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ABSTRACT
Objective: The purpose of this article is to explore concerns regarding sections of the federal workers’ compensation
law that apply to the treatment and management of work-related injuries of federal employees by chiropractors, and to
offer a call to action for change.
Discussion: A 1974 amendment to the Federal Employees’ Compensation Act (FECA) stipulates that chiropractic
services rendered to injured federal workers are reimbursable. However, the only reimbursable chiropractic treatment
is “manual manipulation of the spine to correct a subluxation as demonstrated by X-ray to exist.” This means the
chiropractor must take radiographs in order to be reimbursed. As with other health care professions, chiropractors are
expected to practice according to best practices guided by studies in the scientific literature. Yet in the federal workers’
compensation arena, this law requires chiropractors to practice in a manner that is fiscally wasteful, contradicts current
radiology standards, and may expose patients to unnecessary X-ray radiation. Presently, there is discord between what
the law mandates, chiropractic training and scope, and what professional guidelines recommend. In this article we
discuss how FECA creates problems in the following 7 categories: direct harm, indirect harm, contradiction of best
practices, ethical dilemma, barriers to conservative treatment, fiscal waste, and discrimination.
Conclusion: The 1974 FECA provision requiring chiropractors to take radiographs regardless of presenting medical
necessity should be updated to reflect current chiropractic education, training, and best practice. To resolve this
discrepancy, we suggest that the radiographic requirement and the limitations placed on chiropractic physicians should
be removed. (J Chiropr Humanit 2020;27;11-20)

Key Indexing Terms: Chiropractic; Radiology; Medicare; Workers’ Compensation
TAGGEDH1INTRODUCTION TAGGEDEND

Presently, chiropractors are reimbursed for treating
injured federal workers under the Federal Employees’
Compensation Act (FECA). Chiropractic treatment and
services are limited to “manual manipulation of the spine
to correct a subluxation as demonstrated by x-ray to exist.”1

This is counter to current best practices. The Division of
Federal Employees’ Compensation (DFEC) Procedure
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The term “physician” is defined at 5 U.S.C. 8101 to include
licensed medical doctors, surgeons, podiatrists, dentists, clinical
psychologists, optometrists, chiropractors, and osteopathic practi-
tioners within the scope of their practice as defined by state law.

. . .

“Medical, Surgical, and Hospital Services and Supplies” includes
services and supplies provided or prescribed by physicians and
medical facilities defined above within the scope of their practice
as defined by state law, except that a chiropractor is considered to
be a “physician” only when a subluxation of the spine has been
diagnosed by X-ray, and treatment is limited to manual manipula-
tion of the spine. However, if chiropractic treatment is prescribed
by a qualified physician, treatment other than manipulation of the
spine may be authorized.1

It is important to understand how this situation came
about. As is often the case, the political history of the legisla-
tion affecting the chiropractic profession is complex and con-
voluted. After explaining the history and evolution of our
current legal dilemma, we will explain the problems this cre-
ates and the need for updated and modernized legislation.

In the early 1970s, the chiropractic profession realized 2
landmark legislative accomplishments. One was coverage of
chiropractic treatment in Medicare and Medicaid. The other
was the inclusion of chiropractic in the care of federal
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employees in federal workers’ compensation programs. These
legislative achievements occurred during a period of vigorous
opposition to chiropractic by the American Medical Associa-
tion, which had fought an intensive, decade-long effort to con-
tain and eliminate chiropractic as a profession and limit the
inclusion of chiropractic services in mainstream health care.2,3

Coverage of chiropractic care was not unfettered, how-
ever. Each legislative amendment restricted coverage to a
particular federal definition of chiropractic, limiting care to
specific treatment parameters. As important as these legis-
lative achievements were at the time, the limitations
affected later federal legislation that also had an adverse
impact on chiropractic patients.
Medicare
In 1972, the Social Security Amendments (SSA), Public

Law 92-603, added chiropractors to the definition of
“physicians” for Medicare and Medicaid, effective July 1,
1973, but with the following service stipulation:

A chiropractor who is licensed as such by the State (or in a State
which does not license chiropractors as such, is legally authorized
to perform the services of a chiropractor in the jurisdiction in
which he performs such services), and who meets uniform mini-
mum standards promulgated by the Secretary, but only for the pur-
pose of sections 1861(s)(1) and 1861(s)(2)(A) and only with
respect to treatment by means of manual manipulation of the spine
(to correct a subluxation demonstrated by X-ray to exist) which he
is legally authorized to perform by the State or jurisdiction in
which such treatment is provided.4 (emphasis added)

Section 275 of the SSA added chiropractic services to
the joint federal and state Medicaid program as well, so
long as the state covered the services of a chiropractor, but
only for manual manipulation of the spine.4 No mention
was made of the necessity to demonstrate a chiropractic
vertebral subluxation by radiograph under the Medicaid-
providers portion of the SSA.4

Since the 1972 SSA, chiropractors have been defined as
“physicians” for the purposes of Medicare but “only with
respect to treatment by means of manual manipulation of
the spine to correct a subluxation demonstrated by X-ray to
exist.” Paradoxically, although the law required a radio-
graph for the manual treatment to be reimbursable, the
radiograph itself was not reimbursable. By the 1990s, how-
ever, it was increasingly recognized that the indiscriminate
use of X-rays, which are a form of ionizing radiation, posed
serious health risks to both patients and providers. Further-
more, advances in research have shown that the bio-
mechanical lesions of the spine that chiropractors treat may
be more accurately and efficiently identified by less inva-
sive tests and measures.

The American Chiropractic Association (ACA) pre-
vailed upon Congress to eliminate the mandate that chiro-
practors take radiographs of patients to demonstrate the
existence of a chiropractic vertebral subluxation for Medi-
care and Medicaid patients when President Clinton signed
into law the Balanced Budget Act of 1997, Public Law
105-33, effective as of 2000.5 Section 4513 of this law
repealed the requirement for the taking of a radiograph to
demonstrate the existence of a subluxation to obtain reim-
bursement for chiropractic services. and directed the secre-
tary of health and human services to “develop and
implement utilization guidelines relating to the coverage of
chiropractic services under part B of title XVIII of the
Social Security Act in cases in which a subluxation has not
been demonstrated by X-ray to exist”6 (emphasis added).
Federal Employees’ Compensation Act
According to the Library of Congress’s Congressional

Research Service, FECA

has its origins in a law from the late 1800s that covered only the
employees of a federal agency that has long since ceased to exist
on its own. The modern FECA system has its roots in legislation
enacted in 1916. Many of the basic provisions of this original law,
such as the basic rate of compensation, are still in effect today.
Congress passed major amendments to the 1916 legislation in
1949, 1960, 1966, and most recently in 1974. Although these
amendments made significant changes to the FECA program, the
basic framework of the program endures as does the overall intent
of Congress through the years to maintain a workers’ compensa-
tion system for federal employees that is in line with the basic prin-
ciples that have governed workers’ compensation in this country
for a century.7

One of the purposes of FECA was to bring the federal
government’s adoption of workers’ compensation princi-
ples in line with similar statutes enacted by the individual
states.

Like the Medicare amendment to the Social Security Act
2 years earlier, FECA, as amended in 1974, included chiro-
practors in the definition of a “physician” in the federal
workers’ compensation program. Like Medicare, FECA
amended section 8101(2) of the federal workers’ compen-
sation law with the stipulation that

the term “physician” includes chiropractors only to the extent that
their reimbursable services are limited to treatment consisting of
manual manipulation of the spine to correct a subluxation as dem-
onstrated by X-ray to exist, and subject to regulation by the Secre-
tary.4,8(emphasis added)

Similarly, the 1974 statute amended section 8101(3) of
the act, indicating that “reimbursable chiropractic services
are limited to treatment consisting of manual manipulation
of the spine to correct a subluxation as demonstrated by X-
ray to exist, and subject to regulation by the Secretary”9

(emphasis added).
Although the 1974 legislative amendments to FECA

added chiropractors to the list of physicians covered by the
act, this action was similar to the 1972 SSA adding chiro-
practors to the list of physicians covered by Medicare, with
nearly identical limitations. There were also important stat-
utory and regulatory differences.

For example, the 1972 Medicare amendment comes
within the regulatory oversight and enforcement of the US
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Department of Health and Human Services (formerly the
Department of Health, Education, and Welfare), through
the operation of the Centers for Medicare and Medicaid
Services (formerly the Health Care Financing Administra-
tion). In contrast, the 1974 legislation modifying FECA
comes solely within the regulatory jurisdiction of the US
Department of Labor.

So although the ACA managed to get an amendment
passed in 1997 altering the Medicare statute to strike the
mandate requiring a chiropractor to demonstrate the exis-
tence of a subluxation by X-ray, no similar legislative effort
or amendment was made, then or since, to update FECA.
Consequently, in order to obtain reimbursement for chiro-
practic care and treatment of injured federal workers under
FECA, doctors of chiropractic are still required to demon-
strate the existence of a chiropractic vertebral subluxation
by obtaining a radiograph. Thus, in order to be reimbursed
for care and treatment of those patients who do not need
radiographs, chiropractors are required to expose them to
unnecessary X-ray radiation under FECA.

The scope of practice for doctors of chiropractic in most
areas of the United States includes evaluation and manage-
ment services, the authority to order and interpret diagnos-
tic and laboratory studies, and the use of many other forms
of treatment. However, this obsolete statute limits chiro-
practors to reimbursement only for manual manipulation of
the spine to correct a chiropractic vertebral subluxation
shown by radiographs to exist, and disregards the other
services associated with chiropractic care.
Family and Medical Leave Act
Almost twenty years after the 1974 amendments to FECA

were enacted, Congress passed the Family and Medical
Leave Act (FMLA) in 1993.10 Like FECA, the FMLA comes
within the regulatory oversight and enforcement of the US
Department of Labor (DOL). Initially, the FMLA did not
include chiropractic or chiropractors, or many other catego-
ries of care providers, within the statutory definition of a
“health care provider.” However, the law stipulated that other
classes of providers could be included within the definition
of a “health care provider” at the discretion of the secretary
of labor. The act defined a “health care provider” as

(A) a doctor of medicine or osteopathy who is authorized to practice
medicine or surgery (as appropriate) by the State in which the doctor
practices; or (B) any other person determined by the Secretary to be
capable of providing health care services.11 (emphases added)

Chiropractors and other classes of health care provider
were not specifically included or excluded in the FMLA
per se but could be included at the discretion of the secre-
tary of labor pursuant to the act. The FMLA charged the
secretary of labor with crafting the necessary regulations to
carry out the intent of the act.12

In drafting suitable rules to manage, regulate, and
enforce the FMLA, the secretary of labor used the FECA
definition of “physician” for determining what services and
benefits would be included and covered under the FMLA
regulations. For example, in the June 4, 1993, issue of the
Federal Register outlining the “Interim Final Rule” the
DOL proposed to administer the FMLA, the draft regula-
tions asked, “What Is a ‘Health Care Provider’?” In
response, the DOL noted:

FMLA defines a “health care provider” as a doctor of medicine or
osteopathy who is authorized to practice medicine or surgery (as
appropriate) by the State in which the doctor practices; or any
other person determined by the Secretary to be capable of provid-
ing health care services. Many employer commenters asked that
the definition be limited to doctors of medicine or osteopathy;
others wanted providers of a broad range of medical services to be
included. Because health care providers will need to indicate their
diagnosis in health care certificates, such a broad definition was
considered inappropriate.

After review of definitions under various programs, including
OPM rules and Medicare, the definition of “physician” under the
Federal Employees’ Compensation Act, 5 U.S.C. 8101.2, was
used in these regulations as a starting point, which also includes
podiatrists, dentists, clinical psychologists, optometrists, and chi-
ropractors (limited to treatment consisting of manual manipula-
tion of the spine to correct a subluxation as demonstrated by X-
ray to exist) authorized to practice in the State and performing
within the scope of their practice as defined under State law. In
addition, nurse practitioners and nurse-midwives who provide
diagnosis and treatment of certain conditions, especially at health
maintenance organizations and in rural areas where other health
care providers may not be available, are included in the definition,
provided they are performing within the scope of their practice as
allowed by State law.13 (emphases added)

On January 6, 1995, the department of labor adopted the
FMLA final rule effective February 5, 1995, preserving
within the regulation the determination of exactly which
health care providers covered under this act would fall
under the rule. Chiropractors were included under section
825.118 of the Final Rule:

x 825.118 What is a “health care provider”?

(a) The Act defines “health care provider” as:
(1) A doctor of medicine or osteopathy who is authorized to prac-

tice medicine or surgery (as appropriate) by the State in which
the doctor practices; or

(2) Any other person determined by the Secretary to be capable of
providing health care services.

(b) Others “capable of providing health care services” include only:
(1) Podiatrists, dentists, clinical psychologists, optometrists, and

chiropractors (limited to treatment consisting of manual
manipulation of the spine to correct a subluxation as demon-
strated by X-ray to exist) authorized to practice in the State
and performing within the scope of their practice as defined
under State law.14 (emphases added)

In the same manner, chiropractors were also included
under the label “health care providers” defined in subpart H
of the Final Rule at 29 CFR 825.800.15

The ACA objected to the limitation the DOL imposed
on chiropractic with the promulgation of the FMLA regula-
tion.16 However, it appears that DOL regulators did not
address the ACA’s objection, likely because the limitations
that applied to chiropractic were also found in the 1972
Medicare statute—Social Security Act 1861(r)(5), 42 USC
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1395x(r)(5), which was still active in 1995 (the Medicare
statute did not eliminate the X-ray requirement until 1997,
effective 2000)—and because the same limitation imposed
by FECA was (and is still) valid law as well.17

In the years that have intervened since the SSA the 1974
FECA amendments, the shortcomings in the 1972 amend-
ments to Medicare have been partially remedied. The stipu-
lation under Medicare that chiropractors demonstrate the
existence of a chiropractic vertebral subluxation on radio-
graphs was eliminated by Congress as a health and safety
measure in 1997, effective in 2000. The ACA had prevailed
upon Congress to eliminate the mandatory X-ray require-
ment to demonstrate the existence of a subluxation when
President Clinton signed the Balance Budget Act of 1997
into law.6 Unfortunately, to our knowledge, no similar
effort to eliminate the identical requirement in FECA has
taken place, and the limitations imposed on chiropractic
care and treatment in FECA remain. As we noted earlier,
the language of FECA has had an adverse effect on the
development of federal rules underpinning the regulation
and enforcement of the FMLA as well.

For these reasons, it is our contention that the statutory
requirement limiting reimbursable chiropractic services to
treatment “consisting of manual manipulation of the spine
to correct a subluxation as demonstrated by X-ray to exist”
should be removed from the FECA statute. Since both the
1974 FECA statute and the 1995 FMLA regulations are
administered by the US Department of Labor, it is our
understanding that once FECA is amended legislatively to
eliminate the requirement, this will allow the profession to
confront the FMLA rule, which is based in part on the X-
ray requirement found in FECA law.
Office of Workers’ Compensation Programs
Although FECA does not force a chiropractor to obtain

radiographs of a patient, that is the only way to be reimbursed
for any services. This mandate is found within the FECA,
both in the FECA “Procedure Manual, Part 5 0200,4.a.1”
and in “FECA Section 8101.Definitions.” The FECA is
within the Division of Federal Employees’ Compensation
which is under the Office of Workers’ Compensation Pro-
grams (OWCP) which is under the US Department of
Labor.18 FECA states that “reimbursable” services require
demonstration by X-ray. That word “reimbursable” is pivotal
to the business of health care, and leverages the provider into
either compliance or nonparticipation. If a chiropractor does
not obtain imaging, it is immaterial whether the procedure is
medically unnecessary for the patient or not—the OWCP
will not reimburse for any of the treatment for that patient.
This potentially creates an environment of unnecessary X-ray
exposure for patients.

Stipulations are repeated in other areas of federal rules
and regulations relating to FECA, replicating the troubling
situation. For example, the DFEC Procedure Manual, part
5-0200.4, reiterates these stipulations verbatim. Conse-
quently, claims managers at DFEC are required by federal
laws and regulations to enforce FECA according to its
terms. However, at least 1 OWCP office has indicated that
although the statute specifically requires that doctors of chi-
ropractic radiograph injured federal workers, the OWCP
will accept other imaging methods (eg, a computerized
tomography scan or magnetic resonance imaging [MRI]) in
place of radiographs (personal communication).
TAGGEDH1DISCUSSION TAGGEDEND

A radiograph is a diagnostic image produced by expos-
ing a person to X-rays, which are a type of ionizing radia-
tion. The lay public uses the term “X-ray” when referring
to a radiograph. Radiographs are typically ordered to iden-
tify suspected lesions or rule out conditions that may influ-
ence clinical decision making and treatment. They are a
useful clinical tool, and when applied properly they may
assist in diagnosing various musculoskeletal conditions.
However, the chiropractic profession recognizes that radio-
graphs should not be performed without good reason,
because of radiation exposure. Chiropractors have devel-
oped diagnostic imaging practice guidelines, which are
based on current evidence and are in concordance with
other radiological guidelines.19-22

Mandatory exposure of patients to X-rays is neither an
inconvenient technicality nor a profit center for a chiroprac-
tic provider. We argue that this mandate creates issues of
patient safety, poorer outcomes, ethical dilemmas, and fis-
cal burdens.

To clarify, we are not discussing whether radiographs
should or should not be used in any particular case; that
would be a topic for a different discussion. Chiropractors
should be allowed to take radiographs when indicated.
Here, we discuss the indiscriminate use of X-ray radiation
imposed upon every chiropractic patient as dictated by law,
instead of the appropriate use of radiography based on clin-
ical decision making for each individual chiropractic
patient.

Best practices and practice guidelines are developed and
updated to help practitioners achieve the best possible out-
comes with the lowest possible risk of harm and in the
most cost-effective way.19-22 The science that directs
patient care has changed enormously since the enactment
of the 1972 SSA and the 1974 FECA amendments. The
decision to obtain imaging for a patient should be made by
the health care professional and the patient in that specific
situation after weighing the benefits and risks of diagnostic
options in light of the best current scientific evidence. No
procedure, especially one that exposes a patient to radia-
tion, should be forced upon an entire population of patients
in a preordained and indiscriminate manner by a congres-
sional mandate created nearly 50 years ago based on half-
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century-old concepts. Unfortunately, this is what FECA
does.

We suggest that FECA creates problems that fall into 7
categories:

� Direct harm
� Indirect harm
� Contradiction of best practices
� Ethical dilemma
� Barriers to conservative treatment
� Fiscal waste
� Discrimination
Direct Harm
There is well-recognized harm from exposure to ioniz-

ing radiation, and accumulation can lead to an increased
risk of cancer.23,24 Although there is no established strict
scale to measure specific damage from specific doses,
many experts agree that no amount of radiation is “safe.”
Decisions to expose a patient to a procedure with risk must
include clinical consideration of the offsetting weight of
the benefit. No other health care service is required to
expose patients to X-rays as part of normal care. We pro-
pose that the mandated requirement for radiographs for
reimbursed chiropractic care is a health risk for federal
employees because of unnecessary exposure to X-rays.
Indirect Harm
Indiscriminate use of imaging may produce indirect

harms that are not balanced by potential benefits.25,26 There
is a risk of having a negative impact on patient outcomes
and recovery when a patient sees incidental imaging find-
ings. This effect can be enhanced by a patient’s possible
misunderstanding of the medical terminology used by radi-
ologists and clinicians in describing normal findings or rel-
atively unimportant variants.27 These exposures may cause
unwarranted concern, lead the patient to “catastrophizing”
their condition, and cause “labeling.”25,28,29 Imaging may
also result in the “medicalization” of low back pain owing
to its “visually exquisite depiction of pathoanatomy and a
misguided belief that these findings are a cause of their
pain.”26 The patient may seek unneeded follow-up tests for
incidental findings, such as unnecessary surgery, which
may lead to additional unnecessary costs.30 Patients may
believe that their pain will not improve until the imaging
findings have resolved, which may increase the risk of
developing chronic pain.31 Iatrogenic effects of early MRI
include worse disability, increased medical costs, and
increased rates of surgery, all unrelated to the severity of
the injury.30 We propose that the mandated requirement for
radiographs for reimbursed chiropractic care increases the
potential for indirect harm to federal employees.
Contradiction of Best Practices
The premise of FECA’s requirement for radiographs—

that they are a necessary or reasonable method of identify-
ing or monitoring functional lesions—is not supported by
the current scientific literature. At present, there is no scien-
tific evidence for the association of static radiographs with
the success of chiropractic manipulation. There are more
valid, efficient, and reliable methods for identifying chiro-
practic vertebral subluxations or mechanical lesions that do
not expose patients to unnecessary radiation. Currently,
there is no evidence that mechanical spine pain is associ-
ated with abnormal radiographic findings. There is evi-
dence that radiographs are useful in clinical practice to rule
out fractures or other pathologies, but these findings are
uncommon in asymptomatic people.32 When spine pain is
relieved and function restored, some abnormalities found
on radiographs may still be present on subsequent images.
There are currently no data available to support a relation-
ship between changes in alignment or other structural char-
acteristics and patient improvement.33 Because imaging
findings cannot measure the extent of pain or limitations,
once any potential pathologies are ruled out the treatment
approach should be determined by the clinical presentation,
and the focus should be on maximizing function.26,34

Current best practices and guidelines suggest that imag-
ing is not advised for all patients presenting for treatment
of conditions amenable to chiropractic care.34-37 These best
practices inform practitioners that the use of imaging stud-
ies might be indicated by the presence of certain established
“red flags” that might appear within the history gathering
and physical examination. These red flags could indicate
the reasonable possibility of the presence of some condition
that would make manipulation inappropriate in terms of
either safety or efficacy, or inform the provider to consider
a possible need for referral. These red flags might include,
for example, trauma significant enough to create reasonable
suspicion of a fracture, based on the patient’s age, condi-
tion, and any serious underlying medical conditions such
as cancer or osteoporosis. Imaging might also be indicated
when a reasonable trial of care has failed to produce results.
In the absence of red flags, however, imaging likely offers
no benefit and may have a negative impact on outcomes
that would amount to substandard care.25,26,30,31,34-40

For patients presenting with nonspecific low back pain
and no red flags, early imaging does not improve outcomes
compared with proceeding with conservative treatment
without imaging, and not imaging patients with acute low
back pain will thus reduce harms and costs without affect-
ing clinical outcomes.25,40 Avoiding routine early imaging
in the absence of specific red flags is embraced across the
health care spectrum and by virtually all neuromusculoske-
letal health care fields and their representative organiza-
tions (Fig 1).41−53 Compliance with best practice imaging
guidelines is 1 of the performance measures established by
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Fig 1. Other societies that have advised against early imaging for
nonspecific low back pain in the absence of red flags.25,35,41−53
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the Centers for Medicare and Medicaid Services under the
Merit-Based Incentive Payment System, further demon-
strating that it is a widely accepted standard.54

For these reasons, we propose that the FECA X-ray
mandate undermines the delivery of quality care to federal
employees.

FECA undermines the assertion of the necessity of radio-
graphs. The premise of the requirement is that a static radio-
graph is necessary for a chiropractor to see if a joint in the
spine requires manipulation, and that a spinal dysfunction
(ie, chiropractic vertebral subluxation) cannot be identified
by any other examination procedures. The other concern is
that the statute requires the use of X-ray for the first treat-
ment but not for any follow-up treatments. The statute
implies that the radiographic finding (eg, manipulable lesion
or chiropractic vertebral subluxation) will be there forever
and will not resolve with treatment, and thus a follow-up
radiograph would not be necessary. Because the characteris-
tics of the spine on imaging that serve to meet the statute’s
definition of chiropractic vertebral subluxation are not going
to change with treatment,33 strict adherence to imaging find-
ings would theoretically lead to permanently ongoing care,
which does not make any sense. We propose that the man-
dated requirement for radiographs for reimbursed chiroprac-
tic care is contrary to best practices.
Ethical Dilemma
The FECA requirement in law and regulations presents

chiropractors with a moral and ethical dilemma. The chiro-
practic physician wants to do what is best for the work-
injured federal employee. However, to qualify for reim-
bursement after treating patients with no red flags or clini-
cal indicators that require radiographs, the chiropractor is
required to expose the patient to unnecessary ionizing radi-
ation. This scenario compromises the best possible out-
comes and offers no benefit in return. Reimbursement for
the imaging is an added source of income, but it is an
unnecessary expense to the payer. In this situation, the chi-
ropractor must choose from 3 options when faced with a
patient who could benefit from chiropractic care but who
does not have clinical indications for radiographs:

1. Refuse to expose the federal employee to unnecessary
ionizing radiation, thus turning away a patient who is
likely to benefit from chiropractic care.

2. Refuse to expose the federal employee to unnecessary
ionizing radiation and treat the patient pro bono,
knowing there will be no reimbursement.

3. Expose the federal employee to unnecessary ionizing
radiation. In doing so, the chiropractor is forced to com-
promise his or her professional integrity and rationalize
the need to irradiate injured federal workers indiscrimi-
nately where no evident need exists, in order to provide
treatment to those in need of chiropractic care and still
comply with the FECA statute and regulations.

These scenarios demonstrate how the statute creates an
untenable paradox for conscientious providers. Any law
that would bind a caregiver to potentially cause harm and
compromise their ethics needs to be realigned with current
knowledge and best practices.

Another ethical contradiction complicates this further.
The FECA guidelines state that providers “may be
excluded from participation in the Federal Employees’
Compensation Program through an administrative process”
if they “provide excessive or substandard treatment.”55 The
unnecessary imaging studies that FECA requires would be
“excessive” and “substandard” in terms of contemporary
care protocols. We propose that the mandated requirement
for radiographs for reimbursed chiropractic care creates an
untenable ethical dilemma.
Barriers to Conservative Treatment
FECA limits the options available for chiropractors to

provide care for work-injured federal employees. The
DFEC Procedure Manual states that chiropractors are con-
sidered physicians “within the scope of their practice as
defined by state law.”1 But this statement is countered 2
paragraphs later with a limiting exception that says “treat-
ment is limited to manual manipulation of the spine”1

(emphasis added), which is a very small component of the
full scope of chiropractic practice.56

Chiropractors can provide a variety of treatment and case
management options in addition to spinal manipulation.
These include other manual therapy techniques, patient edu-
cation, home exercise plans, rehabilitation, biomechanical
training, ergonomic improvements, and healthy lifestyle
coaching, in addition to a multitude of modalities.57-61 Chi-
ropractic education and scope of practice covers the entire
musculoskeletal system and is not limited to the spine. Chi-
ropractic physicians are the only providers limited to less
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than their full scope of practice by FECA. This creates a
barrier by limiting conservative treatment options that could
be offered to injured federal employees, thereby reducing
their access to care and their chances for success.

Currently, our nation is in crisis, facing increasing opi-
oid addictions and deaths and trying to prevent further
addictions by prioritizing the treatment of painful injuries
with conservative interventions. Conservative treatments
for musculoskeletal pain, such as those offered by chiro-
practors, should be considered an additional part of the
solution. For example, a recent study evaluated the associa-
tion between utilization of chiropractic services for treat-
ment of low back pain and use of prescription opioids.
Although no direct causal relationship was established, it
discovered a “significantly lower” likelihood of an adverse
drug event in recipients of chiropractic services than in
nonrecipients.62 In the Joint Commission’s revised pain
management standards and strategies, hospitals are
instructed to provide nonpharmacologic treatment modality
options within their facilities and/or by referral outside their
facility, including chiropractic therapy.63 The Joint Com-
mission lists spinal manipulation, such as that offered by
chiropractors, as one of the evidence-based, non-opioid
options medical doctors should consider referring to when
treating pain.64 We propose that by limiting what care chi-
ropractors can offer to federal employees, FECA creates a
barrier to additional conservative care services.
Fiscal Waste
The direct and indirect costs of diagnostic imaging must be

considered. Depending on the number of spinal regions imaged
and the type of imaging used, the direct cost could range from
$175 to $699 for radiographs, and if the provider chooses
MRI, the cost could be more than $7436 in a given region of
the country.65 Of course, these costs are justified if the studies
are medically necessary. However, in the absence of red flags,
routine imaging in the first few weeks of care for acute low
back pain has shown to produce no outcome benefit, and
national best practice guidelines echo similar cautions regarding
neck injuries.57 As a consequence, the monies expended on
imaging performed to document a subluxation of the spine
must be considered dollars wasted. There are additional indirect
costs to consider, such as the effect on the mental health of the
patient. Iatrogenic effects of early MRI suggest worse disability
and increased rates of surgery, all unrelated to the severity of
the injury and all unnecessarily increasing medical costs.30 A
fiscal burden that does not result in a benefit can be categorized
as waste. We argue that this is fiscally irresponsible, especially
when waste is created through a mandate.
Discrimination
The statute discriminates against a regulated a licensed

health care profession in the United States. No other
category of physician defined under either the SSA or
FECA has been subjected to such limitations. In addition,
Congress left it up to secretary of labor to decide the types
of providers eligible to certify leave from employment
under the FMLA. The secretary of labor used FECA as the
regulatory touchstone in deciding what professions and
professionals could certify a patient for leave under the
FMLA. Consequently, under the FMLA chiropractors may
only certify leave and treat federal workers under FMLA
(“limited to treatment consisting of manual manipulation of
the spine to correct a subluxation as demonstrated by X-ray
to exist”). In the meantime, the Social Security Act was
amended to remove a similar stipulation placed upon the
chiropractic profession by Medicare.

FECA also exhibits a fundamental misunderstanding of
the conditions that chiropractors treat and the chiropractic
scope of practice. For example, rehabilitative exercises,
stretching, and posture exercises are within the scope of
chiropractic practice. However, FECA does not allow these
to be performed by a chiropractor in the workers’ compen-
sation arena unless the patient has been referred for those
services by a medical doctor or osteopath. We propose that
this discriminates against a licensed health care profession
and severely limits the quality of care that chiropractors
can offer federal employees.
Call to Action
The conditions that existed in 1974 and stimulated Con-

gress to impose limitations upon chiropractic treatment no
longer exist. The clinical knowledge that directs patient care
has advanced greatly. The portion of FECA that forces chiro-
practic physicians to take radiographs and indiscriminately
expose every patient to ionizing radiation is out of step with
current health care best practices and is no longer scientifically
defensible, ethically tenable, or fiscally responsible.

The current law disregards the nuanced clinical thought
processes necessary in deciding whether imaging will be
beneficial for a patient and what type of imaging should be
obtained for the specific presentation. Clinical decisions
should be made as a team by the doctor and patient, guided
by the standards of best available science, clinical exper-
tise, and patient preferences. FECA does not support evi-
dence-based, outcome-focused, efficacy-prioritized health
care for injured federal employees. We argue that because
the detrimental effects of FECA occur on an ongoing basis,
the need for change qualifies as being urgent.

The only course for bringing these changes to fruition is
through Congress. We encourage the leaders of our state
and national organizations to reach out to Congress to
encourage them to amend FECA to be more closely in sync
with current knowledge and standards. We encourage pro-
viders and patients to support their national and state organ-
izations in this regard and to contact their legislators to
make them aware of the need for modernization.
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Under the current DFEC policies, an injured federal
employee cannot receive optimal chiropractic treatment
that follows established best practices and assures the best
chances for a favorable outcome. Lower quality of care is
certainly not the intent of FECA. It is also not the statute’s
intent to force a patient away from his or her first choice of
provider, as evidenced in its expressed intent to allow the
patient to have that choice.66

It is incumbent on Congress to enact necessary changes to
existing laws when they are outdated, run counter to their
original intent, and no longer comport with contemporary
knowledge and best practices. The need for change becomes
even more urgent when an existing law poses a considerable
risk to the health and safety of patients, namely federal work-
ers in this case. Therefore, we call upon federal regulators
and legislators to take a fresh look at FECA. Evidence sup-
ports our assertion that chiropractic treatment should be
included in evidence-based nonpharmacologic treatment for
safe and effective care of injured federal employees.
Limitations
The arguments provided here are the opinions and

thoughts of the authors based on the presentation of the avail-
able data. We did not perform a systematic analysis; there-
fore, our conclusions are limited to those used in this article.
TAGGEDH1CONCLUSION TAGGEDEND

The FECA statute requiring chiropractors to take radio-
graphs regardless of presenting medical necessity should be
updated to reflect current chiropractic education, training,
and best practice standards. To resolve this discrepancy, we
suggest that the X-ray requirement and the limitations placed
upon chiropractic physicians should be removed.
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Practical Applications
� The Federal Employees’ Compensation Act
creates problems that fall into 7 categories.

� The 7 categories are: direct harm, indirect
harm, contradiction of best practices, ethical
dilemma, barriers to conservative treatment,
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� We offer a call to action for the X-ray require-
ment and the limitations placed on chiroprac-
tic physicians to be removed.
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