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Subluxation Communication Research Project
May 2012

William M. Decken, D.C.
____________________________________________________________________________________________________________

Purpose:

1. To determine which percentage of chiropractors using websites discuss subluxation on their websites.

2. To determine how subluxation is being discussed on the websites that mention subluxation.

Method:

1. Assemble a team that will perform a Google search looking for chiropractic office websites in each state.

2. The first 20 websites in each state will be selected. The goal being 1,000 offices.

3. Assessment as to how subluxation is discussed will be made

4. Assessment of Subluxation:

a. Yes or no

b. If yes:

i. with a metaphysical component

ii. with a biomechanical component

iii. with a symptomatic component

iv. with a neurological component

v. with regards to vertebral subluxation complex

vi. using ACC paradigm definition

Data: Tables will be provided

Conclusion: Comparison will be made to the Ohio study and the 2012 CCE standards.

Discussion: To strengths and weaknesses will be mentioned.

References: Appropriate references will be included and provided.
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Integrating temporal-sphenoid reflexes, sacro-occipital technique procedures,
and reflexology for treatment of chronic cervical pain
and reduced range of motion: A report of two cases.

Harvey J. Feenstra, D.C. & Charles L. Blum, D.C.
____________________________________________________________________________________________________________
Abstract

Introduction: The purpose of the following two case studies was to investigate how a combination of temporal sphenoidal (TS)
reflexes, chiropractic manipulation, viscerosomatic reflexes, and foot reflexology could have a positive effect on cervical  spine range
of motion.

Case Reports: Case #1 involved a 38-year-old female with chronic (17-years duration) neck and low back pain.  Case #2 involved a
43 year old male presenting with chronic (6-months) neck and low back pain with limited cervical range of motion.

Methods/Intervention: Treatment utilized sacro occipital technique (SOT) protocols, TS reflexes, cervical manipulation, and foot
reflexology to treat chronic cervical pain associated with limited range of motion.

Results: Case #1, following the first treatment noted full range of motion in all directions and the presenting pain reduced from an 8
to a 3 on a pain scale of 1-10. Case #2 received 11 treatments over a 3-4 week period of time and by the 11th office visit right lateral
flexion was full and presenting pain was reduced from an 7 to a 2-3, all other motions were full and pain free.

Conclusion: Further research is indicated with a larger sample and more outcome assessment tools to further investigate this method
of care.

References: Please see the end of the following full text submission.
-----------------------------------------------------------------------------------------------------------

Introduction

Neck pain is a common disorder.1-5 About 70% of adults will experience neck pain during their lifetime, and its point prevalence in the
general population is around 22%.1,2,,4,5 After low back pain, neck pain is the most common reason patients give for seeking
chiropractic care, and the second most common reason for the use of spinal manipulation.1,6,7 Treatment of neck pain is costly in terms
of utilization of health care services, disability, compensation payments and lost work productivity.7,8

The cause of neck pain is multifactorial and can be due to musculoskeletal conditions, trauma, systemic conditions, infections,
inflammatory conditions or neoplasm.1,4 Usually, the underlying cause of neck pain is non-specific and cannot be related to a
particular pathology as a cause of the presenting symptoms.4,5  Numerous reviews 2,3, 9-11 have assessed the evidence for the
effectiveness of cervical spine manipulation and mobilization in the treatment of non-specific neck pain with mixed results.1  Very few
clinical trials have studied manual therapy for subacute neck pain 8,12-14, with the research emphasis being placed on those subjects
with complaints lasting for longer than 6 months.14

There is much discussion in the literature about the risk of stroke caused by cervical  manipulation; however, Cassidy et al. 15  found
the risk of stroke associated with GP or chiropractor visits was equal1. This suggests that cervical manipulation may not be a cause of
stroke, but associated with a stroke in progress.  Chiropractors need to be aware that some patient’s presenting with head or neck pain,
may have a stroke in progress.16

Welcha and Boone suggest that cervical adjustments may result in parasympathetic responses, whereas thoracic adjustments result in
sympathetic responses17. Historically chiropractors have suggested the positive effects of chiropractic adjustments on musculoskeletal
and visceral health.18-20  Some studies have investigated chiropractic vertebral subluxation, spinal manipulative therapy, and cranial
adjusting in relation to autonomic function. 17-30

The purpose of the following two case studies was to investigate how a novel combination of temporal sphenoidal reflexes,
chiropractic manipulation, viscerosomatic reflexes, and foot reflexology could have a positive effect on cervical spine range of
motion. 31-3

Case Reports

Case #1 involved a 38 year old female with chronic (17 years duration) neck and low back pain.  She demonstrated limited cervical
range of motion unresponsive to multiple prior interventions. Cervical range of motion evaluated flexion, extension, right and left
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Fiber 1:  T1 (cardiac), T2 (myocardial), and  T10
(intestinal) = C1

Fiber 2:  T3 (respiratory), T11-12 (kidney) = C2
Fiber 3:  T4 (gall bladder), T5 (gastric), and L1

(ileocecal) = C3
Fiber 4:  T6 (pancreas) and L2 (cecal) = C4
Fiber 5:  T7 (spleen) and L3 (glandular) = C5
Fiber 6:  T8 (liver) and L4 (colon) = C6
Fiber 7:  T9 (adrenal) and L5 (prostate/uterus) =

C7

Chiropractic Manipulative Reflex Technique
Cervical Vertebra - Occipital Fiber – Line Two - Fiber Association

lateral flexion and rotation.  Prior to the adjustive procedure, the patient had marked restriction of range of motion and noted exquisite
pain when limits of range of motion were reached in all directions.

Case #2 involved a 43 year old male presenting with chronic (6 months) neck and low back pain with limited cervical range of motion.
Cervical range of motion evaluated flexion, extension, right and left lateral flexion and rotation.  Prior to the adjustive procedure, the
patient had marked restriction and noted exquisite pain in the upper thoracic spine on right lateral flexion and left rotation restrictions
which produced significant pain generalized to the cervical spine.

Methods/Intervention

This novel intervention utilizes sacro occipital technique (SOT) protocols for analysis and treatment, temporal sphenoidal (TS)
reflexes, cervical manipulation, and foot reflexology to treat chronic cervical pain associated with limited range of motion.

A general assessment of lumbar range of motion is assessed initially.   SOT Category II protocols are performed, as appropriate,
including a rib cage assessment by stretching the patients arms over their heads.  If there is reduced motion on one or both sides, this is
treated by releasing the ipsilateral psoas or sometimes also the quadratus lumborum muscles.  Then the patient’s pelvis is assessed for
torsion and any sacroiliac joint instability (category two).  If a category two imbalance is found then that is treated before proceeding
to the cervical spine.

The cervical spine is analyzed with the patient supine.  Sidebending the head right and left is performed. The side that has no side
bend or shows restriction (lateral flexion only not rotation) is chosen as the posterior cervical side.  The posterior cervical side is then
rotated to the opposite side and the doctor palpates for intersegmental muscular congestion, swollen facets or painful articular facets.

Once the most painful cervical articular facet is identified, the head is turned toward the opposite side.  TS reflex points are palpated
searching for the most sensitive point (e.g., Cervical 3 would relate to either Thoracic 4 or 5, or Lumbar 1) as determined by patient
sensitivity to palpation.

The region of cervical vertebra congestion is held in the downward position with the head turned so the TS reflex region is placed
upwards.  The doctor manipulates the tender TS reflex approximately 15 seconds and then has the patient give a deep cough.  This is
repeated until sensitivity at the TS reflex point is relieved, which usually takes less than a minute.

With the head turned away from the posterior cervical side, have the patient look down towards their feet as the head is moved slightly
into flexion while exhaling.  A cervical adjustment is made as the patient moves their head upward and looks at the doctor’s eyes
while inhaling.

Utilizing the occipital fiber CMRT relationship and TS reflex point relationship, a specific organ will be determined to be used with
the foot reflexology aspect of the treatment protocol. Generally these point(s) will be very painful.  They are manipulated with
pressure for about 15 seconds followed by having the patient cough. The manipulation and coughing are repeated until the pain is
gone, approximately 1-2 minutes, at which time the other foot is evaluated and treated in the same manner.
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Maintaining the same position as when manipulating the TS reflex the head is maintained in this same position and the cervical spine
is then adjusted in the following manner. Initially the patient is instructed to look footward, tilting chin downward, and exhale and
then have the patient look upward, tilting chin upward, and inhale. At the instant the patient inhales and both tilts head and looks
upward the doctor makes the cervical adjustment. If the patient prefers the doctor can also adjust the cervical spine using SOT’s
cervical stairstep procedure.

Once completed, the patient’s lumbar and cervical ranges of motion are re-assessed and compared to their initial presentation.

Specific care for case #1 involved releasing any imbalance in the psoas and supine pelvis (category two).  Cervical congestion was
found at C4 bilaterally, with a TS reflex point on the contralateral side at the T6 region also bilaterally and the TS reflex points were
manipulated until no longer sensitive. C4 was adjusted on the right and left side and associated T6 reflex.  Per DeJarnette’s protocol,
CMRT procedures for the pancreas were performed along with related foot reflexology points related to the pancreas.

Specific care for case #2 involved releasing any imbalance in the psoas and supine pelvis (category two).  Cervical congestion was
found at C7 on the right, with a TS reflex point on the contralateral side at the T9 region on the left which was manipulated for 15
seconds and having the patient cough until TS reflex sensitivity was eliminated.  In retesting right lateral flexion, the patient still
reported upper thoracic pain.  Therefore, occipital fibers were assessed and an area one, fiber 7 was noted on the left without
sensitivity.  Occipital fiber technique adjustment was used to T2 on the right and CMRT myocardial reflex work was utilized.  Foot
reflexology for the heart reflex (area below the little toe) on the right was very sensitive. After 15 seconds of stimulation, the foot
reflex became non-painful. Cervical reflex area lateral side of “big toe” was also very painful.  After 1 ½ to 2 minutes of manipulation
this reflex point also became non-painful.

Results

The patient in case #1, following the first treatment, had her cervical range of motion reassessed.  Full range of motion was noted in
all directions and the presenting pain (8 on a pain scale of 1-10) was reduced to “soreness” (3 on a pain scale of 1-10).  The patient in
case #2 received 11 treatments over a 3-4 week period of time.  By the 11th office visit right lateral flexion was full, but instead of pain
in the upper thoracic (7 on a pain scale of 1-10) the discomfort was reduced to “soreness” (2-3 on a pain scale of 1-10).  Left rotation
was full without any discomfort.  All other motions were full and pain free.

Discussion

In both cases the patients presented with long term cervical spine discomfort and limited range of motion that improved following
treatment.  Clinically attempts have been made to add or eliminate one or other aspect to the presented method, but what has been
presented appears to be consistently effective for the treatment of chronic cervical spine pain with associated limited range of motion.
This improvement in pain and increase in range of motion has been found to be an effective tool to assess patient progress and
response to care in the long term.34
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There have been studies that have demonstrated a relationship between cervical spine manipulations and improved cervical range of
motion.31-3   A relationship between the cervical spine and sacroiliac joint and a relationship between a category two (sacroiliac
instability) and cervical spine extensor isometric strength36 and lumbar range of motion37 have been discussed in the literature.35

Temporal-sphenoidal (TS) lines or reflexes was first introduced by M. B. DeJarnette in 196538 and later further investigated and
developed by M. L. Rees.  DeJarnette had already investigated and developed reflex methods of analyzing patterns of vertebral
imbalance using trapezius39 and occipital fiber palpation40 and treatment methods.  The TS reflex was an additional tool using
patient’s report of pain to palpation at a region surrounding the temporal and greater wing of the sphenoid, essentially the region of
temporalis muscle insertion.  He postulated that sensitivity at specific points superior portion of the temporalis muscle insertion near
the squamous portion related to thoracic 1 through 7 (anterior to posterior) whereas thoracic 8 through 12 (anterior to posterior related
to regions near the temporal eminence towards the mastoid process.  The anterior portion of the greater wing of the sphenoid related to
lumbar vertebra 1 through 5 (inferior to superior) and sensitivity at the occipitomastoid suture to the parietomastoid suture regions was
related to the pelvis.38

The thoracic and lumbar points of sensitivity along the TS lines were determined by DeJarnette and Rees to have a relationship to
DeJarnette’s occipital fiber vertebral relationships as described in chiropractic manipulative reflex technique (CMRT).41   CMRT
methods have been gaining evidence in recent years as evidenced by studies on animals,42, 43 a patient with situs inversus,44 a
controlled clinical pilot study,45 and a small randomized controlled study.46

As chiropractors have been exploring the treatment of nonmusculoskeletal conditions with manipulative procedures,47 incorporating
foot reflexology into a patient clinical encounter seemed reasonable.  Foot reflexology treatments apply pressure to specific points or
areas of the feet. According to the principles of reflexology, areas of the feet correspond to different parts of the body, and applying
pressure to these areas can affect the corresponding parts of the body. In some cases, pressure may also be applied to the hands or
ears.48

For thousands of years, techniques similar to reflexology have been used in Egypt and China. A technique called "zone therapy" was
developed in the early 20th century by an American physician named William Fitzgerald. Dr. Fitzgerald suggested that maps of the
foot could be used to diagnose and treat medical conditions. He divided the body into 10 zones and labeled what he believed to be the
corresponding parts of the foot. He proposed that gentle pressure on the foot could bring relief to the corresponding zone.48

In the 1930s, Eunice Ingham, a nurse and physiotherapist, further developed these maps to include specific reflex points. Zone therapy
was renamed reflexology.  Reflexology charts have diagrams of the feet with corresponding parts of the body. The right foot
corresponds to the right side of the body, and the left foot corresponds to the left side.48

Evidence for this method of care is limited but studies suggesting its effectiveness are slowly emerging.  Recent research has found
foot reflexology helpful in treating specific female conditions,49-51 respiratory disorders,59-61 various other disorders,62-69 and as a part
of oncology treatment.52-58

As with any case report or series, without a control group or comparison intervention, it is difficult to rule out regression to the mean,
ideomotor, or placebo effects.  However, the chronicity of the patient’s presentation, the previous unsuccessful methods attempted to
resolve their condition, and the successful response to the specific intervention makes compelling evidence for further study.

Conclusion

These case reports illustrate one patient who had chronic cervical spine pain and limited range of motion for 17 years (case #1) and
another for 6 months (case #2) who both responded favorably to SOT category two treatment, TS reflex and cervical manipulation as
well as foot reflexology.  Further research is indicated for a larger sample with control group, and comparison interventions.  Greater
outcome assessment tools involving pre and post neck disability index forms and a reliable range of motion assessment tool would be
useful.

References

1. Gemmell H, Miller P. Relative effectiveness and adverse effects of cervical manipulation,
mobilisation and the activator instrument in patients with sub-acute non-specific neck pain: results from a stopped
randomised trial. Chiropr Osteopat. 2010; 18: 20.

2. Aker PD, Gross AR, Goldsmith CH. Conservative management of mechanical neck pain: systematic review and meta-
analysis. BMJ. 1996;313:1291–1296.

3. Gross AR, Hoving JL, Haines TA, Goldsmith CH, Ka T, Aker P, Bronfort G. A Cochrane review of manipulation and
mobilisation for mechanical neck disorders. Spine. 2004;29:1541–1548.

4. Tseng YL, Wang WTJ, Chen WY, Hou TJ, Chan TC, Lau FK. Predictors for the immediate responders to cervical
manipulation in patients with neck pain. Manual Therapy. 2006;11:306–315.

   60 J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012     IRAPS Proceedings



5. Cassidy JD, Lopes AA, Yong-Hing K. The immediate effect of manipulation versus mobilisation on pain and range of
motion in the cervical spine. J Manipulative Physiol Ther. 1992;15:570–575.

6. Bale A, Newell D. Chiropractic for neck pain: a pilot study examining whether the duration of the pain affects the clinical
outcome. Clinical Chiropractic. 2005;8:179–188.

7. Hurwitz EL, Coulter ID, Adams AH, Genovese BJ, Shekelle PG. Use of chiropractic services from 1985 through 1991 in the
United States and Canada. Am J Public Health. 1998;88:771–776.

8. Coulter ID, Hurwitz EL, Adams AH, Genovese BJ, Hays R, Shekelle PG. Patients using chiropractors in North America:
who are they, and why are they in chiropractic care? Spine. 2002;27:291–298.

9. Hurwitz EL, Aker PD, Adams AH, Meeker WC, Shekelle PG, Barr SS. Manipulation and mobilisation of the cervical spine.
A systematic review of the literature. Spine. 1996;21:1746–1760.

10. Koes BW, Assendelft WJJJ, van der Heijden GJMG, Bouter LM, Knipschild PG. Spinal
manipulation and mobilisation for back and neck pain: a blinded review. BMJ. 1991;303:1298–1303.

11. Bronfort G, Haas M, Evans RL, Bouter LM. Efficacy of spinal manipulation and mobilisation for low back pain and neck
pain: a systematic review and best evidence synthesis. Spine Journal. 2004;4:335–356.

12. Leaver AM, Refshauge KM, Maher CG, Latimer J, Herbert RD, Jull G, McAuley JH. Efficacy of manipulation for non-
specific neck pain of recent origin: design of a randomised trial. BMC Musculoskeletal Disord. 2007;8:18.

13. Haneline MT. Chiropractic manipulation and acute neck pain: A review of the evidence. J Manipulative Physiol Ther.
2005;28:520–525.

14. Borghouts JA, Koes BW, Bouter LM. The clinical course and prognostic factors of non-specific neck pain: a systematic
review. Pain. 1998;77:1–13.

15. Cassidy JD, Boyle E, Cote P, He Y, Hogg-Johnson S, Silver FL, Bondy SJ. Risk of vertebrobasilar stroke and chiropractic
care. J Manipulative Physiol Ther. 2009;32:S201–S208.

16. Blum CL.  Chiropractic & Stroke - What Are Our Responsibilities. Journal of Vertebral Subluxation Research.  July 2008: 1-
4.

17. Welcha A. Boone R. Sympathetic and parasympathetic responses to specific diversified adjustments to chiropractic vertebral
subluxations of the cervical and thoracic spine. J Chiropr Med. 2008 September; 7(3): 86–93.

18. Budgell B.S. Reflex effects of subluxation: the autonomic nervous system. J Manipulative Physiol Ther. 2000;23(2):104–
106. [PubMed]

19. Driscoll MD, Hall M.J. Effects of spinal manipulative therapy on autonomic activity and the cardiovascular system: a case
study using the electrocardiogram and arterial tonometry. J Manipulative Physiol Ther. 2000;23(8):545–550. [PubMed]

20. Igarashii Y., Budgell B. Case study—response to arrhythmia to spinal manipulation: monitoring by ECG with analysis of
heart rate variability. Chiropr J Aust. 2000;30(3):92–95.

21. Hart JF. Manipulation-induced subluxation and associated cardiac arrhythmia. Dig Chiropr Econ. 1991;33(4):68–69.
22. Connelly D.M. The effect of cranial adjusting on hypertension: a case report. Chiropr Tech. 1998;10:75–78.
23. Carrick FR. Changes in brain function after manipulation of the cervical spine. J Manipulative Physiol Ther. 1997;8:529–

545.
24. Sato A, Swenson RS. Sympathetic nervous response to mechanical stress of the spinal column in rats. J Manipulative Physiol

Ther. 1984;7:141–147.
25. Tran T, Kirby J. The effect of upper thoracic adjustment upon the normal physiology of the heart. J Am Chiropr Assoc.

1977;11s:58–62.
26. Briggs L, Boone WR. Effects of a chiropractic adjustment on changes in pupillary diameter: a model for evaluating

somatovisceral response. J Manipulative Physiol Ther. 1988;11(3):181–189.
27. Harris W., Wagnon R.J. The effects of chiropractic adjustments on distal skin temperature. J Manipulative Physiol Ther.

1987;10(2):57–60.
28. Eingorn A.M., Muhs G.J. Rationale for assessing the effects of manipulative therapy on autonomic tone by analysis of heart

rate variability. J Manipulative Physiol Ther. 1999;22(3):161–165.
29. Sato A, Sato Y, Schmidt RF. Reviews of physiology, biochemistry and pharmacology. vol. 130. Springer-Verlag; Berlin:

1997. The impact of somatosensory input on autonomic functions.
30. Bolton PS, Kerman IA, Woodring SF, Yates BJ. Influences of neck afferents on sympathetic and respiratory nerve activity.

Brain Res Bull. 1998;47:413–419.
31. Cassidy JD, Lopes AA, Yong-Hing K. The immediate effect of manipulation versus mobilization on pain and range of

motion in the cervical spine: a randomized controlled trial. J Manipulative Physiol Ther. 1992 Nov-Dec;15(9):570-5.
32. de Camargo VM, Alburquerque-Sendín F, Bérzin F, Stefanelli VC, de Souza DP, Fernández-de-las-Peñas C.  Immediate

effects on electromyographic activity and pressure pain thresholds after a cervical manipulation in mechanical neck pain: a
randomized controlled trial. J Manipulative Physiol Ther. 2011 May;34(4):211-20. Epub 2011 Mar 21.

33. Martínez-Segura R, Fernández-de-las-Peñas C, Ruiz-Sáez M, López-Jiménez C, Rodríguez-Blanco C. Immediate effects on
neck pain and active range of motion after a single cervical high-velocity low-amplitude manipulation in subjects presenting
with mechanical neck pain: a randomized controlled trial. J Manipulative Physiol Ther. 2006 Sep;29(7):511-7.

34. Hahne AJ, Keating JL, Wilson SC. Do within-session changes in pain intensity and range of motion predict between-session
changes in patients with low back pain? Aust J Physiother. 2004;50(1):17-23.

J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012 61    IRAPS Proceedings



35. Fink M, Wähling K, Stiesch-Scholz M, Tschernitschek H. The functional relationship between the craniomandibular system,
cervical spine, and the sacroiliac joint: a preliminary investigation. Cranio. 2003 Jul;21(3):202-8.

36. Giggey K, Tepe R. A pilot study to determine the effects of a supine sacroiliac orthopedic blocking procedure on cervical
spine extensor isometric strength. J Chirop Med. Jun 2009;8(2):56-61.

37. Hochman JI, The Effect of Sacro Occipital Technique Category II Blocking on Spinal Ranges of Motion: A Case Series. J
Man Manip Ther. Nov 2005;28(9): 719-23.

38. DeJarnette MB. Temporal-sphenoidal research project 1965. Privately Published. Nebraska City, NB. 1965.
39. Cashman S, Eaton S, Bonello R, Leslie J. The relationship between the trapezius muscle and spinal segments T1 to L5. 1st

Annual Sacro Occipital Technique Research Conference Proceedings: Las Vegas, NV. 2009: 17-8.
40. Mootz R, Jameson S, Menke M. Inter and Intra-Rater Reliability of Occipital Fiber Palpation. Proceedings of the Fifth

Annual Conservative Health Science Research Conference Oct 1986: 37-9.
41. DeJarnette MB. Chiropractic manipulative reflex technique. Privately Published. Nebraska City, NB. 1966, 1981.
42. Thompson JE, Bockhold H, Blum CL. Sacro Occipital Technique: Occipital Fiber Technique on Canine. J Chirop Ed. Spr

2012;26(1):135.
43. Thompson JE, Bockhold H, Blum CL. Sacro Occipital Technique: Occipital Fiber Technique on Equine. J Chirop Edu. 2010

24(1):142.
44. Zablotney J, Blum CL. Chiropractic care and the Situs Inversus patient: Modifying technique to match anatomy. J Chirop Ed.

2009;21(1): 119.
45. Dal Bello F, Dal Bello Veronica, Raupp JM, Santos LN. Alterations of dyspepetic signs and symptoms in patients presenting

with gastroesophageal reflux disease following chiropractic treatment. J Chirop Edu. 2010 24(1):124.
46. Butafava J, Dal Bello F, Blum CL. The alterations of the dyspeptic signs and symptoms of patients with gastritis following

chiropractic treatment: A small randomized controlled study. J Chirop Ed. Spr 2012;26(1):85.
47. Hawk C, Khorsan R, Lisi AJ, Ferrance RJ, Evans MW. Chiropractic care for nonmusculoskeletal conditions: a systematic

review with implications for whole systems research. J Altern Complement Med. 2007 Jun;13(5):491-512.
48. Natural Standard: An organization that produces scientifically based reviews of complementary and alternative medicine

(CAM) topics. [http://www.intelihealth.com/IH/ihtIH/WSIHW000/8513/34968/360060.html?d=dmtContent]
49. Lee YM. [Effect of self-foot reflexology massage on depression, stress responses and immune functions of middle aged

women] Taehan Kanho Hakhoe Chi 2006;Feb, 36(1):179-188. Korean.
50. Lee YM. [Effects of self-foot reflexology on stress, fatigue, skin temperature and immune response in female undergraduate

students]. [Article in Korean] J Korean Acad Nurs. 2011 Feb;41(1):110-8.
51. Jang SH, Kim KH. [Effects of self-foot reflexology on stress, fatigue and blood circulation in premenopausal middle-aged

women]. [Article in Korean] J Korean Acad Nurs. 2009 Oct;39(5):662-72.
52.  CS, Hamilton J, Macrae G, et al. A pilot study to evaluate the effect of reflexology on mood and symptom rating of

advanced cancer patients. Palliat Med 2002;Nov, 16(6):544-545.
53. Stephenson N, Dalton JA, Carlson J. The effect of foot reflexology on pain in patients with metastatic cancer. Appl Nurs Res

2003;16(4):284-286.
54. Stephenson NL, Swanson M, Dalton J, et al. Partner-delivered reflexology: effects on cancer pain and anxiety. Oncol Nurs

Forum 2007;Jan, 34(1):127-132.
55. Yang JH. [The effects of foot reflexology on nausea, vomiting and fatigue of breast cancer patients undergoing

chemotherapy] Taehan Kanho Hakhoe Chi 2005;Feb, 35(1):177-185. Korean.
56. Quattrin R, Zanini A, Buchini S, Turello D, Annunziata MA, Vidotti C, Colombatti A, Brusaferro S. Use of reflexology foot

massage to reduce anxiety in hospitalized cancer patients in chemotherapy treatment: methodology and outcomes. J Nurs
Manag. 2006 Mar;14(2):96-105.

57. Stephenson N, Dalton JA, Carlson J. The effect of foot reflexology on pain in patients with metastatic cancer. Appl Nurs
Res. 2003 Nov;16(4):284-6.

58. Stephenson NL, Weinrich SP, Tavakoli AS. The effects of foot reflexology on anxiety and pain in patients with breast and
lung cancer. Oncol Nurs Forum. 2000 Jan-Feb;27(1):67-72.

59. Lee YM, Sohng KY. [The effects of foot reflexology on fatigue and insomnia in patients suffering from coal workers'
pneumoconiosis] Taehan Kanho Hakhoe Chi 2005;Dec, 35(7):1221-1228. Korean.

60. Brygge T, Heinig JH, Collins P, et al. Reflexology and bronchial asthma. Respir Med 2001;95(3):173-179.
61. Wilkinson IS, Prigmore S, Rayner CF. A randomised-controlled trail examining the effects of reflexology of patients with

chronic obstructive pulmonary disease (COPD). Complement Ther Clin Pract 2006;May, 12(2):141-147. Epub 2005;Dec 27.
62. Bishop E, McKinnon E, Weir E, Brown DW. Reflexology in the management of encopresis and chronic constipation.

Paediatr Nurs 2003;Apr, 15(3):20-21.
63. Mak HL, Cheon WC, Wong T, et al. Randomized controlled trial of foot reflexology for patients with symptomatic idiopathic

detrusor overactivity. Int Urogynecol J Pelvic Floor Dysfunct 2007;Jun, 18(6):653-658.
64. Carpenter JS, Neal JG. Other complementary and alternative medicine modalities: acupuncture, magnets, reflexology, and

homeopathy. Am J Med 2005;Dec 19, 118(Suppl 12B):109-117. Review.
65. Li CY, Chen SC, Li CY, Gau ML, Huang CM. Randomised controlled trial of the effectiveness of using foot reflexology to

improve quality of sleep amongst Taiwanese postpartum women. Midwifery. 2011 Apr;27(2):181-6.

   62 J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012     IRAPS Proceedings



66. Siev-Ner I, Gamus D, Lerner-Geva L, et al. Reflexology treatment relieves symptoms of multiple sclerosis: a randomized
controlled study. Mult Scler 2003;9(4):356-361.

67. Stephenson NL, Dalton JA. Using reflexology for pain management: a review. J Holist Nurs 2003;Jun, 21(2):179-191.
68. Tovey P. A single-blind trial of reflexology for irritable bowel syndrome. Br J Gen Pract 2002;52(474):19-23.
69. Park HS, Cho GY. [Effects of foot reflexology on essential hypertension patients]. [Article in Korean] Taehan Kanho

Hakhoe Chi. 2004 Aug;34(5):739-50.

J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012 63    IRAPS Proceedings



Chiropractic cranial treatment protocol increases successful outcome of the multidisciplinary care model for traumatic brain
injury (TBI) patients: A case series

Esther M. Remeta, D.C. & Charles L. Blum, D.C.

____________________________________________________________________________________________________________

Introduction: Notoriously, all traumatic brain injury creates challenges that have various levels of negative impact on the patient’s

life and family. The goal of all TBI treatment plans is to try to achieve the highest state of wellness possible to increase the quality of

life for the patient. Since often the prognosis of patients with TBI is dismal, offering a method of care that has low risk, reasonable

benefit, and some biological plausibility is preferred.  The goal of care should be to relieve patients of disability and pain while

facilitating their ability to have normal activities of daily living.  This article seeks to share a novel manner of multidisciplinary care,

which incorporates the fields of allopathy, chiropractic, psychology, acupuncture, neurorehabilitation, and nutrition.

Case Report: Case # 1: A 28 year old female suffered TBI from a violent attack resulting with severe debilitating headaches

requiring daily bed rest for two years with her condition consistently devolving prior to initial office visit at this clinic.  She was

diagnosed with chronic migraines and informed that she would need prescription medication the rest of her life.

Case # 2: A 30 year old female sustained a TBI from a motor vehicle accident. PETscans noted decreased bilateral occipital lobe

metabolic activity. She had chronic headaches of 2 year duration with transient paralysis of her left extremities and short term memory

loss. She was informed by her neurologist that due to the duration of her post concussion syndrome that no recovery could be

expected.

Case # 3: A 70 year old male suffered a TBI from a stroke causing complete paralysis of the right upper and lower extremity. He also

suffered from swallowing difficulty and speech problems.   His neurologist had informed him that he would never work again, would

need to walk with assistance, and have compromised use of his right hand.

Treatment/Intervention: A focal point of this multidisciplinary care at this clinic is Sacro Occipital Technique (SOT) cranial

manipulation protocols [1,2] along with specific neurological rehabilitation training and home exercises.  Home therapy focuses on

physical, mental and emotional balance which increases efficacy of treatment. The care model is implemented for a minimum of 1

year with most patients remaining in the model for 5 years.

Results: Case # 1:  When treatment began there was a significant initial improvement along with a gradual increase in function so that

now at 2 years later (1 treatment per week) headaches occur only once every 2 weeks lasting 12 hours. She is off all 10 of her

prescription medications except for 1 and is currently tapering off of it under medical supervision. She now is able to live a more

normal life with her young 8 year old daughter taking part in her life activities as well.

Case # 2: After 5 years of treatment (1 time per week) she is headache free, has neither short term memory loss nor any paralysis

episodes.

Case # 3: After 9 months of care he was back at work full time and without paralysis, speech or swallow problems. After 5 years of

care (1 treatment per week) there were no obvious symptoms associated with the left parietal lobe infarct despite brain MRI scans

showing damage was still present.

   64 J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012     IRAPS Proceedings



Discussion: Rehabilitation has been found effective using an interdisciplinary approach and “recovery from TBI can continue for at

least 5 years after injury [3].” In another study they found, “that traumatic brain injury may cause decades-lasting vulnerability to

psychiatric illness in some individuals [4]” and for a “subset of persons with moderate to severe TBI, neuropsychological recovery

may continue several years after injury with substantial recovery [5].”

Conclusion: Success was measured based on improved quality of life and return to activities of daily living along with decreased

subjective and objective symptomatology. Barriers to successful outcome included patient non-compliance to treatment plan and

patient financial challenges. Highest success was achieved with the 5-year model and with the inclusion of SOT cranial manipulation

protocols.  The temporal nature of the patient’s response to care and their gradual worsening of symptoms prior to treatment at this

clinic suggest the patient’s conditions would have worsened. This care model gives greater hope for those suffering from TBI as well

as gives the health care profession at large more options to create treatment plans resulting in better prognosis.
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SOT: category three:  Predictability of outcomes: A case series.

I. Harvey Getzoff, D.C.
____________________________________________________________________________________________________________

Abstract

Introduction: Patient pain patterns and spinal patterns in conjunction with Sacro Occipital Technique (SOT) Step-Out-Toe-Out
maneuver (SOTO) and the Straight Leg Raise (SLR) can be helpful in establishing and communicating an effective treatment plan.

Case Series: Scenario # 1 has a spinal lean with possible lumbosacral pain along with pain in the buttocks and the upper leg on the
OPPOSITE SIDE OF THE LEAN. Scenario #2 has possible spinal pain with pain of the entire leg on the SAME SIDE OF THE
LEAN. Pain is often elicited with the SOTO maneuver. Scenario #3 can have no spinal lean or curvature with no lower back, buttock
or upper leg pain. The pain is severe in the calf and possibly the foot, and there is difficulty sleeping because of the pain. Commonly
there will be no pain on SOTO.

Treatment: SOT category three procedures including Sitting Disc Technique (SDT) and SOTO maneuver. The SLR can be instantly
retested in all three scenarios immediately after the SDT and show a marked improvement.

Conclusions: More observational pragmatic case studies that can yield predictable outcomes should be presented as a means to
incorporating evidence and clinical experience into clinical practice.

---------------------------------------------------------------------------------------------

Introduction

Patient pain patterns and spinal patterns in conjunction with Sacro Occipital Technique (SOT) Step Out Toe Out maneuver (SOTO)
and the Straight Leg Raise (SLR) can be helpful in making accurate judgments regarding the severity and the prognosis of the
condition, as well as establishing and communicating an effective treatment plan.

Straight Leg Test

The SLR, also called Lasègue test, can be performed during the physical examination to determine whether a patient with low back
pain has an underlying herniated disk, mostly located at L5 /S1 level.  A systematic review of the literature including statistical meta-
analysis noted that the SLR test has had its diagnostic accuracy limited by its low specificity.1  Yet other studies have found that that
the SLR can be useful. Jönsson and Strömqvist found that the SLR as performed in clinical practice has a strong correlation with
various parameters that signify the pain level of the patient.2  Summers et al noted that “acute low back pain associated with
significant restriction in SLR is likely to be caused by a disc prolapse compressing the anterior theca.”3

A study by Xin et al of 113 patients “showed a close relationship between the location of the pain and the position of the protrusion of
the disc. The degree of limitation of SLR was also found to have a direct relationship to the size and position of the protrusion and to
its relationship to the spinal nerve. The protrusions were classified into three types according to position in relation to the dura mater
and to the pattern of pain that was induced by passive SLR. On SLR, central protrusions tended to cause pain in the back, lateral
protrusions caused pain in both the back and lower extremity.On this basis, the distribution of pain on SLR allowed an accurate
prediction of the location of the lesion in 100 (88.5 per cent) of the 113 patients.”4

Step Out Turn Out Maneuver

The SOTO maneuver is utilized in SOT both diagnostically and therapeutically in the treatment of disc herniations 5,6.  A study by
Remeta “evaluated a five case review from patient records where positive SOTO maneuver findings were correlated to MRI results.”7

The SOTO maneuver was performed on patients with lower extremity radiating pain. The patient was prone and the affected leg was
then abducted, the leg externally rotated and foot dorsiflexed. This position is held for 30 seconds and then placed in the neutral
position for one minute and then repeated. The patient’s report of the change in pain intensity (same, better or worse) determined the
indicated findings

“The SOTO maneuver is purported to help differentiate between lumbar disc lesions from a piriformis muscle syndrome. Additionally
the SOTO maneuver is also used to assist diagnosis into the type and severity of the disc lesion. Positive SOTO maneuver findings for
piriformis muscle syndrome is determined by elimination of the radiating pain after the first time the maneuver is performed. Disc
findings, on the other hand, were associated with reports of no change or worsening of the patient’s symptomatology, after the first
maneuver. For these patients the maneuver was performed two additional times at one-minute intervals. Findings of ‘same, same,
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better’ or ’same, better, better’ offered a good prognosis following SOT category three chiropractic conservative care.”7

“Findings of increased pain on second and third attempts of the maneuver was indicative of disc fragmentation and high probability
necessitating surgical intervention. A clinical study was performed to test the diagnostic accuracy of the SOTO maneuver in patients
with lumbar disc lesions. The study was accomplished by comparing initial examination SOTO indicators and results of MRI. A high
degree of accuracy was observed in being able to differentiate a disc bulge versus disc herniation via the SOTO Maneuver, as
supported by MRI. Therefore the five cases studied where positive disc finding were indicated by the SOTO maneuver followed by
MRI, offered consistent findings for segregating disc fragmentation from disc protrusion and prolapsed 7.”

SOT: A Systems Method of Analysis

The scenarios that follow depict three different patient outcomes.  There are case studies of each of the scenarios regarding basic
history, key findings and commentary concerning the outcome of each case.  SOT is a method of chiropractic based primarily on the
identification and treatment of three bodily systems (called Categories): The cranial-sacral respiratory system, the weight-bearing
system and the function of the lumbar spine. SOT was developed by Dr. M. B. DeJarnette, an osteopath and chiropractor .8  Utilizing
SOT evaluation procedures and incorporating standard orthopedic testing can help guide successful treatment and predictable
outcomes.  Keep in mind that some case scenarios will have overlapping findings but still can be judged for the predictability of its
outcome.

Scenario # 1 Presentation

Scenario # 1 has a spinal lean with possible lumbosacral pain along with pain in the buttocks and the upper leg on the OPPOSITE
SIDE OF THE LEAN.  The pain could or could not be duplicated with the SOTO maneuver; however, if painful, each SOTO will
lessen the pain.

A Heel Toe Test9 (standing and walking on the toes then on the heels) should be easily achieved without provoking pain.  The
patient’s pain should not be exacerbated while sleeping.  A SLR will have limitations bilaterally or unilaterally with possible pain on
the involved side.  The prognosis is positive.  The diagnosis is a bulging disc.  The predictability of recovery is favorable.

Findings: Remarks:

Pain Pattern Opposite side of the spinal lean

SOTO No pain, probable unilateral restriction

Heel/Toe Test Able to do, no pain

Spinal pattern Lean to side opposite the pain

Sleeping No night pain

SLR Bilateral or unilateral restrictions

Case Study Scenario #1

Basic History:   Female, Mary C., born 2/29/1940.  Right low back pain in lumbosacral area and pain in right lower buttocks.  Onset,
four months previous.  No trauma.  X-ray diagnosis:  spinal stenosis.

Key Findings:  Category III.  Left spinal lean.  Straight leg raise, right 75 degrees, left psoas.  No Heel Toe finding.  Right SOTO
restriction.

Commentary:  Presently out of pain, maintaining homecare and exercise.  Still has left lean, SOTO improved, SLR bilateral 90
degrees.

Scenario # 2 Presentation:

If the findings become more like scenario #2, the prognosis will be more guarded, the severity of the condition is greater and the
treatment plan is more conditional.  Patient participation becomes more important.
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Scenario #2 has possible spinal pain with pain of the entire leg on the SAME SIDE OF THE LEAN.  Pain is often elicited with the
SOTO maneuver.  More  repetitions may be needed for improvement, or it is possible that no improvement will be seen using SOTO.
The Heel Toe Test should still be negative for lower leg neuromuscular deficiency and pain.  The patient still should be able to sleep
through the night without being awakened by leg pain.  The SLR is also limited especially on the involved side.  As previously stated,
the prognosis is guarded; however, the probability of recovery is still possible.  The treatment plan must be regulated for maximum
patient support (rest, exercise and an understanding of the severity of the problem.)

Findings:       Remarks:
Pain Pattern       Same side as lean on entire leg
SOTO                   Possible pain with possible improvement
SLR                   Limited bilateral
Sleeping Able to sleep without pain
Heel Toe Test       Able to do with no pain.
Spinal Pattern       Lean to same side as leg pain

Case Study Scenario #2

Basic History:  Male, Louis S., born 11/25/1961.  Low back pain, left and lumbosacral area.  Left leg pain, posterior, buttocks and leg
into ankle, chronic history.  Recent episode three weeks ago.  Able to sleep through the night.
Key Findings:  Left spinal lean, left SOTO, slight posterior pelvic pain and restriction.  No Heel Toe finding, straight leg raise, r ight
70 degrees, left 60 degrees with slight discomfort in left buttocks area.

Commentary:  Out of leg pain, some lumbosacral pain, bilateral 85 degrees SLR.  Some left SOTO restriction.  No lean.  Continuing
homecare.

Scenario # 3 Presentation:

If the findings become more like scenario #3, the prognosis is even more guarded, the severity of the condition is even greater and the
treatment plan acceptance by the patient is with an understanding of the possibility of not having a fully successful outcome.

Scenario #3 can have no spinal lean or curvature with no lower back, buttock or upper leg pain.  The pain is severe in the calf and
possibly the foot, and there is difficulty sleeping because of the pain.  There will be no pain on SOTO.  SLR will have bilateral
restriction with significantly more restriction in addition to pain on the involved side.  There will be a positive Heel Toe Test finding
for pain and limitation on the involved side.  As mentioned, the prognosis is poor; a MRI will further define the problem and usually
medical intervention will be needed.  Scenario #2 and #3 are more likely to have disc herniations, scenario #3 obviously more severe.
Findings:       Remarks:
Pain Pattern       Severe in one calf
SOTO    No pain
SLR       Limited and painful on involvement side
Sleeping Unable to sleep through the night
Heel Toe Test       Limitation on side of involvement
Spinal Patter Worse if lean to same side as calf pain

but opposite side lean still a guarded prognosis.

Case Study Scenario #3:

Basic History;  Female, Lynn G., born 1/11/1975.  Pain left sacroiliac region and posterior left buttocks and leg into foot, most severe
in left calf.  Unable to sleep due to pain in left calf.  One month duration, progressively getting worse, especially the last three days.
Taking up to 1800 mg. Ibuprofen per day.  Painful when coughing.

Key Findings:  Difficult walking on heel and toes of left foot.  Left spinal lean, SOTO negative.  Palpatory tenderness, lumbar 4,5  and
lumbar 5, sacral spinous spaces.  SLR left 30 degrees and painful in calf.

Commentary:  Improvement of calf pain.  Pain when doing lumbar flexion exercising.  Limited adjustments due to personal problems.
Pain remains in low back and vague in left leg.  No longer left lean.  Heel Toe finding improved.  Sleeps better.  SLR 60 degrees
positive on left, normal on right.
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Treatment:

SOT category three procedures 10-3 can be extremely effective in treating all three scenarios, especially if DeJarnette’s Sitting Disc
Technique (SDT) 6,14 is incorporated along with the category three  adjusting protocol.  Also the SOTO maneuver is both a diagnostic
test and an adjustment.  Subsequent SOTO applications on the blocks further define the problem while at the same time may often
improve the patient’s presenting condition.  The SLR can be instantly retested in all three scenarios immediately after the SDT and
show a marked improvement.

Discussion:

All three scenarios should be examined repeatedly at each office visit utilizing a plumb line for weight bearing gravitational analysis.
As the antalgic lean lessens- and it often does - this alone can be significant for judging patient improvement.  SOT category three
treatment and analysis offers a unique skill set for doctors who treat patients who prefer not to have forceful thrusting to the spine or,
due to their condition, (e.g., post fracture, osteoporosis, etc.) may have contraindications to this form of care.

One crucial ingredient when it comes to the predictability of all the scenarios presented in this article is the patients are seventy years
of age or older, with possible compression fractures in the lumbar and/or transitional areas of the spine.  This is of particular
importance in female patients.  Acute compression fractures are extremely difficult to adjust and have a limited positive outcome
(guarded at best).  By following these protocols, patients with old compression fractures of the spine can be more manageable with a
better predictable outcome based on these three scenario guidelines.

Utilizing case studies to evaluate real clinical experiences 15 can be extremely valuable for doctors.  It can be used to understand how a
doctor with over 30 years’ experience uses patient assessment as an important piece in the “clinical experience” aspect of building an
evidence-informed practice. The study design was observational with no control or comparison group. Thus, changes of the patients'
conditions may have been the result of a natural progression of the condition, placebo effects, ideomotor effect, Hawthorne effects, or
confounding variables. It must be emphasized that the patients were not all treated in the same way because this was a pragmatic case
study.

Conclusions:

While there is a great need for randomized controlled trials (RCTs) to help evaluate the utility of assessment and treatment modalities,
this type of study does tend to limit the actual clinical encounter which occurs in a doctor’s office.  This reductionist quality of RCTs
makes incorporating pragmatic, observational type study of value in the development of an evidenced informed practice.  More
observational pragmatic case studies that can yield predictable outcomes should be presented as a means to incorporating evidence and
clinical experience into clinical practice.
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Resolution of Nocturnal Enuresis in five individual cases, following Chiropractic adjustment to correct vertebral subluxation

Rob Sinnott, D.C., FPhC
____________________________________________________________________________________________________________

According to prevalent data, nocturnal enuresis occurs in 10% of six year-olds, 3% of twelve year-olds, and 1% of eighteen year-olds.
Due to historical social embarrassment connected to this medical diagnosis, is not often openly discussed by either the afflicted
children or parents.  As such, it may escape detection by many in health care, meaning the incidence may actually be higher than
commonly noted.

Current science feels that there is no increased incidence in emotional disturbances in these children.  The typical medical treatments
include withholding drinking any fluids in the evening before bed, and alarms that wake the child when the child begins to urinate in
their sleep.

This paper involves five cases in the sequence of beginning Chiropractic care in male children ranging in age from 7 to 12 years of
age.  All cases were checked for the presence of vertebral subluxation and appropriate Chiropractic adjustment was given.  Parents and
children were instructed to keep records of the incidence of wet and dry nights, including the week previous to starting care through
the termination of nocturnal enuresis for a period of an entire month.

Chiropractic findings, how they were addressed, and further details of each case, as well as literature and physiology to explore the
mechanics of the role vertebral subluxation may play in such cases will be discussed in the paper.  Several neurological explanations
are put forth for how this mechanism of nocturnal enuresis via vertebral subluxation and resolution after Chiropractic adjustment may
be scientifically rationalized.
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Subluxation Reduction Demonstrated in ‘After-correction’ Blair Protractoviews

H. Charles Woodfield, III, BS Pharmacy, D.C., Michael Lenarz, D.C., Adam Klassen, D.C.
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Subluxation Based National Upper Cervical Chiropractic Association (NUCCA) Care for Tempomandibular (TMJ) Pain

H. Charles Woodfield, III, BS Pharmacy, D.C. & Marshall Dickholtz, Sr., D.C., FICA
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Sitting disc technique and the relationship to the straight leg raise: A retrospective case series of thirty patients

Harvey Getzoff, D.C.

____________________________________________________________________________________________________________

Abstract

Introduction: The purpose of this study was to determine if a chiropractic intervention, the sitting disc technique (SDT), could be

used in coordination with a common orthopedic/neurological test, the straight leg raise (SLR).

Case Series: A retrospective study of 30 sequential patients treated at one practitioner’s office that, following assessment and

evaluation, were determined to have a positive SLR bilaterally, and then were adjusted with the SDT and then reassessed utilizing the

SLR (measured with a flexometer). To qualify for the study all 30 patients had to have similar SLR findings on both leg lifts, pain in

the lumbosacral area with some pelvic area pain, unilateral lower extremity pain but not below the knee, and with pain localizing to

the leg contralateral to their antalgic lean.

Results: Improvement immediately followed care in 27 or 30 cases with the least improvement by 4 patients at 5°, maximum at 35°

by one patient and the majority showing improvement between 10-25°.

Conclusion: The SLR appeared to be a helpful method to monitor the functional improvement of the lumbar spine after successful

SDT adjustments. The SLR also appeared to parallel positive symptomatic changes that accompanied lumbar spine improvement

following the SDT applications.

References: Please see the end of the following full text submission.

------------------------------------------------------------------------------------------------------------------

Introduction

The purpose of this study was to determine if a chiropractic intervention, the sitting disc technique (SDT), could be used in
coordination with a common orthopedic/neurological test, the straight leg raise (SLR). Clinically the SLR could be used as a pre and
post assessment tool to assess the effectiveness of SDT application. Improvement of SLR following SDT application could help
determine which specific lumbar spinal segments related discs might  be helped by SDT adjustments.

Orthopedic and neurological tests are commonly used with chiropractic diagnostic methods to evaluate patients with chronic
mechanical low-back pain. However, studies have found these tests are not readily reproducible.1  In general, it has been found that
“most procedures commonly used by clinicians in the examination of patients with back pain demonstrate low reliability.”2  Since
studies to date suggest that a patient’s sensitivity and response to palpation for pain demonstrates good reliability.3 Change in pain
response has been seen as a good tool to measure patient improvement during a clinical encounter.4

The straight leg raise (SLR), also called Lasègue test, can be performed during the physical examination to determine whether a
patient with low back pain has an underlying herniated disk, mostly located at L5 /S1 level.5  A systematic review of the literature
including statistical meta-analysis noted that the SLR test has had its diagnostic accuracy limited by its low specificity.6  Yet other
studies have found that that the SLR can be useful. Jönsson and Strömqvist found that the SLR as performed in clinical practice has a
strong correlation with various parameters that signify the pain level of the patient.7  Summers et al noted that “acute low back pain
associated with significant restriction in SLR is likely to be caused by a disc prolapse compressing the anterior theca.”8

A study by Xin et al of 113 patients “showed a close relationship between the location of the pain and the position of the protrusion of
the disc. The degree of limitation of SLR was also found to have a direct relationship to the size and position of the protrusion and to
its relationship to the spinal nerve. The protrusions were classified into three types according to position in relation to the dura mater
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and to the pattern of pain that was induced by passive SLR. On SLR, central protrusions tended to cause pain in the back, lateral
protrusions caused pain in both the back and lower extremity. On this basis, the distribution of pain on SLR allowed an accurate
prediction of the location of the lesion in 100 (88.5 per cent) of the 113 patients.”9

The Sitting Disc Technique (SDT) has been found clinically to be an effective method of adjusting the lumbar spine for any lumbar
subluxation or related discogenic syndrome.10  In combination with the SDT, the SLR can be both a subjective (patient’s pain
response) and an objective (patient’s range of motion) test to elicit and locate lumbar and sciatic pain. It can also be used to judge the
function of the lumbar spine, pelvis, and hamstring muscles.11  Clinically, the SDT has been found to have a positive effect on the SLR
findings when it is performed correctly.12  This paper is a retrospective analysis of how patients presenting with a specific selection
criteria responded to the SDT intervention.

Case Series – Intervention/Methods

This paper is a retrospective study of 30 sequential patientstreated at one practitioner’s office that, following assessment and
evaluation, were determined to have a positive SLR bilaterally, and then were adjusted with the SDT.  They were then reassessed
utilizing the SLR.  To qualify for the study all 30 patients had to have similar SLR findings on both leg lifts. Although the SLR is
often used as diagnostic when a positive response is elicited unilaterally, for the purpose of this study only patients with bilateral
symptomatology were used. All 30 patients’ cases reviewed for this study had pain in the lumbosacral area with some pelvic area pain
and unilateral lower extremity pain not below the knee, with pain localizing to the leg contralateral to the antalgic lean.

Methods/Intervention

The Straight Leg Raise (SLR) was performed with the patient lying in the supine position.  The doctor would passively lift the
patient’s one leg straight up, with no knee flexion either side and with no lifting of the pelvis.  The examiner passively helped the
patient, by lifting at the Achilles area until resistance or pain was met.  Using a flexometer, the degree of hip flexion was measured.
As a matter of importance in this study, the measurement for each SLR was measured 5.  If pain was elicited, the area of pain was
noted whether it was in the lumbar spine and if the pain that radiated down the leg.  Since the three lower lumbar discs tend to have
distinct pain patterns in the lower extremities, care was used when evaluating pre and post SLR findings relative to the  SDT
intervention.  Generally the L5/S1 disc sciatica is more posterior in the thigh/leg, the L4/L5 disc sciatica is lateral in the thigh/leg, and
the L3/L4 disc sciatica is more anterior in the thigh/leg.

The SDT used was performed to five times at each interspinous space, L3/L4, L4/L5, and L5/S1 with the patient sitting on a stool or a
chair with the back of the chair to the side. The doctor made contact with his thumb just inferior to the tip of the spinous process of
fifth lumbar.  The patient was instructed to move into lumbar spine flexion by pulling their abdomen inward while arching the spine
back (from lordosis to kyphosis).  The doctor maintained a holding pressure in the superior direction on the spinous process of fifth
lumbar.  At the same time, the patient brought their chin to their chest.  The patient then returned the spine and head to a neutral
position, while the doctor maintained a holding pressure in a superior direction on the spinous process.  The process was repeated
approximately three times on the inferior aspect of each lumbar spinous process.  At the same time that the spinous process inferior tip
was contacted, the doctor attempted to feel the space between the adjacent spinous processes of the lumbar vertebra below using the
same thumb making the spinous process contact.

Thirty Patients – Pre and Post SLR Improvement Following SDT

Degree of SLR
Improvement

0° 5° 10° 15° 20° 25° 30° 35°

Number Patients 3 4 4 4 7 5 2 1

As can be seen from the chart above, the greatest change was an improvement between 5-25 percent.  Three patients had no
improvement following the SDT,and three patients had greater than 25 percent improvement following SDT.

Discussion

The SDT may be indicated when any sign or symptom of lumbar involvement is present.10  Diagnostically, the SDT is needs to be
repeated if any spinous process of the lumbar spine is painful while executing the SDT, and if the spacing between the lower adjacent
spinous process does not improve as the doctor repeat the process.  In this study, after the SDT was performed the patients showed
improvement with less sensitivity at the spinous process to palpation, more interspinous space, general improvement in lumbar
flexion, and improved findings on repeated SLR.

J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012 79    IRAPS Proceedings



Conclusion

The SLR appeared to be a helpful method to monitor the functional improvement of the lumbar spine after successful SDT
adjustments. The SLR also appeared to parallel symptomatic changes that accompanied lumbar spine improvement following the SDT
applications, which included less sensitivity at the spinous process to palpation, more interspinous space, and general improvement in
lumbar flexion.  From this limited study it was determined that utilizing the SLR and the SDT relationship in conjunction with spinal
patterns, pain patterns, and ranges of motion can guide the management of dysfunctions of the lumbar spine and disc-
relatedpresentations.  Further study with a larger sample utilizing a control, sham intervention, and randomization would be indicated.
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Chiropractic and Epilepsy

Jasen Van Dyke
Chiropractic Intern, Sherman College of Chiropractic

(Advisor: John Hart, DC, MHSc, Sherman College of Chiropractic)
____________________________________________________________________________________________________________

Introduction

There is some evidence that chiropractic care may be beneficial for patients with epilepsy. 1 The present study seeks to continue with
this line of research with a sample of 30 patients who will be randomized into adjustment or sham group. Preliminary findings of this
study (for the first patient) are reported in this presentation.

Methods

The target population for this study consists of patients of any age who have a diagnosis of epilepsy. After analyzing the spine to
identify a subluxation(s), a full spine adjusting protocol is used. Autonomic function is assessed with heart rate variability and thermal
pattern analysis. A journal is kept by the patient (or caregiver) to track seizure activity, date of seizure, time of seizure, duration of
seizure, whether injuries occurred during the seizure, and description of the seizure.

Results

For the first patient, a 42 day seizure journal prior to chiropractic care reveals 30 seizures (0.7 seizures / day), each lasting an average
of 3.73 minutes each.  Post-adjustment results reveal 18 seizures over a 29 day period (0.6 seizures / day), with the average seizure
lasting 2.68 minutes.

Conclusion

This patient appears to be experiencing relief from seizure activity following the delivery of subluxation-based chiropractic care.
Initial results warrant continued research and other patients with epilepsy are encouraged to consider participating in this study.
Statistical analyses will be applied to a future sample of 30 patients.

Reference
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A Lexicon for Structural Hygiene for the Developing Human™

Brigette Bowler, D.C. and Kathryn Conlen, BA, MT, CST
____________________________________________________________________________________________________________

A lexicon is a defining list of the words and phrases important to any group to recognize terms, words, and concepts as well as convey
meaning in any field.  “A central role of the lexicon is the documenting of established lexical norms and conventions. Lexicalization is
the process where new words, having gained into widespread usage, enter in the lexicon.” Wikipedia

Structural Hygiene for the Developing Human™ is a model of care developed by Brigette Bowler, DC in the last 25 years based on
the basic tenants of the Hole-in-One (HIO) chiropractic technique, science and philosophy of BJ Palmer, DC.  The Greenbooks
provide knowledge and theory reaching deep into the chiropractic meaning of human experience of health, life and its order.
However, our lexicon we will not review all of these terms but use lexicalization to introduce the new concepts to the chiropractor or
healthcare provider.

Terms will be introduced from the system of cranial manipulation spanning 100 years of science and practice.  These combined with
concepts of human growth and development from neonate to adult that are used to guide the practitioner both theoretically and
physiologically recognizing stages of life development which can be used by the practitioner for the following:  decisions on effective
therapeutic interventions and protocols, patient education and recognizing signs of health or dis-ease for sequencing of care as a
member of an interdisciplinary team.

Ultimately all lexicons relative to the human body are used to describe the one body.  It is depth of understanding and revelations of
life and health as both a physical science as well as a spiritual practice that lead a practitioner or doctor of the human body to guide a
patient successfully to harness one’s life force at any point in the life span no matter if dis-ease is at hand or for the promotion of
health.

Lexicon:

1) Structural Hygiene for the Developing Human™
2) Structural Hygienist™
3) “Get Your Head on Straight and all Else Follows”™
4) Compensational Kink
5) Injury Kink
6) Brain Kink
7) Facial Kink
8) Upper Rib Cage Kink
9) Lower Rib Cage Kink
10) Pelvic Kink
11) Shoulder Kink

Introduction:   Essential Chiropractic has been in existence for 23 years and will continue without ever veering away from a central
and solitary focus on subluxation of the OAA joint.  A referral based cash practice emphasizing the vitalistic philosophical and
scientific tenets laid out in DD and BJ Palmer’s books as well as Stevenson’s text, and taught and practiced at chiropractic schools for
over 100 years. Vertebral subluxation is what differentiates chiropractic from the other major Doctor licenses and the profession must
protect our education from being infiltrated and adulterated with diagnostic and therapeutic modalities.

Methods:  As described and assessed in the paper HIO in the 21st Century published in the proceedings of IRAPS 2010 in JVSR, this
model of chiropractic care is focused on minimizing adjustments and maximizing patient education.  This paper tabulated statistical
data quantitatively and qualitatively and concluded that the initial year of care following this model includes an average of 7 to 10
visits and 1 to 3 adjustments delivered to the OAA joint.  This conclusion was supported by Dr. Felicia Stewart’s philosophical thesis
that the chiropractor that is bringing people to balance and wellness with the least number of adjustments is demonstrating the
chiropractic philosophy the best.  In general the accepted idea of chiropractic philosophy is that the body is a self regulating vital
organism and that vertebral subluxation (VS) in and of itself is detrimental to the vitality because it impedes and complicates the flow
of information to and from the central nervous system. The body mind human being is compensating for postural neurological
imbalance deferring energy vital to health.

12) “Be Doctor Free including Me”
13) Pelvic Tilt
14) Pelvic Tilts holding the rib cage
15) Pelvic Rock
16) Angel Wings
17) Toes Taps
18) Sequencing of care
19) SBJ (Sphenobasilar joint)

Sphenobasilar Subluxation
20) 4 Hands (Multiple Hands)
21) Set on Sphenobasilar Joint
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Discussion:  The future of VS-centered care is alive and well in Ferndale Michigan and Perrysburg Ohio where a cash based model
markets itself as a non diagnostic and non therapeutic form of health care.  Dr. Rachel Berent, Palmer 2011 is trained in this model of
Structural Hygiene and has been practicing for a little over one year.  We will be assessing her stats for a future IRAPS.  Vertebral
subluxation is what separates chiropractic from physiatry, physical therapy, osteopathy and allopathic medicine.  Moving away from
vertebral subluxation and towards diagnosis and treatment of conditions has already happened.  Chiropractic is at the bottom of a
slippery slope and that slide started in the 1990s when Sherman College of Straight Chiropractic surrendered to CCE accreditation and
we hit the bottom when the word Straight was removed from Sherman College and the Federation of Straight Chiropractic
Organizations.  Deductive reasoning shows plainly that the scientific theory and practice of chiropractic focusing on correcting VS is
indeed a helpful form of health care. VS in and of itself it is detrimental to health and the patient notes the difference when it is
corrected, if this was not true chiropractic would not have survived a virtual media blackout as well as political persecution and
subterfuge from within the profession itself.

Conclusion:  This profession is at a critical point again although the paradigm of “What is Health Care” is shifting in our favor.
Vitalistic philosophy is being supported by scientific theories brought forward by credible scientists like Bruce Lipton and others that
agree that deductive reasoning must be paired with inductive reasoning to form a wholistic theory of how and why humans thrive in
this earthly environment.  More research should be focused on population studies and wellness parameters measured before and after
subluxation correction.  Continuing to publish case studies of conditions alleviated through chiropractic care is better than nothing but
longitudinal population studies and meta studies of similar practice modalities will show the value of chiropractic care as primary
health care in generation after generation.
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User-Friendly Analysis of the Neurological Interference Component of the Vertebral Subluxation: A Case Study

John Hart, DC, MHSc
____________________________________________________________________________________________________________

Introduction: Accurate and valid analysis of the neurological interference component of the vertebral subluxation (NICVS) is
arguably the most important aspect of chiropractic practice. Two low-tech (user-friendly) options for analyzing NICVS are introduced
in this case study: 1) Forehead temperature variability (FTV) and 2) manual pulse rate variability (MPRV). Various literature sources
exist for forehead temperatures 1 and pulse rate variability, the latter typically using higher forms of technology. 2 The present study
modifies these procedures to fit chiropractic practice.  Because of their variability component, the low-tech tests are consistent with
the adaptability model of vertebral subluxation advanced by Stephenson. 3

Methods: A 38 year old male was examined on six visits, without spinal adjustment. Forehead temperatures were obtained with an
infrared thermometer. Absolute differences between consecutive readings were calculated for FTV. MPRV was obtained by palpating
the radial pulse four different times within an approximate two minute period with subsequent calculations of the measurements.
Analysis of trends and outliers is made. A calculation of an NICVS index is also made by subtracting FTV from MPRV (a lower index
is considered healthier than a higher one).

Results:  For individual tests, Visit 3 shows the lowest (best) for MPRV while Visit 6 shows the largest value (best) for FTV. For
NICVS index, Visit 2 shows the highest (worst) while Visit 3 shows the lowest (best) (Table 1).

Conclusion: This case study introduces user-friendly, low-tech tests and calculations intended for objective NICVS analysis. More
rigorous research is needed to determine if these tests are clinically valid.

References:
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Table 1. Measurements for NICVS. LF and UF = lower fence and upper fence for outlier analysis. Bold = outlier. NICVS index
calculated by subtracting FT from P-D. Example for NICVS index, Visit 4: (17.8 – 0.2) + 4 = 21.6.  Smaller indexes are considered
healthier than larger ones.

Test Visit1 Visit 2 Visit 3 Visit 4 Visit 5 Visit 6 LF UF
1. MPRV 16.3 20.3 13.0 17.8 18.0 18.0 14.56 20.06

2. FTV 92.9 93.6 93.0 93.2 92.7 93.6

Absolute difference 0.7 0.6 0.2 0.5 0.9 0.2 1.0
NICVS Index 19.6 12.4 17.6 17.5 17.1 16.4 18.2
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Regional Synchronization Method: Predicting Vertebral Misalignment Patterns to Provide a More Effective Treatment.

Heinz-Peter Schafer, MPH, MD, Russel E. McArthur, DC, Virginia Schafer, DC, MD

____________________________________________________________________________________________________________

We studied a cohort of individual new patients at two chiropractic offices to identify balance patterns that may provide information for
the study and treatment of vertebral misalignments. These patterns were dictated by the Regional Synchronization Method (RSM) that
considers the plumb state of the body’s frame and how each of the main three regions are affected by the synchronization of the
rotational misaligned bones with their balance partners.

Methods: Study subjects were selected from new patient data from two chiropractic offices that currently utilize the regional
synchronization method for analysis and treatment of chiropractic vertebrae misalignments. Information was obtained from 118
patient records between July and September 2010. It included demographics, entry complaints (head, upper body or lower body), leg
length discrepancies measured in the prone and flexed position, misalignments via X ray analysis, standing hip and shoulder levels,
and soft tissue abnormalities. Leg measurements were taken when lying prone and then with knees flexed 90 degrees. X-rays were
taken (cervical, thoracic, lumbar and sacral) and each vertebra was examined for a rotational misalignment. This datum point was
recorded as an “L”, “R” or an “N” (neutral).

Results: Of the 118 patients, 67 patients were female and 51 were male. More white patients (98) participated than black patients (20).
The age of males and females were 52.5 ± 18.0 and 50.8 ± 16.7 (mean ± sd, p=0.582). Women had more upper body complaints (i.e.
C3 – T12) than men (χ2 = 5.154, p = 0.023). From the RSM, those that had a short leg (Left or Right) that remained short when knees
were flexed were expected to have more ipsilateral misalignments than contralateral misalignments, primarily in the cervical and
lumbar spines. Those that had a short leg on one side while prone, which became the longer leg when the knees were flexed were
expected to have more contralateral misalignments, primarily within the thoracic spine. In the cases of Left – Left, Left – Right, and
Right – Right, the hypothesis was supported; however, for the case of the right leg prone and then becoming longer when flexed.
(Right - Left), there was no statistically significant difference between the average number of ipsilateral and contralateral
misalignments overall. To rule out some confounding factors, an ANOVA was conducted with respect to age for the four groups.
There was no significant difference in age (F = 1.284, p = 0.283). There was also no significant difference (χ2 = 1.675, p = 0.643) with
race or gender (χ2 = 2.244, p = 0.523).

Conclusion:  The RSM can explain a pattern of misalignments in many cases where the leg length remains consistent and thus
provide important information in the treatment of the misaligned vertebrae.
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The Effects of Network Spinal Analysis on Children Diagnosed with Autism Spectrum Disorder with Accompanying Speech
and Language Deficits

Karen Lumb, Chiropractic Student, Sherman College
____________________________________________________________________________________________________________

Objective: The study objective was to determine if children diagnosed with Autism Spectrum Disorder would improve their language
skills while receiving Network Spinal Analysis (NSA) care, a specialized technique in chiropractic.

Methods: Two children were in this study, both children were already diagnosed with autism spectrum disorder, Q, male child, age 3
years 8 months and, S, female child, age 3 years 5 months.

These two children received level 1 of NSA care for one year.  NSA care is a specialized chiropractic technique.  The chiropractor
applies gentle forces along the spine to elicit unique sensory and motor responses, as well as redistribution and release of spinal
tension.

The specific outcome that was measured was the Preschool Language Scale-4 (PLS-4); this test is standardized and objectively
evaluates expressive and receptive language skills.  The PLS-4 was given four times over the one year period; the first test given was
within one week of the initiation of NSA care, then again at 4 months, 8 months, and then following the end of their care program.

Results: Expressive and receptive language delays were assessed before, during, and after NSA care.  The average range for this test
is 85-115, with a mean of 100.  Before receiving care, Q presented with a moderate language delay on his Total Language Score, his
standard score for auditory comprehension was 77, and for expressive communication his score was 78.   S presented with a severe
language delay on her Total Language Score, her standard score for auditory comprehension was 59 and for expressive
communication her score was 77.

After 4 months of NSA care, both children showed improvements in expressive and receptive language skills.  Q’s standard score for
comprehension went up 4 points and an increase of 5 points on the standard score for expression; S’s standard score for
comprehension went up 21 points and an increase of 5 points on the standard score for expression.  These advances continued
throughout the one year study, with results at the end of care, indicating receptive and expressive language skills for one child, Q, to
be well within the average range, his standard score for auditory comprehension was 109, and his standard score for expressive
communication was 105. S’s final test was just below the mean in the average range, her standard score for auditory comprehension
was 95, and her standard score for expressive communication was 83. Additionally, improvements in social language, interaction, and
symbolic play were reported by the parents.

Conclusions: In these case studies, two children with autism experienced significant improvement in expressive and receptive
language skills measured by objective outcomes, as well as subjective improvements in social language, interaction, and symbolic
play noted by parents and teachers.  The progress documented in this report suggests that NSA care may have positively affected the
language development of these children.  Additional studies are needed to study the mechanisms that may be involved and how the
process of NSA care possibly affects the development of children with autism.

Key words: autism, autism spectrum disorder, expressive and receptive language delay, chiropractic, Network Spinal Analysis,
Somato Respiratory Integration.
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Determining relative motion between Occ-C1-C2 using the base posterior spinographic model on a single case

Rob Sinnott, DC, FPhC
____________________________________________________________________________________________________________

Much discussion occurs, even today, as to the relative motion between elements of the upper cervical spine.  This point of curiosity
might be considered using a spinographic view common in Chiropractic for many decades—the Base Posterior view (BP).

This used a single case, found by two Chiropractic examiners to be clear of vertebral subluxation via analysis both pre and post.  The
subject also had two examiners measure the seated rotation of the head each direction from neutral, as it was felt that rotation in the
Base posterior position might not exhibit full rotation.  A comparison of the findings from clinical to spinographic was also made.
Views were taken using a standard neutral BP, as well as in full active head rotation to both the left and right.  Line drawings were
then performed and a Magnamensurator used to determine the relative rotational change between the Occ, atlas and axis.

While this case may yield interesting results, it can not be applied broadly to other cases.  It is hoped that this single case may suggest
need for a larger and more thorough study to settle this question with more concrete data.
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An Epidemiological Approach to the Effects Subluxation-Based Chiropractic Care Has on Managing CVD Risk Factors: A
Case Study and Review of the Literature

Nate A. Blume, D.C. & Eric L. Zielinski, BA (Presenter)
Student, Life University College of Chiropractic

____________________________________________________________________________________________________________

Objective:  1) To provide a thorough review of the literature concerning cholesterol’s relationship to cardiovascular disease. 2) To
explain the potential efficacy subluxation-based chiropractic may have in normalizing serum lipid levels. 3) To present the results of a
male patient who underwent chiropractic care and subsequently experienced lipid panel normalization.

Clinical Features:  54 year old male first presented into office with chief complaint of dyslipidemia. One month prior to care patient
had a lipid panel drawn indicating that his total cholesterol levels were 124, LDL levels were 63, HDL levels were 38, and triglyceride
levels were 116.  Other complaints included anxiety, constipation, fatigue, irritability, mood swings, neck pain, and stiff neck.
Occupational and personal stress levels were reported 8 out of 10. He also indicated suffering from depression. Health history
included:  angioplasty/stent; double hernia surgery; exploratory lung surgery; hydrocele; three separate rotary cuff operations. Being
diagnosed with “high cholesterol” 12 years ago after suffering a myocardial infarction, patient was taking several lipid normalizing
medications.

Intervention and Outcomes:  Paraspinal surface electromyography, range of motion, and thermography readings were taken on the
initial visit, on the twelfth visit one month later, and fifteen days after his second blood draw (4 ½ months into care). In conjunction
with the above findings, vertebral subluxations were confirmed at the levels of C1, C5, pelvis, and sacrum.  Care plan included thirty
one patient visits over a five month period before blood draw confirmed that his cholesterol levels decreased. No reportable lifestyle
changes occurred in patient beside chiropractic care.  In response to the positive blood work results, the patients’ cardiologist reduced
prescriptions.

Conclusions:  A thorough literature review utilizing various medical textbooks and on-line search engines (the Index to Chiropractic
Literature, Mantis, PubMed, and Scopus) revealed that the study of atherosclerosis and cardiovascular disease (CVD) has a rich
history, dating back over 2,000 years of recorded etiology. It is important to note that the research is clear in one thing: global
authorities unanimously conclude that no one knows, for sure, the cause of CVD. One of the most generally recognized risk factors is
the role cholesterol plays in atherosclerosis and subsequent plaque build-up. We offer a brief historical account of the role cholesterol
has played in CVD and provide the most recent global data. Our study revealed that the “cholesterol is harmful” hypothesis is not
ubiquitously supported by evidenced-based medicine. There appears to be a growing paradigm shift that subscribes to the theory that
stress-related inflammatory and hormonal responses are key components to atherosclerotic plaque build-up and subsequent CVD. A
review of the chiropractic literature indicates that there is a well-documented relationship between subluxation-based chiropractic care
and reduced stress levels, normalized hormone levels, and also normalized lipid levels. This suggests that chiropractic care may have a
direct impact in lowering the primary CVD risk factors. This case study warrants further research to substantiate these relationships.

Key Words:  Chiropractic; subluxation; cholesterol; hypercholesteremia; dyslipidemia; statins; stress; inflammation; cardiovascular
disease, atherosclerosis.
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The Effects of Grostic Upper Cervical Care on CVD Risk Factors: A Pilot Study

Richard J. Grostic, D.C., Matthew McCoy D.C., MPH, Eric L. Zielinski, B.A.
____________________________________________________________________________________________________________

Objective:  Cardiovascular disease (CVD) is the #1 cause of death globally. Billions are spent in pharmaceuticals to regulate plasma
lipid levels and surgeries like angioplasties and stents. The purpose of this proposal is to describe a case-control design to investigate
whether chiropractic care can help manage some of the major risk factors associated with CVD.

Background:  The proposed study will test the mechanisms presented by Blume and Zielinski wherein they hypothesized that
chiropractic care may be effective in managing atherosclerosis and other risk factors associated with cardiovascular disease (CVD)
due to its potential effect on inflammatory markers; namely, C-reactive protein (CRP), immune system response(s), and stress.

Methods: Ten subjects will be recruited who are:
• non-smokers
• at least 40 years old
• male or female
• taking at least one lipid normalizing pharmaceutical for at least 1 year duration
Participants are required to have never been under chiropractic care in their lifetime or have not been under chiropractic care for at
least 12 months prior to participating in the study. Participants will sign a disclaimer committing to not change any of their lifestyle
behaviors during the 6 week study (i.e. they will not alter their diet, exercise, or stress management habits).  Two blood draws will be
conducted on each patient; one before care is initiated and one after care. Six weeks of upper cervical specific care following the
Grostic procedure will be performed on each subject.

Conclusions:  This will be the first study to compare CVD risk factors and chiropractic care. By evaluating blood drawn CVD risk
panels from selected participants, we hope to confirm that chiropractic has an effect in managing CVD risk factors. As a pilot study,
favorable results will justify a larger follow-up study using random control trial design with a larger population.

Key Words:  Chiropractic; subluxation; cardiovascular risk factors; dyslipidemia; cortisol; C-reactive protein; stress; inflammation;
cardiovascular disease, atherosclerosis.
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Interference to the transmission of the mental impulse, also known as Dysponesis

Terry J. Van Dervort, DC, ACP, DPhCS

____________________________________________________________________________________________________________

The purpose of this paper is to confirm the scientific validity of the chiropractic research that took place under the direction of Dr. BJ

Palmer.  I will show that Dr. George Whatmore’s work demonstrating dysponesis actually parallels, step by step, Dr. BJ Palmer’s

scientific research at the Palmer College research clinic when he demonstrated “interference to the transmission of the mental

impulse.”  I will reference research papers written by Dr. Whatmore in 1958, 1964, and 1968 to demonstrate the procedure used by

Dr. Whatmore during his research at the University of Washington Medical School.

I will contrast that information with references from Stephenson’s Chiropractic Textbook and Palmer’s Chiropractic Clinical

Controlled Research.
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A Case for “Expression” as a Major Concept in Understanding Chiropractic

Jack K. Van Dervort, DC, DPhCS

____________________________________________________________________________________________________________
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Straight Mixers and Mixed up Straights: The End of the Straight/Mixer Dichotomy. An Exploration of Terminology to
Describe Different Types of Chiropractors

Matthew McCoy DC, MPH

____________________________________________________________________________________________________________

The chiropractic profession has historically been mired in an internal battle to define itself based on what individuals and groups of
chiropractors do in practice. Traditionally, and even to this day, the terms “Straight” and “Mixer” have been used to divide
chiropractors into two broad classes. Other attempts have been made to classify chiropractors as Broad, Focused or Middle Scope. The
purpose of this paper is to describe the contemporary spectrum of terms used to describe who chiropractors are and what they do. The
argument is made that one can no longer describe the profession using a simple dichotomy but that in reality the profession is made up
of a very broad spectrum of practice styles and scope. The implications of this for the future of chiropractic education and practice are
discussed.
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An Epidemiological Approach to the Effects Subluxation-Based Chiropractic Care had in Managing a Three Year Old Girl
with Autism, Acid Reflux, Bilateral Head Pain, Seizures, and Vomiting: A Case Study and Review of the Literature

Staci Jean Borkhuis, D,C. & Eric L. Zielinski, B.A.
____________________________________________________________________________________________________________

Objective:  We are in the midst of a worldwide Autism Spectrum Disorder (ASD) epidemic, 1 out of every 150 children are affected.

This paper offers some common diagnostic criterion applicable to all health care providers and tells the story of a typical child battling

autism through a case-study format. We present the findings in which a three year girl received great results and symptom relief from

common neurological autism manifestations, acid reflux, vomiting, and seizures as a result of subluxation-based chiropractic care.

Clinical Features:  Thirty five month old girl presented into office with the chief complaint of bilateral, intermittent, dull pain of a

moderate level in her head. Secondary complaints were all seemingly related under various presentations of ASD. She was born

prematurely at 28 weeks weighing 2 pounds, 5 ounces.  After struggling for two years with the child’s seemingly abnormal behavior

and significant developmental delays, her parents decided to take her in for a thorough developmental evaluation. The Modified

Checklist for Autism in Toddlers (M-CHAT) was administered and five critical items were failed, though, it is noted that she achieved

all developmental milestones at typical times, with the exception of talking.

Intervention and Outcomes:  Subluxation-based specific chiropractic care was administered to the patient which resulted in

complete resolution of bilateral head pain, acid reflux, vomiting, frequently waking up during the night, and significant improvements

in neurogenic ASD manifestations; i.e. calm behavior, increased eye contact, happier demeanor, improved attitude, and an initiation to

sound out words. After five months, the patent did not relapse in any of these areas and it was reported by her pre-school teachers that

she had a significant increase in focus and attention; as well as more interest in toys, books, and playing more quietly. The following

two months, the patient experienced a significant relapse in acid reflux, vomiting, and waking up during the night presumably because

she was not under chiropractic care. Interestingly, during this time, she began to verbalize words at home in a delayed manner; though,

still not imitating words or motions upon request. After resuming care, the acid reflux symptoms were resolved again within two

weeks. She continues to progress greatly neurologically as is evident with a significantly increased vocabulary, continued

improvement in attention and focus, and complete lack of epileptic episodes.

Conclusions: As seen in the literature ASD children generally have GI issues preventing them from properly digesting and

metabolizing the food they eat. Consequently, it is has been suggested that nutritional deficiencies create malnourished brains which

can trigger genetic tendencies to ASD. Subsequently, the relationship between acid reflux resolution and chiropractic care cannot be

ignored. We suspect a direct correlation in increased nutritional status due to GI correction and decreased ASD symptoms. We purport

that chiropractic care should be a first-step and continuing approach in ASD management. By working closely together with

Occupational Therapists, MD’s, and Psychiatrists from the onset, we expect to see far greater improvement by implementing

chiropractic than without.

Key Words:  Chiropractic; vertebral subluxation; thermography; motion palpation; pediatric; developmental delay; autism; ASD;

seizures; GERD; sleeplessness.
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Correlation between Heart Rate Variability and Novel, User-Friendly Pulse Rate Variability Methods *

John Hart, D.C., MHSc
____________________________________________________________________________________________________________

Introduction: Higher tech methods of neurological analysis (e.g., heart rate variability) for assessing the neurological interference
component of the vertebral subluxation (NICVS) are typically performed periodically (e.g., every 6 visits). Valid lower-tech methods
of NICVS would allow analysis for interim visits. At present, options for such lower-tech methods are few.

In this study, a novel, low-tech method of manual pulse rate variability (MPRV) is compared to the higher-tech autonomic measure of
standard deviation of normal-to-normal beats (SDNN) in heart rate variability. A larger SDNN value reflects greater variability and is
considered healthier compared to a lower SDNN. 1 Neuro-variability assessment is consistent with the vertebral subluxation (VS)
adaptability model advanced by R.W. Stephenson. 2 An earlier pilot study on MPRV, with an initial sample size of 13 did not show
statistically significant correlations. 3

Methods: In addition to the previous 13 volunteers, a total of thirty-two participants were examined with heart rate variability
(SDNN) and MPRV. The low-tech method (MPRV) consists of four radial pulse measurements taken within a two minute period. The
measurements are analyzed for their: a) average and b) difference between the largest and smallest counts. This difference is
subtracted from the pulse average. The manual pulse mean (MPM) and variability (MPRV) are compared to SDNN using correlation
analysis and inverse correlations are expected.

Results: Both methods (MPM and MPRV) showed moderate strength, statistically significant inverse correlations with SDNN.

Conclusion: Chiropractors may have new options for assessing NICVS on every patient visit in the form of MPM and/or MPRV.

Acknowledgement
* Full paper in review at Annals of Vertebral Subluxation Research
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Upper cervical chiropractic care for chronic migraines and vertigo: a case report

Michael Lenarz, D.C., Christopher Perkins, D.C., Mychal Beebe, D.C
____________________________________________________________________________________________________________

Introduction: Migraine headaches are debilitating and present a burden to the US population and healthcare system.  Prevalence
studies estimate that migraine affects 15%–25% of women and 6%–8% of men, while more than 2.5 million people in North America
have at least one day of migraine per week (1, 2).  Use of chiropractic demonstrates positive results of headache symptom relief with
small clinical trials in nonspecific adjusting of several vertebral segments (3, 4).

A 54 year-old female patient entered the office with complaints of migraines 1-2 times per week and extreme chronic neck pain and
vertigo for the past 10 years. She was injured in a motor vehicle accident ten years prior to her first visit in our office.  Written consent
from the patient was obtained allowing us to publish her personal health information without divulging personal identifiers.

Methods: Examination also revealed increased postural distortions, with a 5/8 inch left lateral sway, 3/4 inch right head tilt, 5/8 inch
left shoulder drop and a ½ inch hip drop.  The RAND 36-Item Health Survey was used as an outcome assessment on health-related
quality of life.  A paraspinal thermal analysis was performed with the Tytron C-3000 from the level of C7 to the occiput. The patient's
initial paraspinal scan contained thermal asymmetries as high as 1.15 degrees C.  According to cervical thermographic guidelines,
thermal asymmetries of 0.5 ºC or higher indicate abnormal autonomic regulation or neuropathophysiology (5-11).

The Blair upper cervical chiropractic technique protocols were used to guide treatment for this patient (12-14).  The patient was seen
19 times over a period of 12 weeks. She received 3 Blair spinal manipulations to her C1 during this time.

Results: The patient was seen 19 times over a period of 12 weeks. She received 3 Blair spinal manipulations to her C1 during this
time.  A post adjustment thermal scan was performed 12 hours after the initial adjustment and revealed a thermal difference of only
0.37 degrees C.  There was significant improvement in the RAND-36 scores (see tables 1 & 2 below).

The patient reported having 1 migraine 2 weeks after the first manipulation. Since that time, she has reported no migraine episodes,
neck pain or vertigo.
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Resolution of Colic in an Eight Week Old Infant Undergoing Chiropractic Care: A Case Study

Ron R. Castellucci, B.S., D.C., ACP
____________________________________________________________________________________________________________

Objective: To report the effectiveness of chiropractic care using light impulse finger adjustments on an 8 week old newborn female
with diagnosed infantile colic.

Clinical Features: An 8 week old female patient presented to the office with classic symptoms of colic. It was reported that the
patient cried for up to 5 hours at a time and that she appeared to wince in pain upon making a bowel movement. The crying spells
often lasted well into the night. These complaints resolved after three chiropractic adjustments. After one year mom reports that the
condition has not returned and the patient is a healthy, thriving one year old.

Interventions and Outcomes: The treatment protocol was limited to chiropractic spinal analysis using static, motion and muscle
palpation followed by chiropractic care using light impulse finger adjustments in the supine and side lying positions. The segmental
levels that were addressed were C1 and T11. Plan of care included 8 visits over 4 - 6 weeks. Improvements were seen after one visit
and complete resolution of the symptoms were seen after 8 visits.

Conclusion: The case of an 8 week old infant with colic is presented. Significant improvement followed by complete resolution of the
condition following the initiation of chiropractic care. More research is certainly warranted in the area of colic and the benefits of
chiropractic care. The minimally invasive approach of chiropractic adjustments and results demonstrated in the literature suggests that
chiropractic must be included in the treatment protocols for all infants who present with the condition of colic.

Key Words:  Chiropractic, vertebral subluxation, colic, infantile colic, adjustment, manipulation, muscle palpation, somatovisceral,
somatoautonomic, gastrointestinal
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Chiro-Dentity and Our Lexicon

J. Alan Lovejoy, D.C., LCP, FICA
____________________________________________________________________________________________________________
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How Complexity of Thinking has Shaped Chiropractic’s Philosophy

Simon A. Senzon, M.A., D.C.
____________________________________________________________________________________________________________

Part 1: The Roots and Conflicts inherent to Chiropractic’s Holistic Philosophical Approach

1. Establishing the most recent research on adult human development
2. Exploring these parameters of thought in regards

a. D.D. Palmer’s original conception of chiropractic
b. The concepts of D.D.’s successors:

i. B.J. Palmer
ii. John Craven

iii. RW Stephenson
iv. Other early chiropractic philosophers

3. Exploring the early controversies in chiropractic
a. 1924 NCM Debacle
b. Establishment of Educational Standards

4. A discussion of the subsequent development of the philosophy
a. B.J. Palmer’s later ideas
b. Conflicting approaches to B.J. Palmer

Part 2: Expanding on the central tenets
1. The importance of John Craven to chiropractic’s early philosophy
2. The role of the National school and their influence in shaping the way philosophy is taught in chiropractic education.
3. Recent critiques of philosophy and ways to understand them

a. Keating’s work
b. Reed Phillips
c. Joe Donahue

4. Ways that chiropractic philosophy can evolve in the future.
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Restoration of the Cervical Curve and Improvement in Neurological Function in a Patient Following Network Spinal Analysis

Tara Rohrbach, D.C., Daniel Knowles, D.C., Richelle Knowles, D.C.
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P 300 WAVE OUTCOMES; SUBLUXATION BASED CHIROPRACTIC IN RESIDENTIAL ADDICTION TREATMENT;
REVIEW OF OUTCOMES FROM A RANDOMIZED CONTROLLED TRIAL

Charles Vaden, Matthew McCoy, D.C., MPH, Joyce Sayers D.C., Jay Holder D.C.
____________________________________________________________________________________________________________

INTRODUCTION: The P300 ERP is a correlate of neurocognitive function, meaning that a subject’s cognitive processes may be
qualitatively and quantitatively assessed by measuring his or her P300 wave components as found on an EEG. Large amounts of
research has been conducted pertaining to the use of this biomarker for diagnosing and assessing conditions such as Alzheimer’s,
ADHD, Addiction, Anxiety, Dementia, Depression, Dyslexia, Narcolepsy, Huntington’s Disease, Parkinson’s, Schizophrenia, Stroke,
Supranuclear Palsy, and Traumatic Brain Injury. (1)

To date, only one case study has been conducted assessing the use of the P300 ERP in Chiropractic practice. (2) Research is needed to
determine if use of the P-300 wave has significance as an outcome assessment in the addiction treatment setting and if use of the P-
300 wave has significance as an outcome assessment of subluxation based chiropractic care.

METHODS: Two groups of approximately 30 male subjects in residential addiction treatment are studied for 90 days. Both groups
receive traditional addiction treatment. One group (Chiropractic) will receive Chiropractic adjustments using Torque Release
Technique and the Integrator adjusting instrument three times per week. The other group (Placebo) will receive a sham adjustment
three times per week. Both groups will be assessed with the Beck’s Depression Inventory and the Speilberger State-Trait Anxiety
Questionnaire at intake and every 30 days. P300 analysis will be taken at intake and every week for both groups. The Drug Abuse
Screening Test will be implemented at intake for all subjects. Subject Retention Rate will be recorded for each group.

RESULTS: This presentation will review preliminary outcomes from this RCT. Correlation will be measured for both groups
concerning P300 amplitude and latency and each of the following: retention rate, depression scores, anxiety scores.
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Incorporating Salutogenesis in a New Chiropractic Paradigm

Joe J. Donofrio, D.C. ACP
____________________________________________________________________________________________________________

Introduction:  Chiropractic’s position within the healthcare system being redefined. The profession must consider incorporating new
and useful healthcare paradigms that have the potential to both preserve that which makes us separate and distinct from other
professions as well as position us favorably within accepted future healthcare models. To this end, the salutogenic model should be
considered for incorporation into chiropractic education and practice.
Discussion:  There has been some investigation in chiropractic circles regarding the role that the salutogenic model may indicate for
chiropractic practice.   Aaron Antonovsky first developed the salutogenic model in 1979 and although it’s principles are finding root
in medical sociology and psychobiology, to date it has not been of significance within the mainstream allopathic healthcare system.
Chiropractic principles such as dis-ease, survival values, the tension between external invasive and internal resistive forces and
momentum are similar in meaning to terms developing within the salutogenic framework
New standards in chiropractic education  and impending US healthcare reforms present opportunities and obstacles that require
advanced thinking and conceptual frameworks that will position chiropractic for the next several decades.

Conclusion:  The profession is on the precipice of a paradigm shift. We cannot hold it back, but we can use the mounting energy to
redefine chiropractic in salutogenic terms in order to maintain our separate and distinct principles and practices.
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Attitudes of Students and Recent Graduates of Chiropractic Educational Programs Regarding Curricular Content,
Preparation for Practice and the Future of the Chiropractic Profession: A Delphi Consensus Process & Survey

Matthew McCoy D.C., MPH,  William Decken D.C., LCP, Christopher Kent D.C., JD, Joel Alcantara BSc, D.C., Steve Tullius D.C.
Arno Burnier D.C.

____________________________________________________________________________________________________________

Background:  The chiropractic profession is experiencing challenges to its educational delivery system driven by internal and
external forces. It is felt that exploring the attitudes and concerns of students and graduates who have recently experienced the
chiropractic educational process will yield insights to assist decision makers and policy makers.  To that end, it is proposed to develop
a survey to explore the attitudes and concerns of students and recent graduates regarding chiropractic program curricular content,
preparation for practice and the future of the chiropractic profession.

Methods:  A Delphi Consensus process will be used to develop the survey questions.  Delphi panel members will be recruited through
personal contacts and contacts at various chiropractic institutions and trade organizations.  The Delphi process will be coordinated via
e-mail and Survey Monkey and the final survey will be distributed on line through social networks as well as through contacts at
various chiropractic colleges and trade organizations.

As many as 50 Delphi Panel Members will be recruited and it is expected that 1000 respondents will be included in the actual survey.
The actual survey should take no longer than 15 minutes to complete. Eligibility criteria for Delphi Panel Members are that they are
one or more of the following: chiropractic students, recent graduates of chiropractic programs, practicing chiropractors, instructors at a
chiropractic institution. The only eligibility requirements for completing the survey are that the respondent be either enrolled in a
chiropractic training program or that they have graduated within the past two years.

Participants in the Delphi Consensus process will be asked to submit proposed survey questions which will then be assembled for
review by the complete Delphi Panel until consensus on the final list of survey questions is arrived at. The Delphi process will be
coordinated via e-mail and Survey Monkey. Respondents to the final survey will be asked to answer the series of survey questions
developed through the consensus process via Survey Monkey.

Delphi Panel Members will agree to their names being used in the process and any possible future publications or presentations.
Names and other identifying information will not be gathered of the respondents to the final survey. IP addresses will not be gathered.
Basic demographic information will be collected as will year of graduation and school but this will not be tied to names or other
identifying information of any persons taking the survey.

Conclusion:  One of the largest groups of stakeholders in the chiropractic educational system is the approximately 12,000 students
currently enrolled in doctor of chiropractic programs. In addition, there are several more thousand recently graduated chiropractors
who are entering the marketplace. It is suggested that these segments of the profession have been overlooked or ignored in the recent
debates surrounding the future of chiropractic education and this survey endeavors to solicit information from them which might be
valuable to decision makers.
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A New Direction in Chiropractic Education.

Christopher Kent, D.C., J.D.

____________________________________________________________________________________________________________

ABSTRACT:  Higher education is facing significant challenges.  Student loan debt in the United States now exceeds credit card debt.
The current economic model of higher education is not sustainable.  Chiropractic education has an opportunity to improve educational
outcomes, reduce costs, and provide a model for sustainable professional education.  This paper explores alternatives to the “one size
fits all” model of professional education.  The use of distance learning, regional clinical training centers, asynchronous course
delivery, and mixed-mode delivery for a chiropractic first professional degree program is presented.  Challenges and opportunities
associated with this model are discussed.

J. Philosophy, Principles & Practice of Chiropractic - December 31, 2012      111    IRAPS Proceedings


