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Abstract 
 
The division between orthodox and CAM approaches to musculoskeletal 
(MSK) problems is blurred. Manipulative medicine and acupuncture are 
recognized treatment options for some MSK conditions. These therapies are 
increasingly evidence based with well-defined mechanisms and are 
provided by a number of registered professional practitioners, whose ethics 
and practice is overseen and ultimately regulated, by the Professional 
Standards Authority. Some practitioners may be considered historically as 
CAM providers (Osteopaths, Chiropractors and Acupuncturists) and some 
orthodox practitioners (Physiotherapists and Doctors). If both CAM and 
orthodox practitioners are providing the same therapies for the same 
conditions, we believe that this represents good evidence based medical 
practice. Consequently in this situation, the historical and artificial 
boundaries between CAM and orthodox medicine cease to be meaningful 
either clinically or ethically.  We should reasonably assume that CAM and 
orthodox practitioners, in this context, are practicing ethically. 
 
Introduction 
 
A historical perspective 
 
The origins of medicine represent a fascinating and symbiotic relationship 
with human social and cultural evolution. Initially forged in the magic of the 
shaman and mysticism of astrology and now in the early 21st century firmly 
professionalized and enlighten by modern scientific development.  Modern 
medicine draws its cultural and legislative authority, in the UK, from the 
establishment of the general medical council in 1858 and the subsequent 
statutory regulation. This involved a process of gathering a diverse set of 
ideas and interventions to categorise ‘proper doctors’ and ‘quacks’ through 
an act of Parliament and a university based educational process. It evolved 
in spite of the fact that it was often difficult to differentiate the day-to-day 
techniques of lay practice from that of a properly qualified professional in 
the mid19th century. This development was partially to protect medical fee 
income but also to enable the development of modern, evidence based, 
scientific medicine. The detailed history of this process is beyond the scope 
of this article but it is long, tortuous and replete with conflict around what 
is orthodox and alternative. Much of modern medical science is relatively 
recent with most medical advances appearing in the 19th and 20th centuries. 
An interesting and illustrative point is that although many claim that the 
first randomised controlled trial was published by Bradford Hill in 1948 it 
is well documented that French and German homeopaths were already 
using this investigative technique in the early 1830’s [1] So even as modern 
scientific thinking was becoming an essential part of academic medical 
practice it remains a complex task to differentiate the conventional from the 
alternative! 
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While the legitimisation of medicine emerged from the legislation enacted 
by most developed nations during the 19th century "official" medicine was 
embedded through emergent state and scientific associations as a delimited 
and partly protected entity [2]. Against such historical legitimacy 
alternative and latterly complementary medicine is conceptualized as non-
legitimate medicine [3] with varying and changeable definitions.  
 
Current definitions. 
 
The Cochrane definition of complementary and Alternative Medicine [CAM] 
was developed in 2011 [4] and states;  
 
‘CAM is a broad domain of healing resources that encompasses all health 
systems, modalities, and practices and their accompanying theories and 
beliefs, other than those intrinsic to the politically dominant health system of 
a particular society or culture in a given historical period. CAM includes all 
such practices and ideas self-defined by their users as preventing or treating 
illness or promoting health and well-being. Boundaries within CAM and 
between the CAM domain and that of the dominant system are not always 
sharp or fixed.’ 
 
This definition illustrates the impossibility of defining CAM internationally 
and consistently as a unique set of medical systems and therapies. In China 
Traditional Chinese medicine [TCM] could be viewed as orthodox practice 
according to Weiland. Strident voices in China see TCM as second rate, 
unscientific and outside mainstream medicine suggesting conflict is 
rampant everywhere medicine is practiced.  
 
How is Complementary and Alternative medicine viewed by orthodox 
practice? 
 
Lord Walton’s 2001 report from the House of Lords Science and Technology 
committee divided CAM approaches into three groups with the big 5 
appearing in Group 1 [Herbal Medicine, Acupuncture, Osteopathy, 
Chiropractic and Homeopathy] [5]. The report described this group of 5 
thus:  
 
‘The first group embraces what may be called the principal disciplines, two of 
which, osteopathy and chiropractic, are already regulated in their 
professional activity and education by Acts of Parliament. The others are 
acupuncture, herbal medicine and homeopathy. Our evidence has indicated 
that each of these therapies claim to have an individual diagnostic approach 
and that these therapies are seen as the 'Big 5' by most of the CAM world’ 
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Discussion 
 
The ethics of ‘legitimate’ medical practice 
 
The main contention of this paper is that, with respect to the treatment of 
musculoskeletal conditions (MSK), it would be reasonable to argue that 
chiropractic, osteopathy and acupuncture are legitimate medical 
interventions with an emergent evidence base.   
 
The issue of ethics is no different from the issues faced by all regulated 
medical approaches in the UK as provided by disciplines such as 
physiotherapy or nursing.  The Chiropractic and Osteopathic professions 
are statutorily regulated and all [including acupuncture as practiced by a 
variety of medical providers] fall under the remit of the Professional 
Standards Authority (PSA) in the same way as the GMC. They comprise the 
‘governed and statutory’ practices of ethical medicine so are legitimized not 
only through their apparent evidence base but also through the appropriate 
legislative state sponsored bureaucracy. Our contention is that there is no 
particular ethical issues unique to such professions, as they should all fall 
within the remit of good ethical medical practice. The PSA is mandated to 
ensure that does indeed happen. 
 
Training and practice for Chiropractic and Osteopathy 
 
Manipulation, along with a number of other evidenced based interventions, 
are central to both of these professions and clinically relevant to the 
management of low back pain. A survey of patients in North America 
concerning the types of conditions that patients seek chiropractic and 
osteopathic care found that over 70% of patients sought care for back or 
neck pain from chiropractors [6] and a similar figure for MSK related 
problems in UK osteopaths [7]. The presence of back pain in the UK among 
those not involved in manual labour were the strongest predictors of 
consultation with both types of practitioner [8]. The MSK focus of the 
majority of these professions and the use of manipulation as an important 
intervention is the same as for physiotherapists; manipulation and 
acupuncture are part of standard physiotherapy practice thus transcending 
the artificial and meaningless boundaries of CAM and orthodox practice. 
The musculoskeletal association of chartered physiotherapists [MACP] 
state on their website that; ‘In the UK the MACP is recognized as the specialist 
manipulative therapy group by the International Federation of Orthopaedic 
Manipulative Physical Therapists (IFOMPT)’. These physiotherapists 
number 1000, around 45% of the number of registered UK chiropractors. 
Furthermore, a recent systematic review of the use of manipulation for low 
back pain as performed by physiotherapists suggest favorable results for 
the manipulation group with minimal side effects [9]. Lastly at least one 
European guideline for physiotherapists also directly recommends 
manipulation for low back pain as a potential treatment approach [10] 
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Given that physiotherapy is embedded firmly within medical orthodoxy and 
yet is routinely providing treatment modalities that constitute the mainstay 
of 2 other professions that are also statutorily regulated but considered to 
be effectively outside orthodox medicine and furthermore, is publishing 
research illustrating the efficacy of such approaches in MSK, it appears self-
evident that there is a case to be answered for continuing to categorise these 
professions as respectively fringe and mainstream! 
 
Mary Ruggie [11], in her book ‘Understanding CAM: The power of knowledge 
and the power of words’ states in her introduction; 
 
‘Many of the therapies housed under the rubric of CAM are not new in the 
United States. In the 19th century and into the early years of the 20th century, 
practices that we would now consider alternative flourished. Some of these 
therapies have persisted, and some, such as osteopathy and chiropractic, have 
even been legitimized. However, the present practice of these two modalities 
barely resembles their common roots in bone setting. Other therapies – 
nostrums and secret potions, exorcism, and mesmerism – fell out of favor long 
ago. The same is true of medicine. Certain centuries-old methods of diagnosis 
and treatment used by medical professionals have also experienced lasting 
value, whereas others have not withstood the test of time. Physicians still 
examine a patient's temperature to ascertain the presence of infection. They 
no longer, however, subject patients to bloodletting, purging with calomel, or 
dosing with strychnine [the latter for post-surgery patients], to name a few.’ 
 
Further major critique leveled against these professions and meant to 
differentiate from orthodox medicine come under three broad headings; a 
lack of an evidence based approach in training, absence of clinical evidence 
over and above placebo [with a dismissal of placebo effects as not 
legitimate] and the persistence of a vitalistic stance in terms of explanation 
of any efficacy shown. As argued below we contend that these conjectures 
are at the least misguided or more conspiratorially, misrepresentative.  
 
Chiropractors and Osteopaths both undergo extensive training often to 
Master’s level with the major educational establishments providing 
education that is evidenced based and MSK focused. These schools are 
embedded in the Higher Educational sector and as such are subject to 
extensive regulation from the Quality Assurance Agency for Higher 
Education (QAA) as well as professional regulation and accreditation by the 
General Chiropractic Council and General Osteopathic Council as well as at 
a European level for chiropractic education by the European Council on 
Chiropractic Education (ECCE)  
 
A cursory glance at the curriculum of most chiropractic and osteopathic 
mainstream educational institutions indicates considerable content 
oriented toward an evidenced based practice and basic biosciences.  It is 
certainly true that a small minority within both professions still profess an 
approach historically tethered to vitalistic tenants as evangelised during the 
origins of the professions. However, a recent survey suggest that the 
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proportion of Canadian chiropractors holding unorthodox views is less than 
20% leading to the conclusion that only a minority retain ideas that might 
contradict the current scientific paradigm of practice [12]. Furthermore, a 
study in Canada indicated that such unorthodox views were associated with 
US training institutions that strategically perpetuate unorthodoxy and are 
exclusively in the private sector. [13]. European chiropractic institutions, in 
contrast are embedded in the mainstream university sector with both the 
Danish and Swiss programs training alongside medical students. Within this 
educational environment, an evidence-based paradigm is central and 
Vitalism is entirely absent.  
 
The evidence? 
 
Recent systematic reviews have unequivocally demonstrated that 
manipulation and acupuncture have effects over and above placebo [14-17].  
Mechanisms for manipulation have been identified which are consistent 
with clinical outcomes as [18-20]. With both efficacy and mechanism 
developing an evidence-base there is clearly emergent evidence to support 
such interventions in practice.  
 
Conversely, it is well documented that orthodox medicine is deficient when 
evidence based practice is carefully examined especially in the context of 
primary care. Every six months BMJ Clinical Evidence [21] undertake a 
review of around 3000 different medical interventions dividing their 
effectiveness into categories. Having acknowledged the subjectivity of these 
divisions the most recent analysis found that 42% of these treatments were 
either beneficial, likely to be beneficial or were a tradeoff between benefit 
and harm. However, 50% were deemed to have unknown effectiveness with 
12% of the unknown group unlikely to be beneficial or possibly even 
harmful. In the context of such controversial data, one might speculate that 
the evidence presented for manipulation and acupuncture is relatively 
positive. It seems disingenuous at least, given the evidence for orthodox 
medicine for back pain and the evidence and approval from august 
institutions such as NICE for manipulation and acupuncture, to consider 
these approaches to be categorized as CAM rather than orthodox evidence-
based medicine.  
 
The context of treatment, particularly for more chronic conditions such as 
back pain, is key in eliciting clinical and meaningful change. There is a strong 
case for all medical practitioners to be both aware of, and expert in, 
maximizing non-specific responses as well as specific effects [22]. Indeed 
this case was made recently for the chiropractic approach to care [23] . A 
recognition of the importance of such contextual effects is self-evident from 
the primary care literature with recent surveys in both Germany and the UK 
suggesting that GPs regularly use placebo interventions [24-26] with this 
intention very much in mind.  
 
The arguments 
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The implicit arguments put forward by those who feel that CAM is unethical 
include suggestions that; 
 
CAM therapies are not evidence based and are all placebos 
 
The emergent evidence for this would suggest that this is a substantial 
misrepresentation of the facts in relation to manipulation and acupuncture 
in the treatment of back pain. It is quite likely that CAM as a whole may be 
better at eliciting non-specific effects than orthodox medicine.  Perhaps 
there is much to learn from CAM about how to maximize the therapeutic 
interaction in orthodox medicine? 
 
Delivering treatments that implicitly claim to have specific effects while the 
clinician knows that strong evidence exists that the intervention is 
ineffective is not an ethical way to practice medicine. In the light of the 
evidence available about the treatment of acute upper and lower 
respiratory tract infections, and the dangerous and much publicised 
increase in antimicrobial resistance, this might suggest that the vast 
majority of general practitioners in the UK are practicing unethically and 
indeed could be public health hazard [27, 28]  
 
CAM therapies expound non-mechanistic or non-material explanations 
 
This is a matter of history for the practice of all medicine. One might 
consider the argument is now one of; do these interventions ONLY have a 
non-material vitalistic explanation of mechanism or has a biologically 
plausible explanation [with or without empirical support] emerged. 
Acupuncture and manipulation do not require vitalistic explanations to 
operate safely and effectively through known plausible mechanisms in the 
management of low back pain 
 
Conclusion 
 
Is all CAM practice uniquely unethical? What is different between the 
approaches taken by chiropractors, osteopaths and acupuncturists to MSK 
conditions that might be the basis of considering them CAM?  In this respect 
the contention taken here has considerable overlap with Tyremans’ article 
where he states in his conclusion; 
 
 ‘Despite the fact that there are different emphases there is a question of 
whether the distinction between CAM and (Conventional and Orthodox 
medicine] [COM] is still defendable. This is as much an issue for CAM trying to 
establish its identity as for COM coming to terms with embracing different 
health ideas’ [29] 
 
The practice of and education of chiropractic, osteopathy and acupuncture 
is firmly within a scientific and evidenced based orthodox paradigm. 
Furthermore, the evidence for the specific and non-specific effects 
associated with the package of care provided by these professions is at least 
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as robust as many orthodox medical procedures. In addition, 
physiotherapists and doctors, as orthodox medical practitioners, provide 
both manipulation and acupuncture.  How then are these professions 
orthodox and ethical when chiropractic, osteopathy and acupuncture are 
not?  
 
Perhaps CAM is more successful in enhancing contextual and other non-
specific effects where patient centered and individualized approaches 
frequently emphasized by CAM practitioners amplifies such phenomena in 
practice[30]  
 
As a contrasting conjecture, medicine’s justifiable embracing of technology 
in the last 50 years may have inadvertently resulted in the marginialisation 
of the act of caring. The deceptively simple albeit powerful effects 
engendered by compassion and empathy for another human is in danger of 
being lost from orthodox medicine even though there are clear biological 
mechanisms attesting to the safe and impactful clinical effects of 
augmenting such interactions within the therapeutic environment [31]. 
Orthodox medicine seems all too often to be bereft of the time and resources 
to care. Consequently, in the context of MSK, other approaches have 
emerged which in addition to evidenced specific effects also offer the time 
and ability to ethically provide the care that medicine used to! 
 
There is no ethical alternative to good evidence based medicine. There is 
undoubtedly, based on this perspective, unethical practice throughout 
medicine. The false differentiation between CAM and orthodox medicine 
serves to confuse primarily because in so many instances it is impossible to 
identify the division between these two ethical approaches. Whether a 
specific therapy is called alternative, complimentary or orthodox is surely a 
game of semantics and as far as the evidence based management of MSK 
problems is concerned, an obfuscating one at that!  
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