-
ous reviews have not had an obvious impact on health
care and clinical policies, at least not within the chiro-
practic profession. We believe that this failed to occur
because a broad-based consensus about the implications
of this research has not yet been achieved within the
chiropractic profession. Therefore, we convened a large
group of international chiropractic researchers with dif-
ferent scientific backgrounds and expertise to anchor a
new systematic review. Furthermore, to promote know-
ledge and understanding of our study to the chiropractic
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profession at large, we invited representatives from
chiropractic associations and organisations to observe
our research.

The purpose of our study was to systematically review
the body of evidence on the efficacy and effectiveness of
SMT for the prevention and treatment of non-
musculoskeletal disorders. Based on the osteopathic and
chiropractic theories described above [9-14], we as-
sumed that the rationale for this treatment was the same
across non-musculoskeletal disorders conditions; specif-
ically, that treating spinal dysfunctions with SMT has a
physiological effect on organs and their function. We ad-
dressed two main research questions for each of pri-
mary, secondary and tertiary prevention:

1. Compared to sham or placebo interventions, is
spinal manipulation, spinal mobilization or spinal
traction efficacious for the prevention or
management of non-musculoskeletal disorders?

2. Compared to other interventions (including sham
intervention when delivered in a pragmatic plan of
management or no intervention), is spinal
manipulation, spinal mobilization or spinal traction
effective in the prevention or management of non-
musculoskeletal disorders?

The primary target audience for our systematic review
is policy makers (governments, insurers and regulators).
We targeted policy makers because they are well posi-
tioned to facilitate the development of clinical practice
guidelines and implement evidence-based policies that
will serve and protect the public’s best interest. We also
aim to provide educators, researchers and health care
providers with the best evidence to inform their contri-
bution to the policy development process.

Context

The global summit on the efficacy and effectiveness of
spinal manipulation for the management of non-
musculoskeletal disorders

The two research questions were the focus of the Global
Summit on the Efficacy and Effectiveness of Spinal Ma-
nipulation for the Management of Non-musculoskeletal
Disorders (Global Summit). The initiation of the Global
Summit was prompted by international public concerns
about chiropractic care for the management of non-
musculoskeletal disorders [42—-45].

Steering committee and writing team

The Global Summit was organized by a steering com-
mittee which included PC (chair), CLY, IA and JH. The
steering committee developed the methodology for the
systematic review, oversaw its conduct and implementa-
tion, led the evidence synthesis, and published the
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report. The steering committee was assisted in this work
by a research assistant (MC). The final report was
drafted by a writing team consisting of the steering com-
mittee and senior researchers with expertise and experi-
ence in evidence synthesis and scientific writing (JDC,
SDF, GNK, SM, EP, JW). The writing team provided on-
going feedback and quality assurance to drafts of evi-
dence tables and sections of the manuscript.

Participants

The Global Summit brought together researchers who
were invited by the steering committee. Participants met
the following criteria: 1) chiropractor with a PhD, or a
researcher with a PhD (not a chiropractor) with research
expertise in chiropractic; 2) actively involved in research
(defined as having published at least 5 peer-reviewed pa-
pers over the past 5 years); and 3) appointed at an aca-
demic or educational institution. In addition, a small
group of researchers who did not meet these criteria
were invited. These included three chiropractors with a
strong publication and scientific editorial record who did
not have a PhD (SMP, JW and HS) and two early career
researchers with an expertise within the area of chiro-
practic and pseudoscience (ALM, GG). Participants were
invited by the Steering Committee using purposive and
snowball sampling methods.

Pre-summit activities

From January 5, 2019 to September 13, 2019, the Steer-
ing Committee held regular meetings to organize the
Global Summit. The presummit activities included: 1)
identification and invitation of participants and ob-
servers; 2) design of the systematic review; 3) search of
the literature; 4) submission of the review protocol to
International Prospective Register of Systematic Reviews
(PROSPERO); 5) development of the instruction manual
for critical appraisal; 6) screening of articles; 7) creation
of three review groups of researchers for studies related
to primary, secondary and tertiary prevention; 8) critical
appraisal of the literature (first round) conducted by
each review group; and 9) preparation of structure and
first draft of evidence tables.

Global summit meeting

On September 14-15, 2019, 50 researchers (31 males; 19
females) from eight countries met in Toronto, Canada
for the Global Summit. Twenty-eight researchers were
from North America, 14 from Europe and eight from
Australia. There were no participants from Asia, Africa
or South America. In addition, 28 observers from vari-
ous chiropractic organizations and educational institu-
tions from North America, Europe and Australia were
present to observe the meeting. At the Global Summit,
researchers worked in their pre-assigned review groups.
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Each group reviewed the eligibility of RCTs that were
deemed to be relevant by participants prior to the Global
Summit, rated and discussed the methodological quality
of studies, and extracted data from eligible studies. This
was one of four phases in the risk of bias assessment, as
described in detail below.

Observers

The steering committee invited representatives from
chiropractic organizations to observe the scientific delib-
erations during the Global Summit. The organizations
represented at the Global Summit included 28 represen-
tatives from 18 international, national and provincial
associations, regulators, one malpractice protective asso-
ciation, and one chiropractic college. We invited chiro-
practic organizations so that they could witness the
scientific discussion and learn about the methods in-
volved in the conduct of systematic reviews. There were
no formal criteria to invite observers, but it followed a
purposive process. Observers held separate meetings
during the Global Summit to discuss the implications of
the research. Although they were invited to observe the
scientific discussion, they did not participate in or influ-
ence the scientific deliberations.

Post-summit activities

Following the Global Summit, the steering committee
ensured that all relevant studies were critically re-
appraised using a standardized method and finalized the
risk of bias assessment and evidence tables. The steering
committee also led an online consensus process with all
participants of the Global Summit, who were asked to
review and approve/reject/modify the final risk of bias
tables and evidence tables. These activities are discussed
in detail below.

Methods

Protocol registration and reporting

We registered our systematic review with PROSPERO
(CRD42019140194). We structured our report according to
the Preferred Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA) [46], the PRISMA Harms check-
lists [47] and synthesized the results according to the Synthe-
sis without Meta-Analysis (SWiM) Guideline [48].

Eligibility criteria

Studies eligible for our systematic review met the follow-
ing inclusion criteria: 1) English language; 2) published
from database inception to May 15, 2019 in a peer-
reviewed journal; 3) investigated non-musculoskeletal
disorders; 4) randomized controlled trial that investi-
gated the efficacy or effectiveness of spinal manipulation,
mobilization, or traction (all types including manual/
assisted); 5) study population included all ages; 6)
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included at least one outcome that is specific to the
non-musculoskeletal disorder under investigation and
measured at the patient level; and 7) the number of ran-
domized participants per group was 220.

We did not include the following study types: 1)
guidelines, letters, editorials, commentaries, unpublished
manuscripts, dissertations, government reports, books or
book chapters, conference proceedings, meeting ab-
stracts, lectures and addresses, consensus development
statements, or guideline statements; 2) cadaveric or ani-
mal studies; 3) non-clinical studies (studies that aim to
understand the physiological effects of spinal manipula-
tion); 4) pilot studies aimed at demonstrating the feasi-
bility of conducting an RCT; and 5) studies in which the
effect of spinal manipulation, mobilization, or traction
could not be isolated (e.g, studies where spinal manipu-
lation was included in a multimodal program of care).

Definitions of key concepts

Efficacy

Studies of efficacy are designed to investigate the bene-
fits and adverse events of an intervention under ideal
and highly controlled conditions. The preferred design
for efficacy studies is the RCT using a sham or placebo
group as a comparison [49].

Effectiveness

Studies of effectiveness seek to examine the outcomes of
interventions under circumstances that more closely ap-
proximate a real-world setting. Effectiveness studies,
therefore, typically use an RCT design, where the new
treatment is compared to other interventions (including
sham intervention when delivered in a pragmatic plan of
management), such as the standard of practice for the
patient population being studied [49]. In our review, we
classified an RCT as an effectiveness trial if SMT was de-
livered according to a pragmatic plan of management re-
gardless of the comparison group.

Non-musculoskeletal disorders

Disorders that are not related to the locomotor system,
including those not related to disorders of muscles,
bones, joints and associated tissues such as tendons and
ligaments. These include but are not limited to asthma,
stroke, migraine, dysmenorrhea and hypertension.

Primary prevention
Intervening to prevent disease or injury from ever
occurring.

Secondary prevention
Intervening to cure or reduce the impact of a disease or
injury that has already occurred.
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Tertiary prevention

Intervening to improve the impact of a persistent illness
or injury that has lasting effects.

Spinal manipulation
Manual therapy applied to the spine that involves a high
velocity, low amplitude impulse or thrust applied at or
near the end of a joint’s passive range of motion [50].
Spinal manipulation can be applied manually or with a
mechanical device.

Spinal mobilization

Manual treatment applied to the spine that incorporates
movements, within a joint’s passive range of motion [50,
51). Spinal mobilization can be applied manually or with
a mechanical device.

Spinal traction
Manual or mechanically assisted application of an inter-
mittent or continuous distractive force [52, 53].

Spinal manipulative therapy

In this report, spinal manipulation, spinal mobilization
and spinal traction are referred to collectively as “spinal
manipulative therapy”.

Information sources and search strategy

We developed our search strategy in consultation with a
health sciences librarian from the Centre for Disability
Prevention and Rehabilitation at Ontario Tech Univer-
sity and CMCC. A second librarian from the Canadian
Memorial Chiropractic College reviewed the strategy to
ensure accuracy using the Peer Review of Electronic
Search Strategies (PRESS) checklist [54, 55]. We system-
atically searched MEDLINE U.S. National Library of
Medicine (through Ovid Technologies Inc.), Embase, the
Cochrane Central Register of Controlled Trials, Cumula-
tive Index to Nursing and Allied Health (CINAHL,
through EBSCOhost), and Index to Chiropractic Litera-
ture (ICL, Chiropractic Library Collaboration) from in-
ception to May 15, 2019. Search terms consisted of
subject headings specific to each database (e.g., MeSH in
MEDLINE) and free text words relevant to
manipulation/manual therapy, effectiveness, prevention,
treatment, and non-musculoskeletal disorders (Add-
itional file 1). We also asked participants to identify and
submit any citations or articles that may be relevant to
the literature review,

Study selection

All articles retrieved through the literature searches were
exported into EndNote X7.0.2 for reference management
and tracking of the screening process. Four pairs of
trained and experienced reviewers (HS, 1A; SM, JH; CC,
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JW; AAM, PC) independently screened all potentially
eligible articles in three phases. In phase one screening,
titles and abstracts were reviewed and classified as rele-
vant, possibly relevant or irrelevant according to the eli-
gibility criteria. During phase two screening, the full text
of possibly relevant articles was reviewed for final deter-
mination of eligibility. Pairs of reviewers discussed eligi-
bility to reach consensus for both phases of screening.
Finally, in phase three, the eligibility of studies identified
in phase two was reviewed and adjudicated at the Global
Summit by the primary, secondary and tertiary groups.
In cases of disagreement between reviewers during phase
one or phase two screening, a third independent re-
viewer (CLY) was consulted to achieve consensus.

Data collection process and data items

We extracted the following descriptive variables from all
relevant studies: First author’s name, year of publication,
description of participants, case definition, health care
setting where the study was conducted, sampling frame,
total number of participants enrolled, treatment and
control interventions (description, type of provider,
number of participants at baseline), duration of follow-
up; outcome measurement(s), results (between-group
differences, risk ratio (RR) and 95% CI or p-values (when
95% CI were not reported or could not be computed)).
The data were entered directly into evidence tables. Pairs
of researchers extracted data during the Global Summit
and independent reviewers validated the data extraction
following the Global Summit. The steering committee
subsequently validated the content of the evidence tables
for completeness, accuracy and consistency of reporting.
Finally, the content of the evidence tables was submitted
to all participants for review and approval through an
electronic survey. We used 75% agreement (38/50 par-
ticipants) as the threshold for consensus.

Risk of bias in individual studies

We critically appraised articles using the Scottish Inter-
collegiate Guidelines Network (SIGN) criteria for ran-
domized controlled trials [56]. The SIGN criteria were
selected by the steering committee for ease of use and
relevance, and adapted for the purpose of our review by
adding the following questions to the generic checklists:

— “The definition of the non-musculoskeletal condition
is clear?” (Yes/No)

— “The participants are free from the non-
musculoskeletal condition studied at the beginning
of the study?” (Yes/No/Can'’t say) (only for studies
investigating primary prevention)

~ “The spinal manipulative therapy (spinal
manipulation, spinal mobilization, and spinal
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traction) intervention is described in sufficient
detail?” (Yes/No)

— “The control intervention (if any) is described in
sufficient detail?” (Yes/No)

~ “The follow-up period is sufficient (long enough for
the outcome to occur) to answer the research ques-
tion?” (Yes/No/Can't say)

In addition, we edited the following item (in the primary
prevention form) to ensure that the measurement properties
of the method used to identify the non-musculoskeletal con-
dition were clearly captured. The item “Are all outcomes
measured in a standard, valid and reliable way?” was split
into two questions, “The non-musculoskeletal condition is
measured in a reliable way” (Yes/No/Can't say) and “The
non-musculoskeletal condition is measured in a valid way”
(Yes/No/Can't say). Detailed notes accompanied the SIGN
generic checklists, and these were also edited to match the
purpose of this review.

The risk of bias assessment was informed by the items from
the SIGN checklists that focused on methodological quality.
All risk of bias assessments were conducted by two independ-
ent investigators who were unaware of each other’s ratings.
The risk of bias items included: clarity of the research ques-
tion, definition of the non-musculoskeletal condition,
randomization procedure, blinding of participants, clinicians
and investigators, description of manipulation and control

interventions, outcome measurements, drop-outs, co-
interventions, intention-to-treat analysis and follow-up
period.

The risk of bias assessment was conducted in four se-
quential steps. Prior to the Global Summit, independent
pairs of reviewers (within each of the primary, secondary
and tertiary prevention review groups) critically ap-
praised relevant RCTs to determine their methodological
quality. At the Global Summit, the quality was discussed
and agreed upon by the respective group. After the sum-
mit, all RCTs were critically appraised a third time by
two independent experienced methodologists (CLY, TW,
IA, SM, JH, PC) to ensure that the SIGN criteria were
interpreted and applied in a similar manner across re-
viewers and review groups. Two participants (SF, EP)
then performed quality assurance by reviewing all SIGN
forms and risk of bias tables developed from the third
round of reviews to ensure their accuracy and standard
application.

A study was rated as low risk of bias (high or accept-
able quality according to the SIGN methodology) if re-
viewers judged that potential sources of selection bias,
information bias and confounding were minimal or .ac-
ceptable [56]. In particular, reviewers focused on poten-
tial biases related to the randomization procedure,
concealment of treatment allocation, blinding, adminis-
tration of sham intervention, and attrition [57—61]. The
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presence of a validated sham procedure was considered
particularly important.

Finally, all researchers involved in the systematic re-
view of the literature reviewed the risk of bias tables and
were asked to vote on the outcome of the critical ap-
praisal through an electronic survey. We used 75%
agreement (38/50 participants) as the threshold for con-
sensus. One researcher (CLY) was not involved in the
systematic review at the Global Summit but was, in case
of problems, available as referee, to thereafter participate
in the validation process and therefore also in the two
voting sessions.

Standardized metrics

We used RR and between-group difference in means to
quantify the effect of interventions. We reported the
intervention-specific incidence of adverse events. When
these summary measurements were not reported in the
published article, we used data reported in the paper to
attempt to compute these statistics.

Synthesis of results

We synthesized the evidence from acceptable or high-
quality RCTs according to the SWiM Guideline and
reported them in evidence tables [48]. We used two
criteria to determine whether SMT was efficacious or
effective. First, a study had to provide evidence that
the null hypothesis was an unlikely hypothesis (p <
0.05) for the observed between-group difference in
the primary outcome [62]. Second, if a difference was
found, we determined whether the difference was
clinically important. When available, we used stan-
dardized measurements (minimal clinically important
difference [MCID]) to determine whether clinically
important differences were reached in each trial. If
the clinical importance of a statistically significant dif-
ference was not reported in the article, we planned to
discuss the findings among Global Summit partici-
pants and reach consensus on its clinical importance.
We used 75% agreement (38/50 participants) as the
threshold for consensus.

We restricted our synthesis to RCTs with accept-
able/high methodological quality because low/un-
acceptable quality trials are more likely to yield
biased estimates of effect sizes [57-61]. To under-
stand the impact of methodological quality on trial
results, we contrasted results from methodologically
acceptable studies with those from the unacceptable
studies. The SWiM guideline was published after the
registration of our protocol on PROSPERO [48].
Nevertheless, we adopted it to ensure that our evi-
dence synthesis complied with the most current
methods of reporting. We had initially planned to
stratify the synthesis by primary prevention, secondary
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prevention and tertiary prevention. However, we re-
vised this plan and synthesized the evidence by non-
musculoskeletal disorder because there were no stud-
ies, and very few studies, to inform primary and ter-
tiary prevention, respectively. We further synthesized
the evidence, based on the study design (efficacy ver-
sus effectiveness).

We tabulated disease-specific outcomes as reported in
the individual papers by comparing the outcomes for
SMT to the outcomes for control interventions. These
comparisons informed the development of an evidence
statement for each non-musculoskeletal disorder. Be-
cause the studies were clinically heterogeneous, we did
not assess for statistical heterogeneity of effects across
studies.

We present our main results in a series of tables. First,
we report our consensus methodological quality assess-
ment in the risk of bias table. Second, the study charac-
teristics and key study results are presented in the
evidence table. Finally, we provide a succinct evidence
table, which summarizes the key characteristics and re-
sults of all studies to facilitate the comparison of study
results according to study quality. We examined the dir-
ection and magnitude of effect sizes across RCTs ac-
cording to methodological quality by comparing studies
rated as high/acceptable quality versus those rated as
low/unacceptable quality.

We developed a consensus-based, narrative evidence
statement for each non-musculoskeletal disorder. How-
ever, since the rationale for treatment is the same across
conditions, these statements synthesize the evidence
about the efficacy and effectiveness of SMT for the pre-
vention and management of the specific non-
musculoskeletal disorder in general, in accordance with
our research questions.

Publication bias and selective reporting

We did not assess publication bias. We checked report-
ing of outcomes for the acceptable- and high-quality tri-
als against registered protocols by 1) scrutinizing the
papers for mentioning of published or registered proto-
cols; 2) searching for protocol papers in PubMed; and 3)
accessing clinicaltrials.gov.

Approval of the final manuscript and authorship

The final manuscript was submitted to all participants to
the Global Summit for review. Participants were asked
to vote electronically on whether they approved the final
version of the paper and whether they wanted to co-
author the published paper. Participants who declined
authorship were asked to provide the reason for their
decision. This process was repeated after the submitted
manuscript had been reviewed by the journal.
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Results

Study selection

Qur search retrieved 4997 citations (Fig. 1). No additional
articles were submitted by participants. We removed 1123
duplicates and screened the titles and abstracts of 3874 ci-
tations (phase one screening). Of those, 219 citations were
screened in phase two and the eligibility of 32 articles was
reviewed at the Global Summit (phase three). The primary
reasons for excluding 187 articles are presented in Fig. 1.
Sixteen articles were excluded in phase three screening
(Table 1) [18, 63—77]. Therefore, 16 articles (reporting on
14 RCTs) were included in the review and were critically
appraised [37, 78-90]. We did not identify any RCTs re-
lated to primary prevention, 14 trials addressed secondary
prevention, and six of the secondary prevention trials also
included outcomes related to tertiary prevention. Of the
acceptable and high-quality trials, one trial assessed effi-
cacy [80] while five trials evaluated effectiveness [37, 81,
82, 84, 87].

Risk of bias within studies

Of the 14 included RCTs, three were rated as high qual-
ity [37, 81, 84], two were deemed to be of acceptable
quality [80, 87], three were of low quality [79, 85, 89],
and five were rated as unacceptable quality [78, 83, 86,

Page 8 of 23

361

88, 90] (Table 2). The study by Chaibi et al. {82] received
two quality ratings as the component of the trial com-
paring SMT to sham was rated to be of acceptable qual-
ity and sham was included in the evidence synthesis,
whereas the component comparing SMT to the control
intervention was rated as low quality because of the dif-
ferentially high drop-out rate in the control group and
that study was, therefore, not included in the evidence
synthesis [82].

Differences in the methodological quality between
RCTs rated as high/acceptable quality and those rated as
low/unacceptable quality were mainly related to the
method of randomization, concealment of treatment al-
location, successful blinding of participants (inability to
identify the treatment), and blinding of outcome asses-
sors and investigators (those who collected outcome data
and investigators were unaware of the treatment re-
ceived by participanls) (Table 2).

Our qualitative synthesis therefore includes three high
quality RCTs [37, 81, 84] and three RCTs of acceptable
quality [80, 82, 87]. Of these, none evaluated the efficacy
or effectiveness of SMT for the primary prevention of
non-MSK disorders, six RCTs evaluated spinal manipu-
lation for secondary prevention [37, 80, 82, 84, 87] and
two studies evaluated spinal manipulation for tertiary

Fig. 1 PRISMA Flow diagram

~ ~
"
Records identlfied from database Additional records identified from other
5 search (n=4997) sources (n=0)
g
£ - ¢
% | Records after duplicates removed (n=3874) |
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| Records sereened (n=3874) | - (n=3655)
l Full-text artlcles excluded during phase 2
screening (n=187}
2 M ineligible inte fnea2)
S Full-text artlcles assessed for eliglbility (n=219) —»| Nineliglble publication type {n=46)
2 Oineligible sample size (n=18)
& O Ineligible study population (n=11}
1 Nan-rlinlral {physlalagical) stury (n=14}
LI Outcomes not relevant {n=2)
Mineligible study design {n=3)
| I Non-English language {n=1)
O Duplicate citatlon (n=50)
D
'
Articlas eligible for critical apeaisal {n=32) —» ||| Arvctes excluded '::;'fg)ph“e "
3 4
Eﬂ Articles eligible for critical appraisal {(n=16)* Artictes excluded based on methodological
o Primary prevention {n=0) 5 quality {(n=9)%
Secandary prevention (n=16} DNLow quality {n=4)§
Tertiary prevantion (negly M Unacceptable quality (n=5)§
= +
k-] Articles included in synthesis (n=7)# from 6 RCTs
g Primary preventlon {n=0)
g Secondary preventlon {(n=6}
= Tertiary prevention (n=6)§
=
*16 articles were published from 14 studies. Twa RCTs add two articles (Chaibi et al., 2017; Parker et al., 1978).
4 One RCT had two articles {Parker et al,, 1978)
§ All RCTs related to tertiary prevention also reported on secondary prevention outcomes.,
#The internal validity of components of one RCT was rated as acceptable quality while other components were rated as low
quality {Chaibi et al., 2017)
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Table 1 Primary reason for exclusion of RCTs in phase 3 screening

First author, Year

Population

Primary reason for ineligibility

Attali 2013 [63]°

Bevilaqua-Grossi 2016

[641°

Budgell 2006 [18)

de Araujo 2018 {65]

Davidson 2018 [66]°

Goertz 2002 [67]

Hensel 2013 [68]

Holt 2016 [69]

Jones 2015 [70]

Kachmar 2018 [71]
Nelson 1998 [72*
Nielsen 1995 [73]

Noll 2000 [74]

Pizzolorusso 2014 [/5]
Schwerla 2014 [761°

Steele 2014 [77]

Patients with irritable
bowel syndrome

Patients with migraine
and neck pain

Healthy adults

Healthy asymptomatic
individuals

Patients with migraine

Patients with high blood pressure
or stage 1 hypertension

Pregnant women at the 30th
week of pregnancy

Community-dwelling adults
65 years or older

Patients with dysfunctional
breathing

Patients with spastic forms
of cerebral palsy

Patients with migraine

Patients with chronic asthma

Patients (= 60 years of age) hospitalized

with acute pneumonia.

Pre-term birth in infants

Patients with primary dysmenorrhea

Patients enrolled in the study were
between the ages of 6 months and

24 months with acute otitis media and

an abnormal tympanogram.

The sample size was < 20 per group.

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included medication plus a physiotherapy protocol
diaphragm training, cervical mobilization and training, massage, myofascial release,
trigger point therapy, passive stretching, The control group received medication
alone.

Experimental trial with physiological outcome (heart rate variability) not related to
primary prevention of a non-musculoskeletal disorder

Experimental trial with physiological outcome (heart rate variability) not related to
primary prevention of a non-musculoskeletal disorder

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included Maitland C0-C3 mobilization and Watson
Headache Approach (exercise and advice). The control intervention was ‘wait list.

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included dietary modification, SMT and ultrasound,
moist heat, soft-tissue massage. The control group received dietary modification
alone.

Experimental trial with physiological outcomes (arterial pressure and heart rate
variability) not related to primary prevention of a non-musculoskeletal disorder

Experimental trial with physiological/ biomechanical outcornes (joint position sense,
choice stepping reaction time, postural stability, multisensory processing, health-
related quality of life) not related to primary prevention of a non-musculoskeletal
disorder

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included respiratory physiotherapy plus Maitland
mobilization, muscle energy technique, trigger point therapy, myofascial release,
diaphragm and rib cage mobilization. The control group received respiratory
physiotherapy alone.

Experimental trial with outcomes (muscle spasticity, manual dexterity) not related to
tertiary prevention of a non-musculoskeletal disorder

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included SMT, massage and/or trigger point therapy
with or without amitriptyline. The control intervention was amitriptyline alone.

The sample size was < 20 per group.

The osteopathic manipulative therapy did not include SMT.

The osteopathic manipulative therapy did not include SMT.

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included high velocity thrust, muscle energy
technique, myofascial release, balanced ligamentous tension, visceral and cranial
techniques. The control group was not treated.

SMT was part of a multimodal intervention. The effect of SMT could not be isolated.
The multimodal intervention included cambinations of Sacroiliac mobilization,
myofascial release, balance ligamentous tension, suboccipital inhibition, venous
sinus draining, occipital decompression, sphenobasilar decompression

SMT spinal manipulative therapy
*These studies were considered for both secondary and tertiary prevention

prevention of non-musculoskeletal disorders [37, 84].
Both studies included in the tertiary prevention group
were also included in the secondary prevention group.
Of the six trials of acceptable-or high-quality, two had
been registered in clinicaltrials.gov [81, 82] and both re-
ported outcomes in accordance with their protocols.

Study characteristics

High and acceptable methodological quality

Six RCTs were rated as high or acceptable quality
(Table 2). Of those, one investigated the efficacy of one
session of diversified manipulation to T1-T4 for the
management of adults with hypertension [80] (Table 3).
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Table 2 Risk of bias table

Page 10 of 23

363

Author, Year 21 22 23 24 25 26

27 2.8 29 210 2117 2.12° 213

Goertz2016[817 Y Y Y Y Y Y N Y Y Y Y
Hondras 1999 Yy Yy Yy Yy Y Y Y Y Y Y
371

Balon1998(84] Y Y Y Y Y Y Y Y Y Y Y
Olafsdottir2001 'Y Y CS Y Y Y Y Y Y (Y
[87]

Ward 2015 (80] Y N Y Y S Y Y Y Y Y Y

Chaibi2017(82] Y Y Y Y Y Y Y Y Y Y Y

Miller 2012 [89] Y N Y Y S S Y Y Y O Y

Molins-Cubero Y Y Y Y N Y N Y Y Y Y
2014 [79]

Wiberg 1999851 ¥ Y Y N N Y Y Y Y (5 Y
Qu 2012 [90] Y ¥ S CC N Y Y Y C Y
Bakris 2007 [88] N N Y S S Y Y Y G Y
Tuchin2000[8] Y Y N N N C Y Y N (& (S

Kokjohn 199283 ¥ Y CS N C ¢ G Y Y ¢ Y

Parker 197878} Y Y S N N C N N N Y Y

214 215 3.5 Overall Ax
Y SMT: 0% Y N/A Y High Quality
Sham: 1/27 = 4% (++)
Y SMT: 2/69 = 3% Y N/A Y High Quality
Sham: 1/69=1% (++)
Y SMT: 7/45 = 16% ¢S CS Y High Quality
Sham: 4/46 = 9% (++)
Y SMT: 1/46 =2% Y N/A Y  Acceptable
No SMT: 4/40 = 10% )
Y SMT: 0% Y N/A Y  Acceptable
No contact control: 0% (+)
Y SMT: 8/35=23% N N/A Y Overall
Sham: 9/35 = 26% Acceptable
Usual pharmacological care: +)
14/34=41% SMT vs.
Control
Low Quality
-)
Y Not blinded SMT: 7/33 = ¢S N/A N Low Quality
21.2%° )
Blinded SMT: 5/35 = 14.3%"°
No SMT: 12/34=353%
Y SMT: 0% Y N/A N Low Quality
Sham: 0% =)
Y SMT: 0% CS N/A N Low Quality
Advice: 9/25 =36% =)
Y SMT: 0% Y N/A Y Unacceptable
Medication: 0% ©)
Y SMT: 0/25 = 0% Y N/A Y Unacceptable
Sham: 1/25=4% ()
Y SMT: max 4° CS N/A N  Unacceptable
De-tuned IFT: max 4° 0
Y SMT: 1/24=42% Y N/A Y Unacceptable
Sham: 0/21 =0% )
Y SMT: at least 2/85 = 2.4%° Y CS N Unacceptable
Mob: max 4/85 = 4.7%¢ 0

CS: can't say; N: no; N/A: not applicable; Y: yes; ++: high quality; +: acceptable quality; —: low quality; 0: unacceptable quality/rejected

IFT interferential therapy, Mob mobilization

2.1 Research Question

2.2 Definition of non-M5K condition

2.3 Randomization

2.4 Concealment

2.5 Participant blinding

2.6 Investigator blinding

2.7 Groups are similar at start of trial

2.8 Description of manipulation intervention

2.9 Description of control intervention

2.10 Only difference between groups is the treatment
2.11 Rellability of outcome

2.12 Validity of outcome

2.13 Drop-out percentage

2.14 Subject analysis/Intention-to-treat

2.15 Comparable sites (if multiple)

3.5 Appropriate analysis

Risk of bias table addresses primary outcome measures
PParticipants were discharged but criteria for discharge were not outlined
“Did not outline which groups the drop-outs belonged to

The remaining five RCTs investigated the effectiveness
of spinal manipulation for the management of: infants
with colic [87]; children with asthma [84]; women with

primary dysmenorrhea [37]; adults with hypertension
(81]; and adults with migraines [82] (Table 3). These tri-
als were clinically heterogeneous and therefore could
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not be pooled in a meta-analysis. Specifically, the trials
included different populations, used different outcome
measurements and were managed according to different
therapeutic protocols.

Low and unacceptable methodological quality

Nine RCTs were rated as low or unacceptable quality
(Table 1). Two of these were conducted in infants with
colic [85, 89], two in women with dysmenorrhea [79,
83], one in adults with hypertension [88], one in adults
with irritable bowel syndrome [90], and three in adults
with migraines [78, 82, 86] (Table 4). Two studies evalu-
ated the efficacy of spinal manipulation {79, 83] and
seven evaluated effectiveness of spinal manipulation (78,
82, 85, 86, 88-90].

Evidence summary for the secondary and tertiary
prevention of non-MSK disorders

Studies of high/acceptable quality

None of the six RCTs of high or acceptable quality dem-
onstrated that SMT is efficacious or effective for the sec-
ondary or tertiary prevention of non-MSK disorders
(Tables 3-4) and there were no studies on primary
prevention.

Childhood asthma One high quality RCT by Balon et al.
[84] compared the outcome of spinal manipulation to that
of simulated spinal manipulation for the management of
mild or moderate asthma in individuals aged 7-16 years
(Table 3). Both treatment groups received usual medical
care. No statistically significant differences in morning
peak expiratory volume were found between groups at the
two- and four-months follow-ups. Similarly, there were no
differences in secondary outcomes at follow-up (airway re-
sponsiveness, forced expiratory volume (FEV1), daytime
symptoms of asthma, need for inhaled beta-agonists, use
of oral corticosteroids, or quality of life). No adverse
events were reported except exacerbations of asthma
symptoms. This trial found that spinal manipulation is not
effective for the management of mild or moderate asthma
in individuals aged 7-16 years.

Infantile colic One RCT of acceptable quality by Olafs-
dottir et al. [87] compared the outcome of spinal ma-
nipulation and mobilization using light fingertip
pressure to the spine of an infant being held by a nurse
for 10 min for the management of colic in infants aged 3
to 9 weeks (Table 3). Both groups also received parent
counselling and support on feeding, baby care and family
interactions. The authors found no difference in global
improvement as perceived by parents or crying time at 8
to 14 days follow-up. This trial suggested that spinal ma-
nipulation and mobilization are not effective for the
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management of colic in infants aged 3 to 9 weeks. The
authors did not report on adverse events.

Primary dysmenorrhea In one high quality RCT, Hon-
dras et al. [37] compared the outcome of high-velocity
low-amplitude manipulation targeting the lower thoracic
spine, lumbar spine and sacro-iliac joints to that of a low
force mimic maneuver in females aged 18-45 years with
primary dysmenorrhea (Table 3). The authors reported no
difference in pain and prostaglandin levels in four subse-
quent menstrual cycles. Mild adverse events (transient
post-treatment soreness in the low back) were reported by
a few women in both groups. This RCT suggested that
spinal manipulation is not effective for the management of
primary dysmenorrhea in females aged 18-45 years.

Hypertension One acceptable quality RCT [80] and one
high quality RCT [81] informed the management of
hypertension using spinal manipulation in adults. The
first trial by Ward et al. evaluated the efficacy by com-
paring a supine diversified high-velocity low-amplitude
manipulation to the T1-4 region to a sham procedure in
adults between the ages of 18-65 with pre-hypertension
or hypertension (Table 3) [80]. No differences in blood
pressure, arterial pressure or heart rate were found be-
tween groups one- and 10-min post-treatment. These re-
sults agree with the findings of an effectiveness trial which
compared toggle recoil thrust delivered to the C1-C2 re-
gion to sham manipulation in adults between the ages of
21-75 years with hypertension. In their RCT, Goertz et al.
[81] found no differences between groups in blood pres-
sure, health-related quality of life or perceived stress im-
mediately after the intervention and at 6 weeks follow-up.
Adverse events included three people with headaches and
one with neck and upper thoracic pain [81]. These two
RCTs suggested that spinal manipulation is neither effica-
cious nor effective for the management of hypertension in
adults 18 years and older.

Migraine An RCT of acceptable quality by Chaibi et al.
[82] compared the outcomes of full-spine Gonstead
high-velocity low-amplitude manipulation to sham ma-
nipulation for the management of adults with migraine
headaches (Table 3). The results indicate that partici-
pants who received the sham manipulations had fewer
migraine days per month during the one-year follow-
up compared to the group receiving SMT (calculation
based on published estimates, available from the au-
thors on request). There were no differences between
groups in migraine duration, intensity and medicine
consumption at follow-up. Minor and transient ad-
verse events (local tenderness and neck pain) were at
least twice as common in the SMT group (73/355) as
in the sham spinal manipulation group (29/348). This
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Table 3 Cvidence table for randomized controlled trials of high- and acceptable guality stralified by condition
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1st Author, Participants, Case Interventions, Control, Provider, Follow-up Outcome Results
Year, definition, Setting, Provider, Number Number (n) of measurements Mean (95%Cl)
Study quality Number (n) enrolled (n) of subjects at subjects at baseline
basellne
Asthma
Balon 1998 Children, 7 to 16 yrs; SMT-HVLA determined Non-directional low 2and 4 Primary outcome: NS between group
[84] physician diagnosed and gentle soft-tissue amplitude, low mths morning PEF prior differences
mild or moderate therapy by chiropractor velocity impulse to to use of
Quality: asthma > 1yr, use with usual medical care.  gluteals, scapulae bronchodilator and 2 mths (mean
High Quality bronchodilator at and external frequency of morning  between group
least three times 3x weekly for 4 weeks, occipital PEF of < 85% of differences):
weekly, and 2x weekly for 4 weeks, protuberance; and baseline, PEF (% baseline):
confirmed by lung then 1x weekly for 8 soft-tissue massage 2.1 (-39, 80)
function testing. weeks, (range 20 to and gentle palpation; Secondary outcomes:  FEV(liters):
36 Tx over 4-mths). by chiropractor with airway responsiveness;  —0.28 (— 061, 0.05)
Participants recruited usual medical care. FEV1; daytime Overall Q of L
through advertising. Chiropractors with symptoms of asthma; ~ 0.29 (—0.10, 0.69)
5 years of clinical 3x weekly for 4 weeks, need for inhaled beta- Activity: 0.34
Private chiropractic experience 2x weekly for 4 weeks, agonists; use of oral (—-0.13,081)
clinics in Ontario, then 1x weekly for 8 corticosteroids; Q of Symptoms: 0.29
Canada. (n =45) weeks, (range 20 to L; overall treatment (-0.21,078)
36 Tx over 4-mths). satisfaction Emotions: 0.26
(n=91) (- 0.14, 0.66)
Chiropractors with 5 Adverse events Change in
years of clinical symptoms: p =0.59
experience Use of Beta-agonists:
p =055
(n =46)
4 mths (mean
between group
differences):
PEF: —0.7 (-6.7,53)
FEV;(liters): - 0.28
(— 061, 004)
Overall Q of L: 032
(-0.12,0.75)
Activity: 042
(—0.10, 0.93)
Symptoms: 0.15
(- 039, 069)
Emotions: 0.29
(-0.15,073)
Change in symptoms:
p =084
Use of Beta-agonists:
p=035
Between group
differences in days
with PEF < 85%:
=29(=111,53)
Mean satisfaction-
Intervention: 6.22/7.0
Mean satisfaction-
Control: 6.46/7.0
No adverse events,
apart from
exacerbations of
asthma.
Infantile Colic
Olafsdottir Infants (born at term SMT and mobilization Infants held by a 8-14 days Parent’s global No Improvement in
2001 [87] with a birth weight > determined by treating nurse for 10 min (the post- perceived SMT group vs.
2.5 Kg; appropriate chiropractor by areas of  approximate time of intervention  improvement control group
Quiality: gain in weight, height and  dysfunction identified treatment) after being ("getting worse”, (marked improvement
Acceptable head circumference) by palpation; partially undressed in “no improvement’, or completely well)
recruited in Bergen, dysfunctional a similar way as “some improvement”,  Relative Risk =097

Norway from public
health clinics the
paediatric outpatient
clinic at the University
Hospital, general
practitioners,
chiropractors, and
from direct referrals

articulations manipulated
and mobilized using
light fingertip pressure.

Counselling and support
on feeding, baby

care, and family
interaction.

treated infants.

Counselling and support
on feeding, baby care,
and family interaction.

3 sessions with intervals
of 2-5 days over 8 days

“marked
improvermnent’,
"completely well”)

Crying time (hours/day)

(95% CI: 0.59, 1.60)

Crying time (hours/day):
SMT/mobilization vs.
Control

st visit: — 0.6
(-147,027)

2nd visit: — 05



Coté et al. Chiropractic & Manual Therapies

(2021) 298

Page 13 of 23

366

Table 3 Evidence table for randomized controlled trials of high- and acceptable quality stratified by condition (Continued)

1st Author,
Year,
Study quality

Participants, Case
definition, Setting,
Number (n) enrolled

Interventions,
Provider, Number
(n) of subjects at
baseline

Control, Provider, Follow-up
Number (n) of

subjects at baseline

Outcome
rmeasurements

Results
Mean (95%Cl}

Hypertension
Goertz 2016
(81]

Quality:
High Quality

from parents who
were informed
about the project at
the maternity units
in Bergen and by the
media from April 1998
to December 1999,
Infantile colic defined
as 23 h crying/day,

3 days per week for
the last 3 weeks.

(n =100)

Adults (21-75 yrs),
recruited from the
community through
targeted direct mailers,
American Heart
Association events,
and press releases in
lowa, USA.

Hypertension with
systolic blood pressure
ranging from 135 to
159 mmHg or diastolic
blood pressure ranging
from 85 to 99 mmHg
and misalignment of
either or both of the
first 2 cervical spinal
segments based on
standardized
radiography.

Research clinic of the
Palmer Center for
Chiropractic Research,
Davenport, 1A

(n=51)

3 sessions with
intervals of 2-5
days over 8 days
by a licensed
chiropractor

(n = 46)

Toggle recoil
consisting of HVLA
thrust delivered to
the C1 and/or C2
vertebra with
participants in a
side-lying position
on the treatment
table,

2 sessions/week over
6 weeks

Chiropractors with

> 5 years' experience
trained in toggle
recoil SMT

(n=24)

by a nurse

(n =40

Sham manipulation Immediately
consisting of no after

thrust delivered to intervention
the participant’s and 6 weeks
head or neck,

Delivered at 1st
session and then for
4-8 visits at random
intervals over 6 weeks

Chiropractors with

> 5 years’ experience
trained in toggle recoil
SMT

(n=27)

Primary outcome:
Blood pressure

Secondary outcome:
SF-36 (Pain and
General Health Sub-
Scales), Perceived
Stress Scale

Adverse events

(—134,037)
3rd visit: ~ 03
(—1.17,0.57)

NS difference in
blood pressure
change between
groups following the
intervention.

CRUDE:

Mean difference
change score

3 weeks:

Systolic BP: - 0.3
(-62,-53)
Diastolic BP - 0.3
(—40,-35)

6 weeks:
Systolic BP: 3.5
(=19,-89)
Diastolic BP: 1.5
(—2.1,-50

ADJUSTED (age, sex,
BMI, baseline BP):
Mean difference
change score

3 weeks:

Systolic BP: 0.9
(—50,-69)

Diastolic BP: 1.0
(—28,-49)

6 weeks:
Systolic BP: 4.8
(04, -100)
Diastolic BP: 2.3
(-1.2,-58

SF-36: Pain:

Mean change (95% CI)
SMT vs, Sham: 0.6
(—2.18, 3.38)

SF-36: General Health:
Mean change (95% Cl)
SMT vs. Sham: — 1.1
(—3.18,098)

Perceived Stress Scale
Mean change (95% Clj
SMT vs, Sham: 0.1
(170, 1.90)

Adverse events
included 4 related
to study treatments:
3 headaches,

1 neck and upper
thoracic pain. Three
additional: foot
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Table 3 Evidence table for randomized controlled Lrials of high- and acceplable qualily stratified by condition (Cortinued)

1st Author,
Year,
Study quality

Participants, Case
definition, Setting,
Number (n) enrolled

Interventions,
Provider, Number
(n) of subjects at
baseline

Control, Provider,
Number (n) of
subjects at baseline

Follow-up

Outcome
measurements

Results
Mean (95%Cl)

Ward 2015 [80] Adults (18-65 yrs),
recruited via online
advertisements and
word-of-mouth in

Texas, USA,

Quality:
Acceptable

Proof of high blood
pressure (hypertension
medications) or initial
blood pressure reading
> 140/90 mmHg.

(n =50)

Dysmenorrhea

Hondras 1999 [37] Women, 18-45 yrs.;
sexually active, non
-pregnant, good
general health, regular
menstrual cycles
accompanied by
moderate to severe
pain; diagnosis of
primary dysmenorrhea
recruited through local
advertisements in
Chicago metropolitan
newspapers.

Quality:
High Quality

National College
Chiropractic Center
outpatient clinic,
Chicago, USA.

Supine diversified anterior
upper thoracic SMT to
the T1-4 region with a
HVLA thrust of the upper
body of the chiropractor
over the participant's
chest to achieve
cavitation of the T1-4
segments of the

thoracic spine.

1 session by chiropractor
with 20 years of
experience and 15 years
of SMT technique
teaching experience at
Texas Chiropractic College

(n=25)

SMT-HVLA > 750N to all
clinically relevant levels
from T10-L5 and
sacroiliac joints, bilaterally.

3x/week beginning the
week before expected
onset of menstruation
for next two cycles
(cycles 3 and 4)

Chiropractors practicing
at National College
Chiropractic Center

(n =69)

1-and 10-
min post-
intervention

Participants' arms folded
across their chest for a
few seconds and then
the chiropractor unfolded
the arms.  ~

1 session by chiropractor
with 20 years of experience
and 15 years of SMT
technique teaching
expetience at

Texas Chiropractic College

(n=25)

4 menstrual
cycles

LFM-high-velocity, short-
lever, low amplitude
thrust between 200 to
400N to L2-3 vertebral
by chiropractor
Chiropractors practicing
at National College
Chiropractic Center

(n =69)

Bilateral blood
pressure

Arterial pressure
Heart rate

Adverse events
not assessed

Primary outcome:
Pain intensity (VAS)

Secondary outcome:

MDQ

Adverse events

numbness and
tingling after a
neck examination,
fainting episode

24 h after treatment,
mild nausea and
vertigo at first
treatment.

NS differences in
mean blood
pressure

change between
groups,

Control vs SMT -Mean
difference (95% Cl)
Right systolic BP

1 min: 34

(- 4.06, 10.86)

10 min: 2.9

(—401, 981)

Right diastolic BP

1 min: 2 (- 249, 649)
10 min: — 0.2

(—4.69, 4.29)

Left systolic BP
1min: —1.8

(— 867, 507)
10 min: 4
(=339, 1139

Left diastolic BP
1min: —06
(=551, 431)

10 min: 1
(—3.75, 5.75)

Pulse pressure
1min: 1.3
(—3.84, 6.44)
10 min: 3.
(=1.51,7.71)

Mean arterial pressure
1 min: 25 (- 2.62, 7.62)
10 min: 0.9

(—4.08, 5.88)

Heart rate
1 min: 1.1 (=297, 517)
10min: 1 (-3.12,512)

NS between group
differences at any
follow-up menstrual
cycle for pain intensity
{(p = 0.65) or menstrual
distress (p = 0.78)

2 women in the LFM
group and 3 women
in the SMT group
reported soreness in
the low back region
24-48 h following
intervention at 1 visit,
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Table 3 Evidence table for randomized controlled trials of high- and acceptable quality stratified by condition (Continued)

1st Author, Participants, Case Interventions, Control, Provider, Follow-up  Outcome Results
Year, definition, Setting, Provider, Number Number (n) of measurements Mean (95%Cl)
Study quality Number (n) enrolled {n) of subjects at subjects at baseline
baseline
(n=138)
Migraine
Chaibi 2017 [82]  Adults (18-70yrs) Gonstead method, Sham SMT consisting Immediately  Primary outcome: Significant differences
recruited from Akershus specific contact, of a broad, non-specific after Number of migraine in mean change
Quality: University Hospital, HVLA, short-lever contact, low velocity, treatment, 3, days per mth in migraine days
Acceptable general practitioners SMT with no low amplitude sham 6 and 12 Secondary outcomes:  favoring sham
and media post-adjustment push maneuver mths. migraine duration, treatments. No

advertisements in
Akershus and Oslo
Counties, Norway.

Migraine diagnosed
according to the
ICHDAII ICHD, 2004)
and with 2 one
migraine attack per
month.

Akershus University
Hospital, Norway

(n =104

recoil that was
directed to spinal
biomechanical
dysfunction (full
spinal column
approach)

12 sessions over 3 mths
Experienced chiropractor

(n =34)

12 sessions over
3 mths

Experienced chiropractor

(n=34)

migraine intensity
and headache index,
medicine
consumption and
adverse events

difference in secondary
outcomes.

Sham vs, CSMT
Migraine days
Post-treatment: — 1.6
(—3.09,-0.10)

3 months: — 1.7
(-328,-012)

6 months: — 0.8
(—2.50, 0.90}

12 months: = 2.1
(—3.84,—036)

Duration
Post-treatment: — 1.1
(—3.19, 0.98)
Imonths: — 1.2
(—351,1.10)

6 months: 20
(—0.38, 4.38)

12 months: ~ 1.5
(—4.05, 1.04)

Intensity
Post-treatment: — 0.1
(— 1,06, 0.86)
3months: =05
(—1.49, 0.49)

6 months: 04
(-077,1.57)

12 months: = 1.1
(~234,014)

Headache Index
Post-treatment:
- 1704 (- 346.30,

5.50)

3 mths: — 1434
(—323.24, 3545)
6 mths: —115.2

(—296.07, 6567)
12 mths: —232.9
(—429.06, - 36.74)

NS difference in
medicine consumption

Minor, transient
adverse events [local
tenderness and neck
pain] were more
commonly reported
in CSMT (73/355)
than sham SMT group
(29/348). There were
no severe or serious
AEs reported.

FEVT forced expiratory volume in 15, HVLA high velocity,
spinal manipulative therapy, Tx treatment, yrs years, LFM low force mimic,

*Results only reported from intervention (SMT) and sham group

low amplitude, mths months, NS non-significant, PEF peak expiratory flow, Q of L quality of life, SMT

MDQ Moos' menstrual distress questionnaire, VAS visual analog scale, AE adverse events
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Table 4 Summary of findings for studies of acceptable quality

Author, Origin of study sample Study Interventions Time of Outcome variables SMT
Year population follow-up superior to
control
Asthma
Balon, Chiropractic patients Children (7-16 SMT vs. Sham 2 and 4 FEV1 No
1998 [84] years) with mild months PEF
or moderate Quality of life
asthma
Infantile Colic
Olafsdottir, Public health care clinics, pediatric Infants with colic  SMT vs, Sham  8-14 days Parent's global No
2001 [87]  outpatient clinic at University hospital, after perceived
general practitioners, chiropractors and intervention  improvement or
direct referrals crying time
Hypertension
Goertz, Community in lowa, USA Adults with pre-  SMT vs. Sham  Immediately  Blood pressure No
2016 [81] hypertension or and 6 weeks
hypertension
Ward, 2015 Community in Texas, USA Adults with SMT vs. Sham  Immediately  Blood pressuie, pulse  No
[80] hypertension and 10min  pressure, mean arterial
pressure and heart
rate
Dysmenorrhea
Hondras,  Chiropractic patients Women with SMT vs. Sham  1h VAS or MMDQ No
1999 [37] primary
dysmenorrhea
Migraine
Chaibi, University hospital, generat practitioners Adults with SMT vs. Sham  Immediately, Migraine days No (Sham
2017 [82]  and community in Oslo Counties, Norway — migraine 3 months significantly
superior to
SMT)
6and 12 Migraine duration, No
months intensity or headache
index

Legend: FEVT forced expiratory volume in 1, PEF peak expiratory flow, SMT spinal manipulative therapy, MDQ Moos’ menstrual distress questionnaire, mths

months, NS non-significant, VAS visual analog scale

RCT suggested that spinal manipulation is not effect-
ive in the management of adults with migraine
headaches.

Results of studies of low/unacceptable quality

All studies of low or unacceptable quality reported some
positive results (1'able 5). Eight RCTs rated as low or un-
acceptable quality reported at least some results supporting
the efficacy {79, 83] or effectiveness of spinal manipulation
(82, 85, 86, 88-90]. These studies reported on high blood
pressure [88], infantile colic [85, 89], dysmenorrhoea [79,
83], irritable bowel syndrome [90], and migraine [82, 86].
A ninth study (of unacceptable quality) reported a signifi-
cant improvement in migraine for its three study groups,
but all groups received some type of manual therapy [78].

Review of risk of bias and evidence tables by global
summit participants

The risk of bias table was approved by 98.0% (49/50)
of participants (Table 2). Similarly, 98.0% (49/50) of

participants approved the content of the evidence
table (Table 3). The content of the evidence sum-
mary was approved by 100% (50/50) of participants
for hypertension, 98% (48/49) for infantile colic,
94.0% (47/50) for dysmenorrhea, 94.0% (47/50) for
asthma, and 90.0% (45/50) for migraine.

Approval of the final manuscript and authorship
Eighty-eight percent of Global Summit participants ap-
proved the final paper and agreed to be co-authors.
However, six participants declined authorship because
they did not agree with the overall conclusion.

Discussion

Summary of findings

Our systematic review of the best available evidence sug-
gests that SMT is not effective or efficacious for treating
infantile colic, childhood asthma, hypertension, primary
dysmenorrhea, or migraine. Collectively, the evidence
from six high and acceptable quality RCTs casts doubt
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Table 5 Summary of findings for studies of unacceptable quality

Page 17 of 23

370

Author, Origin of study sample Study Interventions Time of Outcome variables Results from
Year population follow-up authors - SMT
superior to control
Infantile Colic
Miller, Chiropractic teaching clinic at Infants with SMT vs. 10days or at 24 h crying diary, Global ~ Yes
2012 [89] Anglo-European College of colic Parent- discharge improvement scale
Chiropractic blinded
control
Wiberg,  Suburb of Copenhagen, Denmark Infants with SMT vs. Usual 12 to 15days 24 h crying diary, Yes
1999 [85] colic care parents’ subjective
evaluation of change
Hypertension
Bakris, Unknown, USA Adults with SMT vs. Sham 8 weeks Blood pressure Yes
2007 {88] hypertension
Molins-  Physiotherapy private practice; Women with SMT vs. Sham  Post- VAS Yes
Cubero,  Madrid, Spain primary intervention
2014 [79] dysmenorrhea
Kokjohn, Local community, local Women with SMT vs. Sham  1-h post- VAS or MDQ Yes
1992 [83] chiropractors or gynecologists; primary intervention
lllinois, USA dysmenorrhea
Migraine
Chaibi, University hospital, general Adults with SMT vs. Immediately, Migraine days, headache ~Yes
2017 [82] practitioners and community in migraine Control 3 months index
Oslo Counties, Norway
6and 12 Migraine duration or No
months intensity
Tuchin,  Radio and newspaper Adults with SMT wvs. 6 months Frequency, duration, Yes
2000 [86] advertisements in Sydney region migraine Control disability, use of
medication
Intensity, associated No
symptoms
Parker, Unknown; Australia Adults with SMT vs. 2 months Duration, intensity, No
1978 (78] migraine Mobilization disability
Irritable Bowel Syndrome
Qu, 2012 Outpatient department from Adults with SMT vs. Drug  Post- VAS, Bowel symptom Yes
{901 Zhongda Hospital irritable bowel intervention  scale
syndrome

Legend: SMT spinal manipulative therapy, MDQ Moos' menstrual distress questionnaire, mths months, NS non-significant, VAS visual analog scale

on the hypothesis that SMT is efficacious or effective for
the management of non-musculoskeletal disorders [37,
80-82, 84, 87] and thereby also challenge the validity of
the underlying theories relating to the subluxation and
the autonomic nervous system [10, 11, 14].

Previous literature

Our conclusions agree with several previous reviews.
Clar et al, who comprehensively reviewed the literature
on the clinical effectiveness of spinal manipulation for
the management of musculoskeletal and non-
musculoskeletal disorders, only found evidence for the
effectiveness for the treatment of some musculoskeletal
disorders [20]. Similarly, Goncalves et al., who reviewed
evidence for spinal manipulation or chiropractic care as
primary- or early secondary prevention for disease in
general, failed to find any supportive evidence [42].

Ferrance and Miller, who reviewed the literature dealing
with chiropractic diagnosis and management of non-
musculoskeletal disorders in children broadly, including
all types of studies, even case-reports, concluded that
“The efficacy of chiropractic care in the treatment of
non-musculoskeletal disorders has yet to be proven or
disproven” [38]. Conversely, Kaminskyj et al. included
case-reports, case-series, surveys, cohort studies and two
RCTs and concluded that “it is obvious that some asth-
matic patients may benefit from [chiropractic] treatment
approach” but added that it should not replace trad-
itional medical therapy [39]. Likewise, Pohlman and
Holton-Brown reviewed 49 studies including commen-
taries, case-reports and case-series and concluded that
possibly some children with otitis media may benefit
from SMT [40]. Rist et al. reviewed RCTs of SMT as
treatment for migraine headaches and included trials
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with high risk of bias where the effect of SMT could not
be disentangled from the effect of co-interventions [91].
Nonetheless, they concluded that “SMT may be an ef-
fective therapcutic technique to reduce migraine days
and pain intensity. However, given the methodological
limitations to studies included [ ...] we consider these
results to be preliminary” [91]. Finally, Parnell Prevost
et al. reviewed and critically appraised 50 studies of vari-
ous designs dealing with manual therapy for a wide var-
iety of pediatric conditions and concluded that the
evidence was inconclusive but favorable for some non-
musculoskeletal disorders including infantile colic (4
RCTs included), nocturnal enuresis (no RCTs included),
sub-optimal infant breastfeeding (no RCTs included), re-
spiratory, eyes, ears, nose and throat conditions (3 RCTs
included) [43]. However, the review by Parnell Prevost
et al. suffers from significant methodological limitations
[92]. Our review adds to the literalure because of four
methodological differences between ours and some of
the previous reviews. First, our research questions were
different and focused on determining the efficacy and ef-
fectiveness of SMT for non-MSK disorders. Second, we
restricted our search strategy to RCTs, which was neces-
sary to assess efficacy and effectiveness. Third, we used
different criteria to evaluate the methodological quality
of RCTs. Finally, our evidence synthesis only included
acceptable and high quality RCTs.

Strengths and limitations

Our systematic review has several strengths. First, our
research questions focused on determining the efficacy
and effectiveness of SMT for both the prevention and
management of non-musculoskeletal disorders. These
questions required that we focus our review on evidence
from high (# = 3) and acceptable (# = 3) quality random-
ized clinical trials. Second, the literature search was con-
ducted by an expert librarian and independently
reviewed by a second librarian to minimize errors, Third,
our critical appraisal of the literature included four se-
quential steps to ensure that the risk of bias assessment
was conducted in a transparent, standardized, and rigor-
ous manner. Fourth, the evidence synthesis included
only high and acceptable quality RCTs and was con-
ducted according to the SWiM Guideline and reported
in transparent evidence tables [48].

The findings of our review should, nevertheless, be
interpreted in light of the following limitations. First, al-
though our search method was thorough, it is possible
that studies of high or acceptable quality were not re-
trieved because our literature search was restricted to
the English language. However, it has been reported that
excluding articles written in a language other than Eng-
lish does not lead to bias because most trials are pub-
lished in the English literature [93-97]. Furthermore,
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authors included academics in the field with knowledge
of German, Danish, Swedish, Norwegian, and French
and none were aware of RCTs dealing with SMT pub-
lished in those languages. This is supported by our
search of the Index to Chiropractic Literature (ICL)
which only identified RCTs published in English. Sec-
ond, the critical appraisal of articles may vary among re-
viewers. However, our four-step approach to assessing
risk of bias likely minimized this potential problem. Fi-
nally, publication bias may be present in this field of re-
search. However, it is unlikely that publication bias
compromised the validity of our results because studies
most unlikely to be published are those that failed to ob-
tain a ‘positive’ result. Further, all the low risk of bias
RCTs included in our review show that SMT is not ef-
fective for the management of non-musculoskeletal
disorders.

Future review updates

Our findings, which are based on the best current evi-
dence, may need to be modified with the publication of
findings from new high-quality RCTs. Therefore, we rec-
ommend that our systematic review be updated every 2
to 3 years when new evidence becomes available. This is
necessary to ensure that our findings are up to date with
the most recent published literature. This is particularly
important since our findings and conclusions are based
on a limited number of high and acceptable quality tri-
als, and only single trials for all but one conditions.
Therefore, future trials can potentially alter our find-
ings and conclusions. For example, we are aware of
one ongoing RCT on the effectiveness of manipula-
tion/mobilization for the management of infantile
colic [98]. Once published, the quality of this trial
should be evaluated, and its results integrated in an
updated review. We recommend that governments,
payers, regulators, educators and clinicians regularly
adapt their policies and practices with new emerging
evidence.

Implications

The findings from the Global Summit call for the devel-
opment and implementation of evidence-based policies
regarding the use of SMT in the treatment of non-MSK
disorders at several levels, as explained below. We antici-
pate that system-level polices will eventually impact clin-
ical practice and change clinical behaviours. Policies
should be based on the best available evidence with con-
sideration of its strength and limitations.

i) Implications for healthcare delivery systems and
regulatory agencies
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Our systematic review highlights the need for health-
care delivery systems and regulatory agencies to consider
the lack of evidence supporting the prevention and treat-
ment of non-musculoskeletal disorders using SMT when
developing policies.

i) Implications for educational institutions and
educational regulators

Educational institutions for the chiropractic, osteo-
pathic and other manual medicine health professions
have the opportunity to implement our findings into
their curricula to train their students as modern,
evidence-based clinicians. This will ensure that students’
future clinical activities are consistent with the best
available evidence and viable within modern healthcare
systems. Implementing our findings will require signifi-
cant changes in curriculum in some institutions where
there is a need to communicate to students when their
teaching content is not supported by valid evidence. It is
of utmost importance that educational institutions edu-
cate students to be competent consumers of research,
thereby enabling the next generation of clinicians to dif-
ferentiate high from low quality research. This should be
a priority because, as we have demonstrated, sometimes
very different conclusions can be drawn from high ver-
sus low quality research.

Educational regulators, who oversee the educational
quality of practitioners of manual medicine, should also
align their standards with best evidence and ensure
consistency across educational institutions and, ultimately,
of practitioners of manual medicine around the world. Ac-
cording to the Council for Higher Education Accredit-
ation (CHEA) International Quality Group (CIQG) [99]
this could be achieved by: 1) guiding institutions and orga-
nizations in developing capacity for academic quality; 2)
advancing understanding of international quality assur-
ance; and 3) providing research and policy direction [99].

Finally, the findings from the Global Summit should
be incorporated into continuing education programs and
disseminated to clinicians, and professional organiza-
tions should align their policies and communications
with the current evidence.

iii) Implications for clinical practice

Our systematic review helps clinicians by providing
them with necessary knowledge to deliver evidence-
based care to their patients. Even though non-
musculoskeletal disorders make up a small proportion of
patients in chiropractic and osteopathic practice [6, 8],
implementing our findings will require changes for some
clinicians in the way they communicate and practice. It
is important to emphasize that patients with non-
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musculoskeletal disorders might still benefit from seeing
practitioners of SMT. First, because many people with
non-musculoskeletal disorders have musculoskeletal co-
morbidities that significantly impact their overall health
and well-being [100]. Alleviating pain and discomfort
originating from the musculoskeletal system can be an
important contribution to the care of people with multi-
comorbidities. Second, contextual effects, associated with
any clinical encounter can have important psychological
and physical effects on patients. However, the best avail-
able evidence suggests that it is not the SMT that is re-
sponsible for the observed treatment outcomes [37, 80—
82, 84, 87].

Importantly, clinicians need to be aware that low- and
poor-quality studies can lead to deceptive results. This
was the case in our review; all low-quality studies re-
ported “good” results whereas high-quality studies all re-
ported null results. Therefore, studies with poor
methodological quality should not be used to inform
clinical practice.

iv) Implications for future research

Although we found consistent evidence that SMT is
not efficacious or effective for the management of non-
MSK conditions, our conclusions are based on a limited
number of high and acceptable quality RCTs. Therefore,
more and better RCTs should be conducted if the man-
agement of non-musculoskeletal disorders with SMT is
a priority for patients, clinicians and decision-makers.
However, this will require that the preliminary research
leading to the design and conduct of an RCT follows a
sequential and logical approach, where adequate pre-
trial data allows for the formulation of rational inclusion
criteria, power calculations and interventions that have a
clear biological target [101].

Reflections about the global summit
Our research brought together an international group of
researchers who used established methods to search,
screen, critically appraise, and synthesize the literature.
We ensured that our methods and deliberations were
transparent by inviting chiropractic stakeholder organi-
sations to attend and observe the Global Summit pro-
ceedings. The observers are, therefore, able to testify to
the rigor and the transparency of the work conducted at
the Global Summit proceedings. Including these ob-
servers in our process was important due to the consid-
erable debate in the chiropractic and other manual
medicine professions about the efficacy and effectiveness
of SMT to prevent and treat non-MSK disorders.

The Global Summit was a unique and historic event.
Never in the history of chiropractic or any manual medi-
cine profession has such a large international group of
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active researchers collaborated to produce such a com-
prehensive scientific report. Representatives from profes-
sional organizations observed the scientific process and
discussions, and they were able to interact with the sci-
entists during breaks and provided all participants with
the opportunity to discuss scientific, professional and
political issues in an informal and friendly atmosphere.
In spite of involving a large group of researchers and the
complicated logistics of the Summit, we were able to
strictly adhere to our pre-determined methods. It is also
noteworthy that 88% of all researchers who attended the
Global Summit agreed with the final conclusions of this
comprehensive review. The six participants, who chose
to abstain from authorship, did so because they did not
agree that the overall conclusion represented the results
of the review.

Conclusions

Our systematic review included six randomized clinical
trials (534 participants) of acceptable or high quality in-
vestigating the efficacy or effectiveness of SMT for the
treatment of non-musculoskeletal disorders. We found
no evidence of an effect of SMT for the management of
non-musculoskeletal disorders including infantile colic,
childhood asthma, hypertension, primary dysmenorrhea,
and migraine. This finding challenges the validity of the
theory that treating spinal dysfunctions with SMT has a
physiological effect on organs and their function. Gov-
ernments, payers, regulators, educators, and clinicians
should consider this evidence when developing policies
about the use and reimbursement of SMT for non-
musculoskeletal disorders.
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ITEM 4.1.29 377

Ministerial Order 2020-099 of the Minister of Health and Social Services
dated 3 December 2020

Public Health Act
(chapter S-2.2)

Ordering of measures to protect the health
of the population amid the COVID-19 pandemic
situation

---0000000---

THE MINISTER OF HEALTH AND SOCIAL SERVICES,

CONSIDERING section 118 of the Public Health Act (chapter
S-2.2), which provides that the Government may declare a public health
emergency in all or part of the territory of Québec where a serious threat to the
health of the population, whether real or imminent, requires the immediate
application of certain measures provided for in section 123 of the Act to protect
the health of the population;

CONSIDERING Order in Council 177-2020 dated 13 March 2020
declaring a public heaith emergency throughout Québec for a period of 10 days;

CONSIDERING that that Order in Council provides that the
Minister of Health and Social Services may take any measure needed to ensure
that the health and social services network has the necessary human resources;
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CONSIDERING that the public health emergency was renewed
until 29 March 2020 by Order in Council 222-2020 dated 20 March 2020, until 7
April 2020 by Order in Council 388-2020 dated 29 March 2020, until 16 April
2020 by Order in Council 418-2020 dated 7 April 2020, until 24 April 2020 by
Order in Council 460-2020 dated 15 April 2020, until 29 April 2020 by Order in
Council 478-2020 dated 22 April 2020, until 6 May 2020 by Order in Council 483-
2020 dated 29 April 2020, until 13 May 2020 by Order in Council 501-2020 dated
6 May 2020, until 20 May 2020 by Order in Council 509-2020 dated 13 May
2020, until 27 May 2020 by Order in Council 531-2020 dated 20 May 2020, until
3 June 2020 by Order in Council 544-2020 dated 27 May 2020, until 10 June
2020 by Order in Council 572-2020 dated 3 June 2020, until 17 June 2020 by
Order in Council 593-2020 dated 10 June 2020, untll 23 June 2020 by Order in
Council 630-2020 dated 17 June 2020, until 30 June 2020 by Order in Council
667-2020 dated 23 June 2020, until 8 July 2020 by Order in Council 690-2020
dated 30 June 2020, until 15 July 2020 by Order in Council 717-2020 dated 8
July 2020, until 22 July 2020 by Order in Council 807-2020 dated 15 July 2020,
until 29 July 2020 by Order in Council 811-2020 dated 22 July 2020, until 5
August 2020 by Order in Council 814-2020 dated 29 July 2020, until 12 August
2020 by Order in Council 815-2020 dated 5 August 2020, until 19 August 2020
by Order in Council 818-2020 dated 12 August 2020, until 26 August 2020 by
Order in Council 845-2020 dated 19 August 2020, until 2 September 2020 by
Order in Council 895-2020 dated 26 August 2020, until 9 September 2020 by
Order in Council 917-2020 dated 2 September 2020, until 16 September 2020 by
Order in Council 925-2020 dated 9 September 2020, until 23 September 2020 by
Order in Council 948-2020 dated 16 September 2020; until 30 September 2020
by Order in Council 965-2020 dated 23 September 2020, until 7 October 2020 by
Order in Council 1000-2020 dated 30 September 2020, until 14 October 2020 by
Order in Council 1023-2020 dated 7 October 2020, until 21 October 2020 by
Order in Council 1051-2020 dated 14 October 2020, until 28 October 2020 by
Order in Council 1094 dated 21 October 2020, until 4 November 2020 by Order
in Council 1113-2020 dated 28 October 2020, until 11 November 2020 by Order
in Council 1150-2020 dated 4 November 2020, until 18 November 2020 by Order
in Council 1168-2020 dated 11 November 2020, until 25 November 2020 by
Order in Council 1210-2020 dated 18 November 2020, until 2 December 2020 by
Order in Council 1242-2020 dated 25 November 2020 and until
9 December 2020 by Order in Council 1272-2020 dated 2 December 2020;
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CONSIDERING that that Order in Council also empowers the
Minister of Health and Social Services to take any of the measures provided for
in subparagraphs 1 to 8 of the first paragraph of section 123 of the Public Health
Act;

CONSIDERING that it is expedient to order certain measures to
protect the health of the population;

ORDERS AS FOLLOWS:

THAT, despite section 1.1 of the Regulation respecting the
administration of medication by pharmacists (chapter P-10, r. 3.1), pharmacists
be authorized to administer, without a prescription, a flu or COVID-19 vaccine to
any person;

THAT respiratory therapists and midwives practising within a
health and social services institution be authorized to administer, without a
prescription, a flu or COVID-19 vaccine to any person, to assess the state of
health of such a person before and after the vaccination and to intervene in an
emergency;

THAT the following persons, employed by a health and social
services institution, be authorized to administer, without a prescription, a flu or
COVID-19 vaccine to any person:

(1) students and residents in medicine referred to respectively in
sections 3 and 10 of the Regulation respecting professional activities that may be
engaged in by persons other than physicians (chapter M-9, r. 12.1);

(2) students enrolled in the last year of a college program of
studies leading to a diploma giving access to a permit to practise the profession
of respiratory therapist;
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(3) students enrolled in the third or fourth year of a university
undergraduate program of studies leading to a degree giving access to a licence
to practise midwifery;

(4) students enrolled in a vocational studies program whose
diploma gives access to a permit to practise the nursing or assistant nursing
profession, having acquired competency units 1 to 9; and

(5) students enroiled in the third or fourth year of a university
undergraduate program of studies leading to a degree giving access to a licence
to practise pharmacy;

THAT the students enrolled in the third or fourth year of a
university undergraduate program of studies leading to a degree giving access to
a licence to practise pharmacy who are employed by a community pharmacy
also be authorized to administer, without a prescription, a flu and a COVID-19
vaccine to any person;

THAT the following persons, employed by a health and social
services institution, be authorized to administer, without a prescription, a flu or
COVID-19 vaccine to any person 6 years of age or over:

(1) acupuncturists;

(2) audiologists;

(3) hearing-aid acousticians;

(4) chiropractors;

(5) dentists;

(6) denturologists;

(7) dietitian-nutritionists;

(8) occupational therapists;

(9) dental hygienists;
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(10) veterinarians;

(11) dispensing opticians;
(12) optometrists;

(13) speech therapists;
(14) physiotherapists;
(15) podiatrists;

(16) ambulance technicians registered in the national workforce
registry and who hold a current ambulance technician qualification certificate;

(17) medical technologists;

(18) medical electrophysiology technologists;
(19) medical imaging technologists;

(20) physiotherapy technologists;

(21) prosthetic and dental prosthesis technologists; and

(22) persons holding a Doctor of Medicine Degree awarded by a
medical school listed in the World Directory of Medical Schools;

THAT the national medical director of pre-hospital emergency
services may issue, without cost or requirement to complete an integration or
training program, a special public health emergency authorization allowing the
following persons to administer, without a prescription, a flu and a COVID-19
vaccine to any person 6 years of age or over:

(1) students in the third year of a program of college studies in pre-
hospital emergency care,
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(2) persons under 70 years of age who are registered in the
national workforce registry and who have been non-active for less than 5 years;
and

(3) first responders performing duties in a territory for which, under
the third paragraph of section 39 of the Act respecting pre-hospital emergency
services (chapter S-6.2), an integrated health and social services centre, the
Nunavik Regional Board of Health and Social Services or the Cree Board of
Health and Social Services of James Bay, as applicable, in its three-year pre-
hospital emergency service organization plan, has assigned additional functions
to a first responder service in relation to those assigned by that Act;

THAT the national medical director of pre-hospital emergency
services may determine conditions under which a person to whom special
authorization under the preceding paragraph has been given may perform the
vaccination activity;

THAT every person authorized to administer a vaccine pursuant to
the third, fourth, fifth or sixth paragraph must first have undergone training for
that purpose recognized by the Minister of Health and Social Services;

THAT the state of health of every person to be vaccinated by a
person referred to in the third, fourth, fifth or sixth paragraph be assessed
beforehand by a nurse, respiratory therapist, physician, pharmacist or midwife,
who must be present on the premises where the vaccination is to take place;

THAT the nurse, respiratory therapist, physician, pharmacist or
midwife who, pursuant to the preceding paragraph, assessed the state of health
of a person be deemed to be the vaccinator of the person for the purposes of the
vaccination registry maintained pursuant to the Act respecting health and social
services (chapter $-2.2) and that the name of the person administering the
vaccine be entered in the registry;

THAT, at the time of every vaccination administered pursuant to
the third, fourth, fifth and sixth paragraphs, a sufficient number of nurses,
respiratory therapists, physicians, pharmacists or midwives be present on the
premises to intervene in an emergency and to oversee clinical monitoring after
the vaccination.
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Québec, 3 December 2020

CHRISTIAN DUBE
Minister of Health and Social Services
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It is with full transparency that we report that the Manitoba Government has
reached out to include Manitoba Chiropractors in the provision of vaccination in
the Shared Health Teams approach to dealing with the COVID-19 Pandemic
Health Crisis. During our teleconference this afternoon, it was communicated
directly to your President, Dr. Steven Gall, and your Registrar, Dr. Audrey Toth,
that chiropractors will be included in the upcoming Ministerial Order set for the
first week of February with the changes set to take place during the “Big Push”

anticipated for March/April 2021, when the vaccine supply increases.

Many members have questioned why chiropractors were not included under the
order which was passed during the beginning of December 2020. Some
members have suggested that this was the MCA’s missed opportunity or that
the MCA dropped the ball by inaction. This is patently untrue. Public Health has
been provided with responses to all questions and has received very detailed

information regarding our education, our capabilities and our scope of practice.

Shared Health has conducted a staging process that first included professions
under the RHPA who had the reserved act (injectable vaccinations) within their
scope. The Ministerial Order at the beginning of December was to include only
those professions not under the RHPA that still had the procedure within their
scope. The phase established for the beginning of February will include
professions outside RHPA that do not have the reserved action within their
scope. It was suggested that the power of the order will open the reserved act

to chiropractors, massage therapists, athletic therapists and dental hygienists.

Members interested in contributing to the Crisis Team Model should know that

participants:

e Must be in Good Standing with the MCA

e Must wait for the ministerial order to pass



Will be eligible after the order to apply for a position with Shared Health
Would serve in an employee/employer relationship with Shared Health
(and would be paid hourly wage TBD) 386
Should expect only one 8 hour shift per week

Only hired employees will be considered eligible and will need to be
certified with a Red River College micro-accreditation RRC 8 hour course
(5 hours online and 3 hours practicum) paid for by Shared Health
Through the employer/employee relationship, the employer would bear
all liability for any actions of the employee (legal/regulatory)

The employee would only be able to speak to and perform the reserved
act of COVID19 Vaccination at one of the three super sites (RBC
Center/Brandon/Thompson)

The employee would be under constant oversight by the Shared Health
Immunization Leads (typically a nurse)

The employee would be eligible to receive the COVID19 vaccination, but
it would be his or her choice and it would not be mandatory to receive it
as a condition of employment

The position will be open to graduates of doctor of chiropractic programs
(CCE(i) accredited) who have not yet been licensed

The position will be open to retired and/or past members of the MCA
Due to the nature of the controlled chain which will be required to
administer vaccinations through the Power of the Order of the Health
Minister, it was clarified that it will remain outside our scope to speak to
vaccinations or provide vaccinations within our private chiropractic
offices.

The opportunity is a temporary measure and the reserved action is only
for employees during the time that they are working under the direct
supervision of the Immunization Lead. There is no mandate or
requirement for the MCA to open our scope of practice documents,
practice directives, position statements on vaccination or our

legislation. The ability ends when the health emergency ends. It was



clarified that it will be a temporary exception and measure only during the

health crisis. 387

It was noted that the government is extremely pleased with our role in helping
Manitobans and appreciate the professional manner in which we operate both

as members and as a Board.

More information will follow as the this process unfolds. Please do not call Red
River College or apply to Shared Health at this point in time. We will advise

members when they are eligible to apply for the positions.

If you have any further questions, please feel free to reach out to the MCA. We

are happy to clarify.

Dr. Steven Gall B.Sc., D.C. Dr. Audrey Toth, DC, CAFCI

President Registrar

Copyright © 2019 Manitoba Chiropractors Association, All rights reserved.

989 Portage Avenue
Winnipeg, Manitoba, R3G 0R7
Phone: 204-942-3000
Fax: 204-942-3010



info@mbchiro.org

Want to change how you receive these emails? 38
You can update vour preferences or unsubscribe from this list.




Rose Bustria ITEM 4.1.33

454

From: Jo-Ann Willson
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Council.

Jo-Ann Willson, B.Sc.,, M.S.\W.,, LL.B.
Registrar & General Counsel

College of Chiropractors of Ontario
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Tel: (416) 922-6355 ext. 111

Fax: (416) 925-9610
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Begin forwarded message:

From: bakenny@regulatedhealthprofessions.on.ca

Date: January 27, 2021 at 5:00:55 PM EST

To: Beth Ann Kenny <bakenny@regulatedhealthprofessions.on.ca>
Cc: Deanna L Williams <dwilliams.dundeeconsulting@gmail.com>
Subject: [Registrars] The passing of Barbara Sullivan

Hi All:
I’m sorry to share sad news, that Barbara Sullivan has passed away. We are watching for
an obituary to be posted, and we’ll let you know once it has been. (If you have run

across an announcement, please let me know.)

Related to HPRO, you'll remember Barbara as an MPP, as the Chair of HPRAC, and in a
number of regulatory roles in Ontario.

The photo below was from October 2010, when the “Federation” celebrated Barbara’s
retirement from HPRAC (Barbara — bottom, left).
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And | thought it was fitting to share the text from a letter that Barbara sent to Jo-Ann Willson who
served as our Chair of our Board (AKA President) at that time.

15 October 2010

Jo-Ann Willson

Chair, Federation of Health Regulatory Colleges of Ontario
130 Bloor St. W., Ste. 902

Toronto, Ontario M5S 1N5

Canada

Dear Jo-Ann,

1 can’t tell you how touched | was by the kindness and generosity of the Federation in marking my
departure from the Chair’s role at HPRAC. The warm words and the fine hospitality on October 6, and the
wonderful gift that | will treasure, mean a great deal to me. They all bore the mark of your personal
thoughtfulness, and | appreciate that so much.



In my time at HPRAC, | have benefited enormously by coming to know the talented people who are 456
Registrars of regulated health professions in Ontario, to learn from their expertise, concerns and

aspirations. It was a joy to me to have a celebratory dinner where we shared some of our ambitions,

successes, and hopes. | think that we have learned from each other, and in the end, along with others,

have made singular strides in legislative and regulation advances in Ontario.

At the outset of my tenure at HPRAC, | had a lot of personal education to do, and that continued every
day to the end of my days at the agency. This was mirrored by every member of the HPRAC Council ...
people who were determined to make recommendations for sound public policy. The participation of the
Colleges in every aspect of our examinations was outstanding, always responding with thoughtful
contributions — sometimes with vehement support, sometimes with vigorous disagreement, and
sometimes with options for compromise -- but always ready to be heard, with associated costs in human
and financial terms. | applaud the interventions made by mempbers of the Federation, and how HPRAC
gained from these contributions. They always mattered.

Please let all the people at the Federation know how much | appreciated their warm wishes, and how
much | admire the work that they do. And a personal thank you for bringing us together in a special way.

With affection,

Barbara

Take care, all!
Beth Ann

Health
Profession
Regulators
of Ontarie ‘

Beth Ann Kenny, Executive Coordinator

Health Profession Regulators of Ontario (HPRO)
301-396 Osborne St, PO Box 244, Beaverton ON LOK 1A0
Email: bakenny@regulatedhealthprofessions.on.ca

Web: www.regulatedhealthprofessions.on.ca

Phone: 416-493-4076 / Fax: 1-866-814-6456

Confidentiality notice: This email, including any attachments, is for the sole use of the intended recipient(s) and may contain
private, confidential, and/or privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you
are not the intended recipient or this information has been inappropriately forwarded to you, please contact the sender by reply
email and destroy all copies of the original.
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ITEM 4.2.3

PoLICY ON CONSIDERING APPLICATIONS FOR REGISTRATION

DURING THE COVID-19 PANDEMIC '
Policy P-058 ((62

Registration Committee
_Approved by Executive Committee: August 12, 2020

Note to Readers: In the event of any inconsistency between this document and the legislation that
affects chiropractic practice, the legislation governs.

Please note: this is a temporary policy to accommodate applicants for registration during the
COVID-19 pandemic as a result of the cancellation of the Spring 2020 sitting of the Canadian
Chiropractic Examining Board (CCEB) examinations and CCO'’s Legislation and Ethics
Examination. This policy will be further reviewed by December 1, 2020.

INTENT

The COVID-19 pandemic has prevented new graduates and other applicants for registration with
CCO from being able to complete the requirements for registration. Most notably, the Canadian
Chiropractic Examining Board (CCEB) examinations and CCO’s Legislation and Ethics
Examination scheduled for Spring of 2020 were cancelled. Also, some documents used to verify
information are not available resulting in the inability for some applicants to provide a notarized
copy of pictures of themselves and the inability of some applicants to provide a Canadian Police
Information Centre (CPIC) Vulnerable Sector Check.

There are compelling public interest reasons for accommodating applicants for registration who
cannot attempt the examinations and cannot provide all of the documentary verification.
Accommodating such applicants enables members of the public to have greater access to
chiropractic services, particularly as the pandemic has reduced access to them (e.g., due to
voluntary and mandatory self-isolation and practice closure orders). In addition, accommodating
applicants appropriately enables them to keep their competence current at the crucial period of
time between completing their education and beginning independent practice.

In terms of the General class of registration, only the educational requirement is non-exemptible.
While it is extremely rare to exempt the examination requirements, it is legally permissible to do
so in appropriate circumstances.

The intent of this policy is to assist the Registration Committee to accommodate applicants for
registration during the pandemic on a principled and consistent basis. The principles underlying
this policy include the following:

1. The public interest requires that anyone registered as a chiropractor in Ontario must be
competent and ethical and who will practise safely and professionally.
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2. The COVID-19 pandemic calls for exceptional measures to be taken to accommodate
applicants in the public interest who cannot meet all of the registration requirements
because of the pandemic.

3. Exempting successful completion of the examinations, even temporarily, is a major
concession that requires adequate alternative safeguards.

4. Any accommodations should be available to applicants from any jurisdiction or to

graduates of any equivalent educational program. Such accommodations should not be

limited to just the graduates of the two Canadian schools.

Any accommodations must be transparent to the public.

6. Any accommodations should be temporary. As soon as practicable, applicants who have
been exempted from a requirement should have to complete them. Certificates of
registration for those who attempt but are unsuccessful in completing a requirement will
expire automatically.

7. While the Registration Committee strives to be consistent, nothing in the policy prevents
a panel of the Registration Committee from making a different decision where the
individual circumstances of the case warrant a different approach.

S

DESCRIPTION OF PoLicY

Requirements for General (Provisional) Certificate of Registration

A panel of the Registration Committee may offer the following accommodations to the applicant,
during the COVID-19 pandemic only, where an applicant meets all of the other registration
requirements (e.g., graduation from an accredited chiropractic program, graduation within the
last two years, professional liability protection, payment of registration and certificate fee).

1. Parts B and C of the CCEB examination and CCO’s Legislation and Ethics Examination
may be exempted with the following terms, conditions and limitations:
a. The applicant has successfully passed Part A of the CCEB examinations;
b. The applicant has registered for Parts B and/or C of the CCEB examinations for
the Fall 2020 sitting; and
c. The applicant is otherwise not ineligible to register for Parts B and C of the CCEB
examinations for the Fall 2020 sitting.

2. The applicant shall only practise under the supervision of a member of CCO who:

a. Holds a General (i.e. Active) certificate of registration;

b. Has been registered in the General class of registration for at least five years from
the date of application;

c. Is currently actively providing direct care to patients;

d. Isin good standing with CCO;

e. Is not the subject of any disciplinary of incapacity proceeding or has an
outstanding referral for a disciplinary or incapacity proceeding; and

f. Effectively supervises the applicant’s performance of patient-related activities,
including the requirement that the member be physically present on the premises
and available for consultation at all times during the applicant’s performance of
patient-related activities.
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3. The applicant shall use the title “Chiropractor (Provisional)” in all written and oral
communications describing the applicant’s professional or registration status.

4. When providing a professional service to a patient for the first time, the applicant shall
inform each patient that the applicant’s registration status is provisional because the
applicant has not yet completed their registration examinations. The applicant shall
ensure that the patient has confirmed this disclosure in writing in the patient record (e.g.,
through a consent form).

5. The applicant must successfully pass the Fall sitting of CCO’s Legislation and Ethics
examination. and

6. The provisional certificate of registration shall expire at the earlier of being notified of an
unsuccessful attempt of any component of the CCEB or eight weeks after the first
available sitting of the CCEB examinations unless, at that time, the applicant has
successfully passed all components of the CCEB examinations and CCO’s Legislation
and Ethics Examination, at which point the applicant may be issued a General certificate
of registration without these Terms Conditions or Limitations (TCLs). No additional
registration or certificate fee will be owing from the applicant, if this fee has already been
paid for the General (Provisional) certificate of registration.

As a result of the COVID-19 pandemic, CCO may accept alternatives to additional registration
requirements, such as the requirement to provide a notarized statement as to the authenticity of
photographs provided and the requirement to provide a Canadian Police linformation Centre
Vulnerable Sector Check. These alternatives may be decided based on the ongoing state of the
COVID-19 pandemic and the accessibility to the services involved with these requirements.

Applicants obtaining exemptions from the examinations should understand that, while these
certificates of registration are technically General certificates of registration, they are in
substance a different type of registration: Provisional. As such, applicants obtaining such a
certificate of registration should not assume that they will be able to register as general or
independent chiropractors in other Canadian jurisdictions under the Canada Free Trade
Agreement.

Process for Application for a General (Provisional) Certificate of Registration

Applicants wishing to take advantage of the accommodations described in this policy shall
complete a General (provisional) application form specifically designed by the CCO for such
applications.

Under the Health Professions Procedural Code (Code), exemptions must be granted by the
Registration Committee.

An expedited process is available where the applicant consents to TCLs proposed by the
Registrar. In such a case, the applicant will be registered with those TCLs if a panel of the
Registration Committee approves. Where the Registrar indicates to the panel of the Registration

3
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Committee that the application falls within the parameters of this policy and also indicates that
the Registrar does not believe there are any special circumstances and the applicant indicates
consent to the applicable TCLs, the Registration Committee will generally approve the issuance
of the certificate of registration expeditiously.

Where the applicant does not consent to the TCLs, or the Registrar is unable to indicate that the
application falls within the parameters of this policy or where the Registrar indicates that the
Registrar believes there are special circumstances, the Registrar shall refer the application to the
Registration Committee under s. 15(2) of the Code for more rigorous individual consideration.

The reasons for decision of the panel of the Registration Committee issuing a certificate of
registration with the conditions outlined above will typically include the following points:

o The exemptions provided are exceptional and are only made because of the COVID-19
pandemic. There is a temporary, but compelling, public interest in ensuring public access
to chiropractic services and in ensuring that applicants who have completed
comprehensive training do not lose their competence by a pandemic-caused inability to
practise or sit examinations.

e The TCLs are related to examinations, courses and assessments which are necessary to
protect the public by ensuring that applicants provide safe and ethical services.

* The TCLs related to verifying information are necessary to ensure that applicants do not
permanently escape the usual scrutiny of such information.

Principles for Terms, Conditions and Limitations and Supervision of the Applicant Under
the General (Provisional) Certificate of Registration

For the purposes of this policy, the following additional TCLs and requirements shall be applied
to the Applicant under the General (Provisional) Certificate of Registration:

1. The applicant shall identify the primary supervising member and the business address of
the practice of that member in the General (Provisional) application form. The primary
supervising member shall sign the applicant’s General (Provisional) application form.

2. The applicant may list up to two additional members of CCO in the General (Provisional)
application form who may perform the supervisory role identified in this policy for that
applicant. These additional two members must meet the criteria of the supervising
member in this policy and work with the primary supervising member at the indicated
business address.

3. The applicant may list up to two additional business address(es) in the General
(Provisional) application where the primary supervising member practises.

4. In the delivery of patient care, safe, ethical and effective care of patients and compliance
with CCO regulations, standards of practice, policies and guidelines must always be
upheld.
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5. In accordance with Guideline G-009: Code of Ethics, any contractual agreement
regarding supervision of the applicant by the member, must have terms that are equitable
and agreeable to all parties and maintain professional integrity and offer high quality
care.

6. The primary supervising member shall make any mandatory reports to CCO or any other
authorities, in accordance with Guideline G-010: Mandatory and Permissive Reporting
and any relevant legislation.

7. At any point, the primary supervising member may end their supervisory relationship
with the applicant by notifying CCO. At this point, the applicant’s General (Provisional)
class of registration would expire, unless a secondary supervising member or another
member who meets the criteria of this policy immediately confirms to CCO that will
serve as the new primary supervising member.

DECLARATION

I acknowledge that I have reviewed this policy and will comply with all terms, conditions and
limitations and requirements related to the General (Provisional) certificate of registration and
will immediately (no more than 24 hours) advise CCO of any change in the General
(provisional) form.

Printed Name of Applicant:

Signature of Applicant:

Printed Name of Witness:

Witness:

Date:

Printed Name of Primary Supervising Chiropractor:
Signature of Primary Supervising Chiropractor:
Printed Name of Witness:

Witness:

Date:
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LEGISLATIVE CONTEXT

Section 15 of the Code reads as follows:

901

Registration

15 (1) If a person applies to the Registrar for registration, the Registrar shall,

(a) register the applicant; or

(b) refer the application to the Registration Committee. 1991, c. 18, Sched. 2, s. 15 (1).

Referrals to Registration Committee
(2) The Registrar shall refer an application for registration to the Registration Committee
if the Registrar,
(2) has doubts, on reasonable grounds, about whether the applicant fulfils the
registration requirements;
(a.1) is of the opinion that terms, conditions or limitations should be imposed on a
certificate of registration of the applicant and the applicant is an individual
described in subsection 22.18 (1);
(b) is of the opinion that terms, conditions or limitations should be imposed on a
certificate of registration of the applicant and the applicant does not consent to the
imposition; or
() proposes to refuse the application. 1991, c. 18, Sched. 2, s. 15 (2); 1993, c. 37,
s. 6; 2009, c. 24, 5. 33 (3).

Notice to applicant

(3) If the Registrar refers an application to the Registration Committee, he or she shall
give the applicant notice of the statutory grounds for the referral and of the applicant’s
right to make written submissions under subsection 18 (1). 1991, c. 18, Sched. 2,

s. 15 (3).

Terms, etc., attached on consent

(4) If the Registrar is of the opinion that a certificate of registration should be issued to an
applicant with terms, conditions or limitations imposed and the applicant consents to the
imposition, the Registrar may do so with the approval of a panel of the Registration
Committce selected by the chair for the purpuse. 1991, c. 18, Sched. 2, s. 15 (4).

Panels for consent
(5) Subsections 17 (2) and (3) apply with respect to the panel mentioned in subsection
(4). 1991, c. 18, Sched. 2, s. 15 (5).

Section 18 of the Code reads, in part, as follows:

Orders by panel
(2) After considering the application and the submissions, the panel may make an order
doing any one or more of the following: ...
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4. Directing the Registrar to impose specified terms, conditions and limitations on
a certificate of registration of the applicant and specifying a limitation on the
applicant’s right to apply under subsection 19 (1)...

Idem

(3) A panel, in making an order under subsection (2), may direct the Registrar to issue a
certificate of registration to an applicant who does not meet a registration requirement
unless the requirement is prescribed as a non-exemptible requirement.

Order on consent

(4) The panel may, with the consent of the applicant, direct the Registrar to issue a
certificate of registration with the terms, conditions and limitations specified by the panel
imposed. 1991, c. 18, Sched. 2, s. 18.

Section 1 of the registration regulation under the Chiropractic Act reads as follows:

Classes of certificate
1. The following are prescribed as classes of certificate of registration:
1. General.
2. Temporary.
3. Inactive.
4. Retired. O. Reg. 137/11,s. 1.

Section 2 of the registration regulation reads as follows:

Application

2. A person shall apply for a certificate of registration by submitting a completed
application in the provided form together with the applicable fees under the by-laws. O.
Reg. 137/11,s. 2.

Paragraph 3.4 of the registration regulation reads as follows:

Registration requirements, all classes
3. The following are registration requirements for a certificate of registration of any class:

4. The applicant’s past and present conduct must afford reasonable grounds for
belief that the applicant,
i. is mentally and physically competent to practise chiropractic,
ii. will practise chiropractic with decency, integrity, honesty and in
accordance with the law,
iii. has sufficient knowledge, skill and judgment to engage in chiropractic,
and
iv. will display professional behaviour. O. Reg. 137/11, s. 3.

Section 6 of the registration regulation reads, in part, as follows:
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Additional requirements, general certificate
6. The following are additional registration requirements for a general certificate of
registration:
1. The applicant must have successfully completed the requirements for
graduation from either a chiropractic education program that is accredited or
recognized by the Council on Chiropractic Education (Canada) or a chiropractic
education program considered equivalent by the Council to such a program.
Subject to section 7, this requirement is non-exemptible.
2. Before applying for the certificate, the applicant must have passed,
i. a legislation examination set by the Council or set by another person or
body and accepted by the Council as sufficiently testing the applicant’s
knowledge of relevant legislation, and
ii. the examinations set by the Canadian Chiropractic Examining Board or
set by another person or association of persons and accepted by the
Council as equivalent to the examinations set by the Board.
3. The applicant must complete a refresher course approved by the Registration
Committee or otherwise satisfy the Registration Committee that he or she is
currently competent to practise if the applicant applies for registration more than
two years after completing the education program required under paragraph 1.

Paragraph 9.2 of the registration regulation reads as follows:

Additional requirements, temporary certificate
9. The following are additional registration requirements for a temporary certificate of
registration: ...
2. The applicant must be registered or licensed to practise chiropractic in another
jurisdiction....

Paragraph 1.16 of the professional misconduct regulation defines the following as professional
misconduct:

16. Using a term, title or designation in respect of a member’s practice contrary to the
policies of the College.
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ITEM 4.2.4

; College of L'Ordre des 59 Hayden Street Tel.: 416-922-6355
@ Chiropractors Chiropraticiens Suite 800 Fax: 416-925-9610
of Ontario de I'Ontario Toronto, ON M4Y 0E7 Toll Free: 1-877-577-4772

E-mail: cco.info@cco.on.ca

WWW.CC0.0n.ca

APPLICATION FOR
GENERAL (PROVISIONAL) CLASS OF CERTIFICATE OF REGISTRATION

Please note: It is a condition of registration that you inform CCO IMMEDIATELY about any changes to the information provided on this
application.

The General (Provisional) class of certificate of registration shall expire at the earlier of being notified of an unsuccessful attempt of any
component of the Fall 2020 Canadian Chiropractic Examining Board (CCEB) Examination or eight weeks after the first available sitting of the
CCEB examinations unless, at that time, the applicant has successfully passed all components of the CCEB examinations, at which point the
applicant may be issued a General certificate of registration without these Terms, Conditions and Limitations (TCLs). No additional registration
or certificate fee will be owing from the applicant, if this fee has already been paid for the General (Provisional) certificate of registration.

PLEASE PRINT
Name:

Last Name First Name Middle Name or Initial

O Male O Female 0O Other Date of Birth:

Previous Name:

(please provide a copy of your birth certification if there has been any alteration in or change of name since registration at birth)

Business
Address:
(if known) Sreet
City Province/Stale Postal/Zip Code Country
Telephone (with area code) Fax (with area code) E-mail
Residence
Address: Strest
City Province/Slate Postal/Zip Code Country
Telephone (with area code) Fax (with area code) E-mail
Chiropractic College Attended: Graduation Date:
Post-Graduate
Training:
Location Description Length
Other Education:
Year(s) University/College Attended Location Degree/Diploma

(province/state & country) (include field of study)
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Please answer all questions related to the General (Provisional) certificate of registration.

1. [ have successfully passed Part A of the Canadian Chiropractic Examining Board (CCEB) O YES O NO
Examinations
2! I am registered for Parts B and/or C of the CCEB examination for the Fall 2020 CCEB O YES O NO
Examination sitting
3. I am otherwise not ineligible for registration for Parts B and/or C of the CCEB examinations for O YES O NO
the Fall 2020 CCEB Examination sitting
4. I'have or will register for CCO’s Legislation and Ethics Examination for the Fall 2020 sitting O YES O NO
5. The following member of CCO has agreed to act as my primary supervising chiropractor and
meets the criteria of Policy P-058: Policy on Considering Applications for Registration During the
COVID-19 Pandemic
Signature of Primary Supervising Member of CCO
6. The following additional members of CCO (up to 2) work with my primary supervising
chiropractor and meet the criteria of Policy P-058 (please leave blank if not applicable)
7. I'and my primary supervising member have reviewed, signed and submitted a copy of Policy P- O YES a NoO

058 with my application for a General (Provisional) certificate of registration
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8. As part of my General (Provisional) certificate of registration, I will only provide chiropractic care and services to patients under the
effective supervision of the primary supervising chiropractor or two additional members identified in this application form, in accordance

with Policy P-058 at the following business address(es), where my primary supervising chiropractor practises:

Business address

of primary Street

supervising

chiropractor:
City Province/State Postal/Zip Code Country
Telephone (with area code) Fax (with area code) E-mail

Additional

business address

of primary

supervising

chiropractor:

(if applicable) Street
City Province/State Postal/Zip Code Country
Telephone (with area code) Fax (with area code) E-mail

Additional

business address

of primary

supervising

chiropractor:

(if applicable) Street
City Province/State Pastal/Zip Code Country

Telephone (with area code)

Fax (with area code)

E-mail

Please answer each question completely, providing details where appropriate. Use a separate piece of paper if necessary.

1. Are you now or have you previously been registered or licensed to practise another profession in

or outside of Ontario?

If YES, please provide details and a letter of good standing from the licensing body.

O YES O NO

2; Are you now or have you previously been registered or licensed to practise chiropractic or another

health profession in any other jurisdiction?
If YES, please provide details and a letter of good standing from the licensing body.

O YES O NO

3. Have you applied to and been refused registration for a regulated profession in Ontario or any

other jurisdiction?

If YES, please provide details.

O YES O NO
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You must be authorized to work in Canada by one of the following provisions. Please indicate which provision applies to you.

O Canadian citizen

O Permanent resident
O Engage in the practice of chiropractic profession under the Immigration and Refugee Protection Act, 2001
O Ifno category applies, provide explanation:

Authorization to Work in Canada

1. Do you speak and write either English or French with reasonable fluency? O YES O NO
What is your language of preference? [ English [ French

2. Other languages in which you can provide professional services:

PROFESSIONAL MISCONDUCT, SELF-REPORTING, INCOMPETENCE AND INCAPACITY

Please answer the following questions related to any professional misconduct, self-reporting, incompetence and incapacity findings. In accordance
with section 23 of the Health Professions Procedural Code under the Regulated Health Professions Act, 1991 (RHPA) and Regulation 261/18 under
the RHPA, members of all Ontario health regulatory colleges are required to report on the following information to appear on the public register:
e  every finding of a disciplinary decision or a finding of professional misconduct or incompetence by another regulatory or licensing
authority in any jurisdiction,
cvery finding of professional nogligence or malpractice, which hes not been reveraed on appenl,
e every finding of guilt or charge related to an offence under the Criminal Code (Canada), the Health Insurance Act ot the Controlled Drugs
and Substances Act (Canada) that has not been overturned on appeal, pardoned or ordered for a record suspension by the Parole Board of
Canada, and

e  every bail conditions or other restrictions related to a charge for an offence under the Criminal Code (Canada), the Health Insurance Act or
the Controlled Drugs and Substances Act (Canada).

Has a regulatory body made a finding against you or are you currently facing a regulatory proceeding of professional misconduct, incompetence or
incapacity. Check the appropriate box(es) below:

If YES to any question, please provide details on a separate

1. Inanother jurisdiction as a chiropractor O vEes O no sheet of paper, including the nature, description, and date of
2. In another profession O YES [0 NoO any finding.
3. Have you been found guilty of an offence under the Criminal [0 YES [0 NO IfYES to any question, please provide
Code (Canada), the Health Insurance Act or the Controlled Drugs details on a separate sheet of paper,
and Substances Act (Canada) that has not been reversed on including the nature, description, date of any
appeal, pardoned or ordered for a record suspension by the Parole finding, name and location of the court, and
Board of Canada? any appeal status relating to the finding.

4. Have you been charged with an offence under the Criminal Code [ YES [ NO
(Canada), the Health Insurance Act or the Controlled Drugs and
Substances Act (Canada)?

5. Do you have any bail conditions or other restrictions related to a O ves O No
charge for an offence under the Criminal Code (Canada), the
Health Insurance Act or the Controlled Drugs and Substances Act
(Canada)?

6.  Has there been a finding of professional negligence or malpractice [] YES [J NO
made against you which has not been reversed on appeal?
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As, an applicant, you are required to submit a Canadian Police Information Centre (CPIC) Vulnerable Sector (VS) check, or its equivalent, consistent
with Regulation 137/11 under the Chiropractic Act, and Policy P-056: Requirement to Disclose Police Criminal Record Checks. However, due to the
COVID-19 pandemic, CCO is accepting the submission of a criminal record and judicial matters check (or equivalent using online methods) that
may be provided through online methods without in-person attendance.

SUBMISSION OF POLICE CRIMINAL RECORD CHECK

1. T confirm that I have submitted a criminal record and judicial matters check (or equivalent using online methods) [ YES O NoO
and undertake to submit a CPIC VS check if required by CCO when these services may become available
following the COVID-19 pandemic.

ACKNOWLEDGEMENT OF COMPETENCE AND GOOD CHARACTER
(if you answer NO to either question, please provide a written explanation on a separate paper)
1. I confirm that T am mentally and physically competent to practise chiropractic. O vyEs O ~No

2. I confirm that I will practise chiropractic with professionalism, decency, integrity, honesty and in accordance 0 YES O nNo
with the law.

PRACTICE INFORMATION

1. Will you be taking your own x-rays: [0 YES O NO
IfNO, do youplantousea: [ chiropractic facility O hospital facility O medical facility
O independent health facility  other (please specify):

Members are required to report any change in their x-ray status to CCO.

2. Indicate proposed malpractice protection carrier and coverage:

The information collected on this form is used only for the purpose of regulating the profession and practice of chiropractic. For more
information, see the College’s Voluntary Privacy Code available at www.cco.on.ca

’

DECLARATION

L Lof , in the
Print Name City/Town/Village

County of , declare the information as recorded in this form to be true and complete, and

undertake to advise CCO immediately if there is any change in the information provided on this form. I understand it may be considered an
act of professional misconduct to provide false information to CCO. I declare this as if I am doing so under oath.

Signature of Applicant

ATTACH:

1. Application Fee of $50 + General Certificate of Registration Fee of $325 (total $375)
(payable to *“College of Chiropractors of Ontario™ by certified cheque or money order only)

2. 2" x 2" coloured photograph of self taken within the past year. o
Name of applicant must also appear on the back of the photograph.

3. Canadian Police Information Centre (CPIC) Vulnerable Sector Check (or altemative).

FOR OFFICE USE ONLY

Date of successful completion of CCEB Clinical Competency examinations

Date of successful completion of CCEB knowledge-based examinations

Date of successful completion of CCO Legislation and Ethics examination

Date of Registration

Registration Number
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Please read thoroughly important dates and action items are included below this
applies to Component A, B, and C.

January 6, 2021

Winter Exam Update to ALL Candidates, Volunteers, and Stakeholders:

The current situation:

The COVID-19 global pandemic and related public health restrictions continue to
provide a moving target with respect to our ability to conduct our examinations in
person.

Our in-person winter administration, scheduled to be held in Calgary and Hamilton on
February 6 — 7, 2021 remains at risk of cancellation at this time. These heightened
restriction levels are projected to remain in place until at least January 12t in Alberta
and January 23, in Ontario.

We recognize that this level of uncertainty is frustrating.

What we are doing:
In response to the increased and extended restrictions in both Calgary and Hamilton the
CCEB is again attempting to adapt and respond.

1. We continue to seek clarity and a specific exemption from government.

2. We are waiving the administration penalty for any cancellation related to COVID-
19 received 24 hours prior to the exam administration date.

3. We have increased our remote proctoring capacity in order to provide an
opportunity for those candidates who initially registered for Component A or B in
person to be accommodated in a remote proctored environment.

What you can do:
1. Nothing:

a. Your application will remain active and we will continue to keep you
informed as the situation evolves.
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b. Itis possible that the in-person examination may be cancelled up to and
including the day of the exam.

c. You will receive your ‘Exam Information Email’, with the date and time of
your administration, no later than January 15, 2021. This also applies to
candidates who previously chose remote proctoring.

2. Cancel:

a. Email exams@cceb.ca to request a cancellation due to COVID-19 and
you will receive a full refund.
b. This does not count as an attempt.

3. Move to remote proctoring (A & B only):

a. Review all related information regarding remote proctoring to ensure it is
the right choice for you.

a. https://cceb.cal/docs/Technical-and-Enviromental-requirements-
Remote-Proctoring EN.F0620.pdf

b. https://cceb.ca/docs/Candidate-Agreement-online-

examination EN.F1020.pdf
https://cceb.ca/docs/FAQ-Remote-Proctoring EN.F0620.pdf

d. https://cceb.ca/docs/Remote-Proct.-exam-day-instructions-for-
website EN.F0820.pdf

b. Email exams@cceb.ca to request your administration be moved to
remote proctoring no later than January 11, 2021.

a. Include an executed copy of the Candidate Agreement found
here: https://cceb.ca/docs/Candidate-Agreement-online-
examination EN.F1020.pdf

C. Important information:

a. Candidates moving to remote proctoring will not have an
opportunity to select their preferred start time.

b. Start times are in EST (Toronto time) and begin as early as 7:00
am EST.

o
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Winter Exam Update to In-Person Candidates, Volunteers and Stakeholders:

Further to our communication dated January 6, 2021, we regret to inform you that the
February 6-7, 2021 in-person administration of CCEB examination Components A, B,
and C is no longer viable due to the ongoing impacts of the global COVID-19 pandemic.

At this time, we do not have permission to test under the current restrictions in Alberta
and Ontario. The January 12, 2021 announcement of expanded and extended COVID-
19 related restrictions, including the proclamation of a state of emergency in Ontario,
have left us with no indication that permission to administer our exams in person is
forthcoming. We have no choice but to cancel the upcoming in-person exam
administration in both provinces.

Adherence to public health guidance along with our concerns for the safety of our
candidates, staff, volunteers, site personnel, and the public at large remains of
paramount importance.

Unfortunately, due to the ongoing uncertainty regarding the COVID-19 pandemic along
with requisite timelines related to examination preparation, scoring, and reporting we
were not able to secure a viable alternate administration date. As such, candidates
impacted by this cancellation will need to reapply for the spring examination
administration scheduled for May 29-30, 2021.

We recognize that this is extremely frustrating.

What we are doing:
1. We continue to seek clarity and a specific exemption from government so that we
may resume testing when it is safe to do so.

2. We have successfully accommodated all Component A/B candidates who
elected to move to remote proctoring by the deadline, as provided in the January
6, 2021 communication.

3. We will be issuing full refunds to candidates impacted by the cancellation in the
coming week.
What you can do:

1. No action is required on your part. Your application will be cancelled and your
refund processed without any action from you.



ITEM 4.2.6

Rose Bustria 51 2

From: Jo-Ann Willson

Sent: Wednesday, December 16, 2020 11:29 AM

To: Rose Bustria

Subject: FW: Fair Registration Practices Data Collection for 2020

Registration and Council.

Jo-Ann Willson, B.Sc., M.S.W., LL.B.
Registrar & General Counsel

*Note Address Change
College of Chiropractors of Ontario
59 Hayden St., Suite 800
Toronto, ON M4Y 0E7
Tel: (416) 922-6355 ext. 111
Fax: (416) 925-9610
E-mail: jpwillson@cco.on.ca

Web Site: www.cco.on.ca

CONFIDENTIALITY WARNING:
This e-mail including any attachments may contain confidential information and is intended only for the person(s) named above. Any other
distribution, copying or disclosure is strictly prohibited. If you have received this e-mail in error, please notify me immediately by reply e-mail

and delete all copies including any attachments without reading it or making a copy. Thank you.

From: Office of the Fairness Commissioner (MLTSD) <OfficeoftheFairnessCommissioner@ontario.ca>
Sent: Wednesday, December 16, 2020 11:19 AM

To: Office of the Fairness Commissioner (MLTSD) <OfficeoftheFairnessCommissioner@ontario.ca>
Subject: Fair Registration Practices Data Collection for 2020

Dear Colleagues:

At this time of the year, the Office of the Fairness Commissioner (OFC) typically invites
you to prepare your submission for the 2020-21 Fair Registration Practices Report
(FRP). This year, we are delaying the start of the submission process until January
2021. The same allotment of time will be provided to complete the report. This means
that the deadline for submission will be pushed forward to Friday, April 2, 2021.

The reason for the new time frame relates to our need to update our database software.
In common with many of you, we are modernizing our IT infrastructure. We are
digitalizing most of our system to help us become more efficient in how we collect,
share and store information, and expect the process to take several months.

The reporting requirements for 2020 data, as identified in the FRP Reporting Guidelines
and instructions, will not change from previous years but there will be adjustments to
format. We will provide further instructions in the new year about how to submit the
information.

As you know, the decisions made by modern regulators need to be driven by reliable
data. This means that the information that we gather from you is critical to the work of
our agency. It is used extensively to inform our compliance priorities, guide our research
and policy agenda, and to generally fulfill our oversight mandate. We sincerely
appreciate the time that you take to collate and send this data to us.

1
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As some of you will be aware, the OFC will be migrating to a risk-informed compliance
framework. As we operationalize this approach, we will likely need to collect some
supplementary data from you during the 2021 calendar year to inform how we will
assess forward-looking risk factors. We will make every effort, however, to target this

process so that the information collection process is a simple and straightforward as
possible.

At this time, my colleagues and | at the OFC would like to wish you all a joyous holiday
season.

o
{(:}"-; o "’/{UL’L‘{-{/I\ _

C

Irwin Glasberg
Fairness Commissioner
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From: Jo-Ann Willson

Sent: Friday, January 29, 2021 1:37 PM

To: Rose Bustria

Cc: Joel Friedman; Madeline Cheng

Subject: FW: Modernizing Digital Infrastructure and FRP 2020 Input
Attachments: FRP 2020 Form.docx; FRP 2020 Form - Instructions.pdf

Registration and Council.

Jo-Ann Willson, B.Sc., M.S.W., LL.B.
Registrar & General Counsel

*Note Address Change
College of Chiropractors of Ontario
59 Hayden St., Suite 800
Toronto, ON M4Y 0E7
Tel: (416) 922-6355 ext. 111
Fax: (416) 925-9610
E-mail: jpwillson@cco.on.ca

Web Site: www.cco.on.ca

CONFIDENTIALITY WARNING:
This e-mail including any attachments may contain confidential information and is intended only for the person(s) named above. Any other
distribution, copying or disclosure is strictly prohibited. If you have received this e-mail in error, please notify me immediately by reply e-mail

and delete all copies including any attachments without reading it or making a copy. Thank you.

From: Office of the Fairness Commissioner (MLTSD) <OfficeoftheFairnessCommissioner@ontario.ca>
Sent: Friday, January 29, 2021 1:24 PM

To: Office of the Fairness Commissioner (MLTSD) <OfficeoftheFairnessCommissioner@ontario.ca>
Subject: Modernizing Digital Infrastructure and FRP 2020 Input

The OFC wishes to make it as simple and straightforward as possible for regulators to
comply with their reporting obligations. On this basis, the OFC is adopting new digital
practices and technologies to facilitate its relationship with stakeholders and compliance
activities. We are modernizing our current infrastructure to simplify our data-collection,
information dissemination and compliance evaluation and reporting functions. These
upgrades and improvements will take time to complete.

This plan involves several sequential steps. As such, you will experience some changes
to our current digital products. Our website has been moved to a new platform that is
integrated with the Ontario Public Services information technology infrastructure. The
content of the website has not changed, with one caveat. For technical reasons, we
have not transferred the Exemplary Practices database to the new site. We are
currently analysing how we can create a better environment to provide information on
best practices in registration processes. In addition, we are building a more robust
internal system to collect and aggregate data to better serve our needs and those of our
stakeholders.

Our plan will feature a new database to collect Fair Registration Practices (FRP)
information. However, this system is still under construction. As we mentioned in our
communication to you on December 16, 2020, we will need to adopt a temporary
solution for the 2020 FRP process.



The FRP questionnaire remains the same. For the current year, we will ask you to

provide the required information in a Word form instead of directly into the database.

Once we receive your input, we will add the data to an internal form that we have

created and then publish a report that you can review. 51 5

We have included the FRP questionnaire and a set of instructions with this package.
The deadline for submission is April 30, 2021.

We sincerely apologise for the inconvenience and appreciate your patience. As always,
we are available to answer your questions or concerns. Please direct any inquiries
and/or request for information that you may have to your Compliance Analyst.

Thank you.

Christopher Rosati
Director, Office of the Fairness Commissioner
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OFFICE OF THE FAIRNESS COMMISSIONER
FAIRNESS COMMISSIONER 595 Bay Street, Suite 1201, Toronto ON M7A 2B4

COMMISSAIRE A L'EQUITE

Fair Registration Practices Report 2020
The Fair Registration Practices Report was created as required in the:

« Fair Access to Regulated Professions and Compulsory Trades Act, 2006 (FARPACTA)
s.20 and 23(1), for the regulated professions named in Schedule 1 of FARPACTA

e Health Professions Procedural Code set out in Schedule 2 of the Health Professions
Act, 1991 (RHPA) s. 22.7(1) and 22.9(1), for health colleges

Guidelines for this report are available to download as a .pdf on the OFC website.
https://www.fairnesscommissioner.com/en/Publications/Pages/Guidelines.aspx

Organization:

Name of the regulated profession:
Contact Name:

Contact Email:

Contact Phone Number :

An agency of the Government of Ontario
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Sections of the Report
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Qualitative Information 51 8

The following qualitative information is collected for the purpose of highlighting a
regulator’s enhancements to improve fair access year over year, including actions that
result from recommendations made in the OFC’s Assessment of Registration Practices.

For each of the categories below, where applicable, please describe any
improvements/changes implemented in the last year by your organization or a third-party
for the purpose of changing fair access.

Please also describe the impact of these improvements/changes on applicants. If you have
been working on improvements/changes over the last year that have not yet been
implemented, describe your progress and the expected impact the improvements/changes
will have on applicants and your organization.

Provide as much detail as possible. This can include the rationale for the
improvements/changes, relevant findings from preliminary work leading up to the
improvements/changes, methodology, relevant dates and anything else you think is
important.

Include as much supporting material as possible to support your description (e.g.,
relevant reports, policies, protocols, websites, other documents and anything else you
think is important). This material can be provided in the form of hyperlinks to electronic
sources.

a. Requirements for registration, including acceptable alternatives

i) Describe any improvements / changes implemented in the last year
i) Describe the impact of the improvements / changes on applicants
iii) Describe the impact of the improvements / changes on your organization

b. Assessment of qualifications

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization
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¢. Provision of timely decisions, responses, and reasons 51 9
i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants

i) Describe the impact of the improvements/changes on your organization

d. Fees

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

e. Timelines

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

f. Policies, procedures and/or processes, including by-laws

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

g. Resource for applicants

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

h. Review or appeal processes

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

i. Access to applicants’ records
i) Describe any improvement/changes implemented in the last year

i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization
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j. Training and resources for registration staff, Council, and committee members

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

k. Mutual recognition agreements

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
iii) Describe the impact of the improvements/changes on your organization

I. Describing any improvements/changes implemented in the last year

i) Describe any improvements/changes implemented in the last year
i) Describe the impact of the improvements/changes on applicants
i) Describe the impact of the improvements/changes on your organization

m. Describe any registration-related improvements/changes to your enabling
legislation and/or regulations in the last year

Provide any additional information:

Quantitative Information

The following quantitative information is collected for the purpose of observing statistical
changes and trends related to application, licensure, appeals and staffing year over year.

a. Languages
Indicate the languages in which application materials and information about the

application process are available.

Language Yes/No

English

French

Other (please specify):
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b. Gender applications
Indicate the number of applicants in each category as applicable

521

Gender

Number of applicants

Male

Female

None of the above

Additional comments:

¢. Gender of members

Indicate the number of members in each category as applicable. Select the option
that best corresponds to the terminology used by your organization.

Gender

Number of members

Male

Female

None of the above

Additional Comments:

For the following sections d,e & f, the OFC recognizes that the term initial education

infers that applicants may receive their education in multiple jurisdictions.

For the purpose of these questions, include only the jurisdiction in which an entry-
level degree, diploma or other certification required to practice the profession or
trade was obtained.

d. Jurisdiction where applicants obtained their initial education

Indicate the number of applicants by the jurisdiction where they obtained their

initial education in the profession or trade

Ontario

Other
Canadian
Provinces

USA

Other
International
(list countries
and # of
applicants)

Unknown

Total

Additional comments:
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e. Jurisdiction where applicants who became registered members obtained their initial
education

Indicate the number of applicants who became registered members in the reporting
year by the jurisdiction where they obtained their initial education in the profession or
trade.

Ontario Other USA Other Unknown Total
Canadian International
Provinces (list
countries
and # of
applicants)

Additional comments:

f. Jurisdiction where members were initially trained

Indicate the total number of registered members by jurisdiction where they obtained
their initial education in the profession or trade.

Ontario Other USA Other Unknown Total
Canadian International
Provinces (list
countries
and # of
applicants)

g. Application processed
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