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Are 
chiropractors 
different from 
other allied or 
alternative 
health care 
practitioners

The concept of recognition and 
management of red flags

The concept of recognising and 
management of the diagnosis not just the 
symptoms

• What are the symptoms?

• What are the diagnosis?

• What is the natural history?

• What is the management to alleviate the symptoms 
and/or to improve the natural history?

• Am I qualified and possessing the skills to provide 
those management?

• When do I seek help? 

Common referral to Chiropractors

Back and Neck Pain

• Common

• Lifetime prevalence: 80%

• Annual incidence 15‐20%%

• Significant Impact

• Adversely affect QOL

• 1‐2% GDP

• 1% work force on sick leave per day

• No 2 reason for long term sick leave

Assessment and 
Treatment
• “Simple”

• Majority

• Neurogenic <5%

• Mechanical >90%

• “Serious”
• <2%

• “RED FLAGS”

Pathological fracture (metastatic)
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Assessment and 
Treatment

1. Exclude Red Flags

2. Looking for clues of the pain 
generator

3. Management

• Acute to subacute <6 – 12 weeks 
• Chronic >6 – 12 weeks

Red Flags

• Rare but Serious, Needs 
Urgent Attention

• Suspicion mainly from 
history

Red Flag 1: Tumour

• Past history of malignancy

• Unexplained weight loss

• Significant nocturnal/rest pain
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Case History

• Young man in 30s

• Upper back pain

• Nocturnal, unrelenting

• Sweats

• Numbing in trunks and legs

• Treated with physical therapy and cupping

Red Flag 2: Infection

• History of diabetes, immunosuppression, IVDU

• Fever, rigors, sweats

• Recent history of UTI, spine intervention
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Red Flag 3: Fracture

• Elderly

• Postmenopausal female

• Chronic steroids use

• Osteoporosis

• Ankylosing spondylitis, DISH

• Recent trauma

Lucky missed

Red Flag 4: 
Significant Neurological Deficit

• Cauda equina syndrome

• Cervical myelopathy

• “Foot drop”
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If presence of 
Red Flags

• Investigate if necessary

• Urgent referral to a specialist

Back pain
Its so much more than just 
the spine.
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Mechanical Back Pain

Discogenic painFacet joint pain Myofascial painPeripheral Joint

Neurogenic 
Pain

Radicular pain

Neurogenic claudication

Cervical disc prolapse with nerve root compression

Cervical disc prolapse with spinal cord compression

Simple back 
pain

Manage them if you are 
comfortable

Refer if indicated
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Common referral to Chiropractors

Headache

Headache Red Flags

S Systemic Symptoms Fever, weight loss, fatigue Infection, inflammation, metastatic cancer, 
meningitis
Infection, inflammation, metastatic cancer, 
meningitis

S Secondary risk factors HIV, cancer, immunosuppression

N Neurological signs Altered GCS, focal deficits Encephalitis, mass lesion, stroke

O Onset Thunderclap, abrupt SAH, IPH, RCVS

O Older New > 50years old Temporal arteritis

P Positional Change with posture or neck position Intracranial hypertension, Post fossa pathology, 
dysautonomia cervicogenic headache

P Papilloedema Visual disturbance

P Previous Headache History Change in quality

P Precipitated by Valsalva

SSNOOP4

Vertebral artery dissection
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Subarachnoid 
haemorrhage

MRI on presentation Post‐operative MRI

Brain tumour
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Pain Generators
Neurogenic
•Radicular
•Neurogenic claudication

Mechanical
•Discogenic
•Facet joint pain
•Myofascial syndrome
•Others

Red flags

When do you 
refer simple 
back/neck 
pain

Suspicious of Red Flags 

Refractory pain  >6‐8 weeks

Progressive pain

Progressive neurological deficits

Surgical information 
required
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What 
information 
do I need 
from the 
referrers

PATIENT’S DETAILS 
AND CONTACT

SYMPTOMS AND/OR 
DIAGNOSIS

ANY CONCERNING 
FEATURES

ANY IMAGING 
STUDIES

Medical information 
required

• Allergies

• Current medications

• Past medical history

• Occupation

• Significant family medical history

• Smoking history

• Other relevant details

It’s a real bonus if the patients weight and height is included

Surgical 
Consult
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Aims of consultation

1. Exclude Red Flags 

2. Looking for clues of the pain generator

3. Management

• <6‐8 weeks 

• >6‐8 weeks

Clues of pain generator: History

• Quality of the pain

• Site

• Nature

• Severity

• Exacerbating & relieving factors

• Circumstances

• Onset

• Duration

• Pain pattern: 24 hours, since onset

• Management

• Previous episodes, past management

• Current treatment & medication

Clues of pain generator: 
Examination

• Inspection & palpation 

• Range of motion

• Gait

• Special tests:

• Spurling’s test

• SLR, FABER, 
Waddell

• Neurological examination

• Tone, power, reflex, 
sensation

• Peripheral pulses
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My Management in 
acute pain < 6 ‐12 

weeks

1. Education

2. Advice

3. Physical therapy

4. Investigation  is NOT 
necessary

5. Pharmacotherapy

Education

• Explanation

• Positive reassurance

• Proper posture, sleeping positions, lifting 
techniques

Staying Active

• Bed rest should be limited 

• Temporary activity 
modification, progressive 
return to normal 
activity/work
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Exercise

Initially, low stress aerobic 
exercise

Longer term, core muscle 
exercise, back conditioning, 
pilates 

Pharmacotherapy

• Is the pain under controlled?

• Paracetamol +/‐ weak opioids

• NSAIDs

• Muscle relaxants

• Amitriptyline

• Membrane stabilising agents

• Steroids/cortisone injection

Management 
of neck and 
back pain > 6 
‐ 12 weeks

Education

Target specific diagnosis, 
investigation and management

Surgery vs continued 
conservative treatment

• SPORT trial
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Indications for spine 
surgery

1. Large herniated disc

2. Spinal stenosis

3. Spinal spondylolisthesis

4. Spinal fracture

5. Spinal tumor

6. Spinal infection/abscess

Indication for 
surgery in 
degenerative 
spine disease

Red Flags

Functionally important neurological deficits

Significant significant pain!!!

Refractory pain that impact on lifestyle

“ I have enough”

Positive Investigations
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Key to successful 
spine surgery

1. Right indication and plan.

The best surgery never overcomes the wrong indication.

2. Great intraoperative team.

Trust & communication.

3. The right tools. 

Microscope, neuro‐navigation GPS

4. Patient preparedness.

Never rush until the patient is emotionally and physically 
ready.

What's the difference between a Chiropractor and an 
Anaesthetist?

48

10% of patients did not know Anaesthetists were Doctors.
17% of patients did not know we were Specialists.

30% of patients had no idea what we did.

The public know that 
Chiropractors are called 

Doctors.
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During an operation, your life is on our 
hands, But despite the highly sensitive 
role we play, we are all but invisible to 
our patients. “The Guardian.”

Illustration: 
Michael Driver

50Anaesthetists have an extensive knowledge of medicine 
and surgery and understanding of the basic sciences. 
They know how the body responds to anaesthesia and 
surgery, and how a patient’s health affects these 
responses.

We know how to use medications (PHARMACOLOGY)  to 
alter how the body works  (PHYSIOLOGY) to achieve a 
desired state that allow surgery to proceed safely or 
stabilises a critical ill patient, as well as a structural 
understanding of the body (ANATOMY) so as to 
implement advanced practical procedures such as 
tracheal intubation, central line and regional blocks.

Minimum training time: 5‐7 years med school + 3+ years 
Junior doctor + 4 years training program + 1‐2 years 
Fellowship = Total of 13‐16+ years.

I took 18 years to become a Specialist Anaesthetist.

51
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Multidiscipl inary Team

Pharmacists

Anaesthetists

Physicians

Physiotherapists

Nurses

Surgeons

Dietitians
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Perioperative Medicine

Preoperative risk assessment
Shared decision making

Optimisation of physiological function
Individualised goal directed intraoperative care

Post operative care
Rehabilitation to normal function

ANAESTHETIC PREASSESSMENT

What is a full blood 
count test?

It is an investigation asked for by the 
Anaesthesiologists to help them cancel 
the surgery.

Risk Factors

• Age
• Sex
• Socioeconomic status

• Aerobic capacity
• Ischaemic heart disease

• Heart failure
• Kidney disease
• Ischaemic brain disease

• Peripheral artery disease
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Cardiac Risk Assessment

Stroke Risk with AF
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Pulmonary Risk 
Assessment

Mechanical ventilation with gas trapping leading to dynamic hyperinflation and barotrauma (hypotension, 
pneumothorax and pneumomediastinum
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Consolidated
Anaesthetic
Assessment

Patient education & support

• Consent

• Preoperative fasting guidelines

• Anaesthetic options

• Pain relief

• Instruction for medications

• Smoking cessation advice

• Reduce anxiety

• Postoperative placement

A psychological 
perspective
"I have learned that my colleagues in the anaesthetic’s
department encounter some of the most difficult 
situations, the sharpest edges of human distress.”

“Far from being people who only deal with sedated 
patients, Anaesthetists end up dealing with some 
of the most extraordinary situations with 
complex psychological trauma involved.”

Kate Jenkins

BJA: British Journal of Anaesthesia, Volume 113, Issue 1, July 2014, Pages 4–6,
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67

What Anaesthetists
actually do during surgery

69

Draw up 
medication

Equipment 
check

Final patient 
assessment

Induction

Anaesthetic process
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Preop‐
Anaesthetic 
Assessment

Intravenous 
cannula 
insertion

ANAESTHETIC
M E D I C A T I O N S

Adjuncts Antibiotics Anaesthetics Analgesics Antiemetics
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Endotracheal intubation Arterial line insertion

Central line insertion

The simpler 
explanation

PATRICK
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Anaesthetists 
perceptions 
of whose in 
charge during 
surgery.

SURGERY
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Spine surgery

Neural decompression

+/‐

Mechanical reconstruction

• Fusion: instrumented vs non‐instrumented

• Motion‐preservation

• Anterior, posterior, lateral, oblique

Microdiscectomy 
– removal of herniated disc fragment

Excised disc
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Laminectomy – decompression of canal stenosis

• PLIF – posterior lumbar interbody fusion 

• PLF – posterolateral fusion

• TLIF – transforaminal lumbar interbody fusion

• ALIF – anterior lumbar interbody fusion

• XLIF – extreme lateral interbody fusion

• OLIF – oblique lumbar interbody fusion

• Disc arthroplasty – artificial disc replacement

Lumbar reconstruction

Cervical reconstruction

• ACDF – anterior cervical discectomy and 
fusion

• Anterior cervical corpectomy and fusion

• Posterior cervical fusion

• Disc arthroplasty – artificial disc 
replacement
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Scoliosis Surgery

The humble 
dawn of 

neurosurgery

Pre‐Columbian America
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Mad

Neurosurgery 
today

• Microscope

• Drills

• Electrosurgery

• Ultrasonic aspirator

• Microsurgical tools

• Neuronavigation

Trephines and Drills
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Haemostasis

Clips and 
Coils

Clips and Coils
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Magnification & illumination

Magnification & 
illumination

Magnification & illumination
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Neuroimaging

Late 1970s 1990s About 2008 About 2010

Cerebral Localisation & Neuronavigation

GPS for the brain
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Applications

Brain tumour surgery

Epilepsy surgery

Parkinson’s disease

Finishing the Surgery

Extubation:
Things to avoid when waking 
the patient up
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Extubation

Vital parameters normal

• Sats >95% on low FiO2

• SBP> 100 on minimal vasopressors

• Acid base balance

Muscle relaxation reversed

Sedative drugs stopped

Analgesia

Suction & aspiration risk

Advanced techniques? If a difficult intubation

Post‐
Anaesthetic 

Care

ICU

Post Anaesthetic Care Unit
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ISOBAR
• Identify patient

• Situation

• Observations

• Background

• Assessment

• Response & Rational

Cardio‐Respiratory 
Optimisation

Pain Management

• Titrated IV opioids

• Oral medication
• Paracetamol

• NSAIDS

• Opioids (short & song acting)

• PCAs

• Regional techniques

• Neuroaxial therapy

• Adjuncts
• Ketamine

• Lignocaine
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Antiemetic Therapy

Fluid 
Management

Written Ward Management Plan

Antibiotics
Anticoagulation
Analgesics
Antiemetics
Fluids
Nutrition
Mobilisation
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Postoperative Ward Round

Post‐operative ward round

• Pain control

• Resolution/improvement/arrest of presenting symptoms

• Blood loss

• Neurological status

• Infection control

• Mobilisation

• Discharge plan: home or rehabilitation unit

Post‐
operative 
rehabilitation

Variability.

Prolonged bed rest after surgery IS NOT 
required or recommended. 

Gradually return to a normal pattern of 
daily life over 2 – 4 weeks for 
decompression and 6‐8 weeks for fusion.

Brace is typically NOT useful. 
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Activity/mobility

Safe to move and position according to comfort. 

Safe to sit ‐ start with short periods and build up.

Safe to travel by car, but manage trip time & consider interval stopping.

Do not drive within 24 hours of surgery. After that time it varies according to 
types of surgery.

Activity/mobility

Walking is the 
key to recovery. 

Begin walking program, 
typically on the day of 
surgery for simple 

decompression, and the 
next day for lumbar fusion. 

Start with short 
frequent walks. 
Aim to progress 
to a total of an 
hour a day, 
spread over 
several walks, 
by 2 ‐ 4 weeks 
from surgery.

It is safe to walk up and 
down stairs when confident 

to do so.

Activity/mobility

Back care exercises may be helpful. 

Individual variation in any return to 
sport plans. Typically return to 
suitable sports can begin after 3 to 
6 months. 

Time frame for return to work will 
vary according to type of surgical 
procedure and occupation.
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Restriction

Avoid heavy lifting for three months. 

If lifting, keep back straight. Avoid bending 
and twisting, bend your knees and use 
your legs to do the work. 

Avoid straining.

Don’t restrict shoulder movement.

Rehabilitation

• Range of motion and strength with ultimate aim of returning to close to previous 
lifestyle.

• Sciatic nerve glide, core and pelvic strengthen and stability.

• Postural correction.

• Walking exercise.

• Proper lifting techniques, ergonomic evaluation, RTW‐specific exercise.

Chiropractic 
Rehabilitation

Ensure your chosen approach is 
appropriate.

Use conservative 
management.

Adjustments

STT

Traction

Collaboration with local physiotherapist 
that understands Chiropractic role.

Collaboration with local exercise 
physiologist that understands Chiropractic 
role.



22/10/2019

41

Medical & Chiropractic

Image problems and Perceptions
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Finally a 
good 

Anaesthetic
news story

Chiropractor education is 
about diagnosis and 
treatment of mechanical 
disorders of the 
musculoskeletal system, 
usually involving 
manipulation of the spine

Medical Doctor’s education is in 
diagnosing and treating patients 
with medications and surgery. 

There is little if any education on 
what chiropractors do other than 
hearsay.

E
D
U
C
A
T
I
O
N
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Medical 
Concerns

Claims that chiropractors can:

• prevent caesarean births.

• treat diabetes, asthma, reflux and 
other specific conditions.

• cures the flu.

Injury:

• Cerebral vascular accidents caused 
by vertebral artery dissection 
following manipulation.

So how do you get 2 
sides to align?
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• Communication

• Listen 

• Find common ground

• Look for places of 
agreement

• Seek to understand more

• Find something to work on 
together

• Praise outcomes

Common ground: 
children & sport

Common 
ground: wine, 
children & sport
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Listen you might find 
something useful
Sometimes its pretty hard especially when 
really don’t get AFL but I found out Damian 
is a tragic Richmond supporter and I did get 
to tell my Alex Rance story.

Get me a drink later and I’ll recite it again

Lower Back Pain Treatment

Family member with LBP

Planned on going to the physio

Discussion with Damian

Tentative & cautious steps

Dr Tyson Aldenhoven
B.App.Sc Chiro, M.Clin.Chiro

Director of Dynamic Integrative Health

Out of Hours Emergency Referral
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The Chiropractor 
‐ GP ‐ Surgeon 
Relationship 
Process

• Make time to meet with your surgeons through 
the year

• Make time to touch base with friendly GP’s

• Remember they don’t know what we do 
most of the time

• Discussion with Patient that you’d like to refer 
for a surgical opinion

• Letter to surgeon that you have the 
relationship with with the GP cc’d in the 
communication – this avoids GP over‐ruling.

• Rec printing and also sending soft copies

• Progress updates with the surgeon and GP via 
letter or email.


