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INTRODUCTION
by
SHEIDON C. DEAL, D.C.,N.D.

PAST CHATRMAN

This eighteenth collecticn of papers by the nenters of the
International Ccllece of Applie Finesiology represents 22 parers
written by 16 authors.

These papers will be presented by their authcrs tc the general
renmbership at the Winter meeting to ke held in St. Thomas on December
3,4,5,€, 1984, The authors welccne comrents and further ideas or
their findings either in St. Thames or you may write them Girectly

as their addresses are indluded in the Table of Centents.

These papers do not represent the cofficial ecucaticnal material of
the Internatioral Ccllege of 2Zppliec Finesiology, but rather areas cf
special interest to the individual members which have Leer: under re-
cearch. The papers are presneted in an uredited form.

The papers are being mailed out tc the merbers well in advarce of the
St. Thomas meeting. This will allow the membership at large to read
the papers in advance which will save time ct the Winter meeting and
fopefully stirulate rore questions frcm the members and ncre deror-
straticns fram the individual author.

We the members of I.C.A.K. can be proud cf the amourt of resezrch
being conducted and feel fortunate to have it at our fingertips in
the fcrm of these Collected Papers. It cannot help but be an asset
tc cur health and alsc to the health of cur patients.
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INSURANCE REFPORT -~ MANUAL MUSCLE TESTING

by

MICHAEL Do ALLEN, D.C., N.D.

ABSBTRACT:  This paper should be of particular intevest to those
doctors who ave interested ins
Lo Gabting paid for whalt they dog
2o Educating insurance companies about AK:
d.  Shtreamlivning theiv issurancs veporting.

The attached dnsuvrance report will incresnse
betwszen youwr office and the insurance company. We nesed o
establish the difference betwesn mere kinesiological testing and
the more diagnostic applied kinesiological Utssting.

the communication

According  to  "Muscles -~ Testing and  Function", by Kendall,
Kandall and Wadsworth, "Muscle testing is  an  dintegral part of
physical  examination. It provides information not obtained hy
ather procedures, that is wuseful in differential diagnosis,
prognosis  and  treatment of newromesculay  and  musculoskeletal
disovders,

"Many neuromuscular conditions ave  charvacbtevized by muscle
weaknesses.” (pg.3)

Muscle weakness may be due to one of
disuse atrophy, nsrve involvementd,
fatigue. The return of the muscle’'s strength may be due to
vecovery  following  the dissase pro 5, veturn of nerve lmpulse
after travma and repaiv, hypevitvophy of v Fected muscle fibevs,
muscular  development vesulbing from exercises bto overcome disuse
atvophy, or returs of strength after stretch and strain have beew
relieved, as in the chivopractic adjustmant.

evaral  problems  such  as
stratch weakness, pain  or

For yvears, kinesiology has been the domasin of medicine., It has
besn used Lo diagnose muscular meaknessss, a2valuate  structural
problems, and tell the patient what ie wrong. Since the decade of
the 4074, there has bsen a Uechnigue known as Applied Kinesiology
which will DIAGNOSE A5 WELL A% TREGT neronuscular and
musculoskelebal problems.

As yvou cantinue to read, you will see why it dis o important to
make such a distinction aboult the abilitiss of AK. Ouwut of Ltheir
ignovance, dnsurance  companies will question the use of muscle
testing codes by chivopractors.  They simply do nob understand how
ov why & chivopractor can  wse such a  nombev  when it has

INSURANCE REPORT -~ MANLIGL MUSCLE TESTING sl B



traditionally been used by the medical community for so long.

The Chiropractic community has successfully moved into areas
previously held as "sacred" by the medical community. This

&n

process  should continue: usin the proper RVS numbers for the
prop .

provided services will help it happen even faster.
PROCEDURE s

The patient comes in for a physical examination. You perform any
and all applicable tests, including manual muscle tests. VYou bill
for vyour examination -- neurological and orthopedic testing --
counseling (report of findings), muscle testing and treatment.

"The patient may be deprived of adequate follow up treatment by
the failure to distinguish between real and apparent weakness,"
states Kendall et al (pg. 8). For this reason, it is even more
vital to know the real cause of a musculoskeletal or neuromuscular
aberration. The traditional kinesiological testing may give an
indication that something is wrong, but it cannot shouw vou mhat to
do to corvect the problem. Applied Kinesiology can tell both the
reason  for the apparent weakness -—- the muscle -- and the real
problem e the structure, chemical, neurovascular or
neurolymphatic reflex, etc.

Kendall et al mention that the term, "‘Weakness’ is used as an
overall term covering a range of strength from zero to S50% in non-
weight-bearing muscles, but may be inclusive of 60% grades in
weight-bearing muscles" (pg. 9). This term, however is relative
to what the examiner finds.

Is a muscle that shows a weakness really weak? The latest
research is showing that a muscle may not really be weak, but it
is the nervous system that is unable to update the information
from all the input fast enough. The muscle therefore shuts off in
order to remain unhurt by a possible strain or other injury. It
appears to be weak, but has actually gone into a protective mode:
ite strength is there, but the nervous system is slow to respond.

Without the insight of AK, this display of pertinent information
may be missed, and the incovrect conclusion reached. Rather <than
saying a muscle 1is weak, it can be said to be functionally
abevrrant, or hypokinetic. This more properly defines the correct

condition of the muscle, since correction of the abervation will
reproduce the strong (or functional) muscle once again.

If you routinely provide AK testing as part of your diagnostic
services during an examination -- as vyou uwould neurology or
orthopedic testing -- then why not get paid for it? It is a gond
idea to separate the examination from the treatment: make the
treatment on a subsequent visit -- preferably the next day, for

INSURANCE REPORT -- MANUAL MUSCLE TESTING ——ge

]
]

[~

L=

-5 3 __3 _3

9



e

IMBUVEANCE reasons.

I Feel it dis impoviant to sit down with each patient, after the
examination, bo discuss the findings. Relate the meaning of sach
Finding ta the patient’s particulary complaint(sd. The time spent
in this counseling can be included in the total cost of the sxam.
For examples

RGE EXPLANATION COBT
Q00 New patient 0.Y. H& )
Y5833 Muscle Testing 125 ) Xevays nob incloded
PREHRD Counseling H0 )

Exam total S50
FOOEO Treatmenl 30 (Un & subsequent visil)

Total w/ traav 't

The report ds  sent to  the insuvance company afler each
sramination, or alt their vequesst. Be sure to keep a copy in the
patient’s chavt for futuve refevence.

Tha patisnt pays us dlrn Ly and we 111 out  all  the insurance
forms  pyropevly.  The it gets reiwnbuvsed From the insurance
coampany wilthin the “onktn s of Lheir policy.
1. Your fees ave not vedouced:
. Your RUS numbers ars not changsd bto affaoct your cash
Flows

30 You control your pracbice -- not the insurance company.

RVS code number 93833 (used with manual muscle besting and Ffully
described on the veport form) says,"...with report, by physician.
The accompanying rveport is well documsntad  with chivopractic as
well &% medical litevatuve. The meaning of the coode’s  text
provides Ffor the chivopractic (AK) wtilization of the RUVS  nuamber
within its own definition,

Some inswrance companies have tried to manipulate the meaning of
the oode  and  imply  that the code number i1s Yo be raserved for
madicine only. ¥ have had specific experience with this. Below
are a faw axamples of what insurance companiss atbenpt Lo do Lo
avolid paying for manual muscle t ity e

Exampls I:  The insuvance company may Lry +€o  reduce the code Lo
extremiby testing (u'g kinetic acltivities (97720 or 97740
respeetively). This is not what was pervformed. Exbremiby Uosbing
is  described as,"...for strength, dexterity or stbamina, ..."3
kinetic acthivibiss dis described as, "...t0 incrsase coordinabtion,
strength and/ov vange of motion, one arvea...” Kendall et al say

INSURANCE REPORT - MANUAL MUSCLE TESTING R Rl



nothing about thevapy in their definition of kinesiology. It is
used for diagnostic purposes. ‘

Example Il: They may say that this nurber is reservved {for the
neurological  community. Your response is that chiropractors are
neuromusculoskeletal specialists. We are entitled to use that
code as is any other physician.

Further, the code 95833 is found in "The Official Medical Fee
Schedule for Services Rendered Under the California Workers’
Compensation Laws" under the heading of "Specific Diagnostic
Services". The other codes referred to above are listed in the
same  book under the heading of "Specific Therapeutic Services".
Since we use the code number 95833 specifically for examination
and not for treatment, and since no treatment was rendered in
conjunction with +this code, this specifically makes it a
diagnostic service and not therapeutic.

Example I1I: The insurance company may refuse to pay on the
grounds that their consultant does not believe +this is a
chiropractic procedure. Rather, they believe that this number is
resevved for degenerative neurological problems such as M3,
myasthenia gravis, etc., and to be used by a neurologist. There
is no evidence for this in the definition. This is an area where
the insurance companies need to be educated.

AK is only 20 years old, yet it is the fastest growing technique
within the world’s largest natural healing profession. We are
experiencing some growing pains, but we have already reached a
tremendous level of recognition in a very short period of time.
Vigilance will guarantse our Progress.

It is a good practice to inquire about the credentials of an
insurance company’s consultant. It is a regular procedure for
insurance companies to evaluate chiropractic procedures with a
medical consultant. As you know, this is like comparing apples
and oranges. Likewise, inquiring from a chiropractor who does
"straight" work about a chiropractor who uses AK, is a
perpetuation of the same problem. A question about AK must be
compared with AK procedures.

Example IV: They may say, "..ayou are not a physician..." You
should check your specific state law to see houw this term affects

you. In most states, the Chiropractic doctor is considered a
physician.

Example Vi They may say that when the RVUS book was written in
1974, Chiropractors were not considered physicians. VYour response
to that should be that you are now considered a physician and i+f
the 1974 book applies today, then you are considered a physician
within the confines of the definition as it is presented in the

INSURANCE REPORT -~ MANUAL MUSCLE TESTING ] e

N |

———

)

3

S

3

]

e

S

—d 3

—

—d



3

1274 manual.

insurance  companiss. In Loday ‘s goonocmy and political - _
the dnsurance companies will do all they can to SAVE THEASELVES
MOMEY 8Y CUTTING YOUR FEES. Protect youwrself From this bys
1. Educating them on your procedures:
2o Teaching them how you are different from medical doctors
vel staying aligned with theiv codes, and:
3. Horking with the insurance companies to establish
Chivopractic as a primary force in today’s health field.

I cannot stress how impovtant this education process ds

The insurance practice of today is soon to bacome vasheriday ‘s
memories. The practitioner should be paid divectly by the patient
and  the patient get reimbursed by the insurance coupany.  The
vight codes should be used and the proper papers submitted. The
difference is that you remain in control of yvour practice income.
Any monies received by the patisnt should be consideved "“an garly
Cloristm " for the patient.

aet

INSURANCE REPORT —- MANUAL MUSCLE TESTING = G



SERRA NATURAL HEALING CLINIC
Michael D. Allen, D.C., N.D.
22471 Aspan Suite 108
l.ake Forest, Ca. 92630
(714)8355~-9429

Ingurance Co. name
Address
City, State, Zip

ﬁ L b ne 010 4100 b1se term s cooe oee B e

Date

P -t [ v eo1s 2000 43ne 4wt 1erd saee G4us amon ea0n teve Bews Seve Se0h bast Sate SHbS

Tapic: RVS Number 93833 ~- "Muscle testing, manual, total

- evaluation of body (excluding hands) with report,
by physician (independent procedure).”

Deary e a

The following is a report on the manual muscle testing procedure
(RVS #P25833) performed on the above-named patient on e ——
=~y 198-. The test was performed by the physician to evaluate the
functional integrity of the individual muscles.

INDICATION FOR THE PROCEDURE
The test was indicated due to the severity of the pain, and the
duration of the condition. The patient’s complaints were as
followssy

1H

2.

3.

4.

CRITERIA FOR DETERMINATION
The muscle was isolated and tested as defined by the authority of
Kendall, Kendall and Wadsworth. The criteria for determining
functional hypokinesia is according to Beardall, and is as
followss .
1> Normal muscles are quick to react to testing and exhibit
a locking qualitys
2) Abnormal muscles are slow or sluggish in the state of
contraction. They exhibit a spongy quality and often
break down in contractile quality with repeated testing.

GRADING THE TEST

"Grades avre an expression of the examiner’s evaluation of the
stretech or weakness of the muscles. To a considerable extent, the

INSURANCE REPORT -~ MANUAL MUSCLE TESTING ey e
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evaluation is sub gecbive"”, sbhtatss Kendall.

The criteria for grading a Functicnally hypokinetic muscle
according to Daniels and Worthingham. I4 is designed For

esaing  the extent and degres of weakness Following disorders
primarily involving the contractile musecle eleamants, the wyoneursi
dunction  and the lower motor neuron. The grading scale iz
Followss

GkﬁDl hBHRIU'W DtIlNJIJUN

NuVMu]/Guud (Blank) lhe wbtJJLy to hold the
segment in Lhe Corsguired
position, against gravity and
maximal/moderate pressure, wibh
B A G E

Fair /) The abilibty to vaise a segment
through its rauge of wmobion
againet gravity, but being
unable to hold Lhe segmant

against minimal pressure.

Poor (P The inability to mnove a
segmant  through its complete
o normal rvange of motion with
gravity eliminated; it meraely
provides joint stability.

Trace/Zerg (T Determined by the careful
obsevvation and palpation of
both the tendons and the muscle
buwlk. It may be falt to
tighten, but it cannot produce
movemeant.,

DIAGNOSTE
The Ffollowing diagnos(ides is/ave a result of the faregoing
examinations

1.

.

DISCUSSTUN

Enclosed is a copy of the examination form with =2 record of the
information acquired, for your revisw. A check mark in any box
indicates a functional muscular aberration with a grading of fair
unless otherwise indicated. The areas with no designation  may be
consideved normal or good.

BURANCE REPORT - MANUAL MUSCLE TESTING et St



TREATMENT PROGRAM

As a result of the injuries (sustained in the accident on ———we——
- 178-), the patient will probabl continue to Brperience
periedic remissions and exacerbations ov the symptoms. Therefore,
I reacommend periodic Chivopractic treatments Lo help maintain the
structural integrity of the spine and supporting structures, and
to minimize progressive functional structural failure.

An  appropriate treatment program has been developed for this
patient consisting of the followings
1. Chivopractic manipulations
2.  Physical therapys
3. Laboratory tests as indicated:
4. Subsequent examinations:
J. Patient counseling or conference as needed.

PROGNOSIS
Accovding to Kendall, Kendall and Wadsworths

"Detailed grading of muscle strength is more
important in relation to prognosis than to
diagnosis. Diagnosis of the extent of involvement
may be made by such simple grading as zevo, weak,
normal. On the other hand, more precise grading
helps establish the rate and degree of return of
muscle strength, and is useful in determining a
prognosis. "

The prognosis for (full and complete, or partial) recovery for
this patient is (excellent, good, fair, poor, guarded, stable).
This is anticipated in (#) to (#) weeks/months. After that time,
periodic Chiropractic treatments are indicated due to the above
information regarding the severity and duration of the condition.
Thank you for the opportunity to be of service to this patient.

Sincerely,

Michael D. Allen, D.C., N.D.

INSURANCE REPORT -~- MANUAL MUSCLE TESTING R
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SERRA NATURAL HEALING CLINIC
Michasl D. h11nn, DaCay, NabD.
22471 fAszpan Suite 108
Lake Faorsst, Ca. ?2430
(714)885-9460%

Insurance Co. name
Address
City, State, Zip

A .l.'. l.; ]-‘ = Beer 1004 804r S2v8 sasy mese sese Powe e

Date

Pt: e et date rvas mven aage 4045 be1E Bees Ses st Sebe s sute 4008, abes sene

Topilcs RVUS Number %5833 ~- "Muscle Lesbting, manual, total

evaluation of body (excluding hands) with report,
by physician (independent procedure).”

D DAY o e v oo 8

The FuJJumJng is a progress report initially performed in this

office on the above-named patisnt on =eewemeee we 198-. It iz to
supplement our previous report to you dnted Rt B = L
These Lest results were obtained on «~eemeeemm—e —el 198wy g copy is

enclosed for vour review.

INDICATION FOR THE PROCEDURE
The test (RVUS H#95833) was indicated due to the severity of the

pain, and the duration of the condition. The patient’s complaints
on this date were as follows:

1.
2o
3.

CRITERIA FOR DETERMINATION
The same criteria were followed for this test as for the previous
test.

GRADING THE TEST ‘
The same criteria for grading a functionally hypokinetic muscle
were followed for this test as for the previous test.

DIAGNOSIS

The diagnosis (does not) require(s) modification at this time.
1'!
2!
:‘3"
4!0

INSURANCE REPORT - MANUAL MUSCLE TESTING -
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DISCUSSION
A check mark in any box indicates a functional muscular aberration

with a grading of fair mless othevrwise indicated. The areas with ’

no designation may be considered normal or good.

TREATMENT PROGRAM

As a result of the injuries (sustained by this patient on —==-——m
==, 198-,) the patient will probably continue to experience
periodic remissions and exacerbations of the symptoms. Therefore,
I recommend periodic Chiropractic treatments to help maintain the
structural integrity of the spine and supporting structures, and
to minimize progressive functional structural failure.

An appropriate treatment program had been developed for this
patient consisting of the following:

1. Chiropractic manipulation:

2. Physical therapy:

3. Laboratory tests as indicated:;

4. Subsequent examinations;

5. Patient counseling or conference as needed.

I feel that the patient is (not) in compliance with the treatment
program and is (not) receiving benefit therefrom.

PROGNQOSIS
As discussed in our previous reports to you on this case, Kendall,
Kendall and Wadsworth state that:

"Detailed grading of muscle strength is more
important in relation to prognosis than to
diagnosis. Diagnosis of the extent of involvement
may be made by such simple grading as zero, weak,
normal. On the other hand, more precise grading
helps establish the rate and degree of return of
muscle strength, and is useful in determining a
prognosis."

The prognosis for (full and complete, or partial) recovery for
this patient is (excellent, good, fair, poor, stable, guarded).
This is anticipated in (#) to (#) weeks/months. After that
period, periodic Chiropractic treatments are indicated due to the
above information regarding the severity and duration of the
condition.

Thank you for the opportunity to be of service to this patient.

Sincerely,

Michael D. Allen, D.C., N.D.

INSURANCE REPORT -~-- MANUAL MUSCLE TESTING ~=10-=
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CERVICAL DISC SYNDROME
A Precise Diagnostic and Therapeutic Procedure

for Correction of Cervical Disc Lesions

John V.N. Bandy, D.C.

ABSTRACT: Certain charactistics and signs are
exhibited by cervical disc syndrome. Disc lesions
generally do.not therapy localize. However, they
do challenge. Quite often disc lesions will cause
neurological insult. When this occurs, the myo-

- mere will be affected causing a muscle or muscles
to demonstrate measurable chénges in particular
patterns. We are concerned specifically with

cervical disc syndrome in this paper.

INTRODUCTION

In cervical disc syndrome, muscle change or weakness is different
in character from the typical weakness found in Applied Kinesiology.
That is, these muscles are not "turned off" as is a muscle when a neuro-
lymphatic, neurovascular, or a vertebral subluxation is involved, but
rather show weakness indicating that they are not receiving full nerve
supply. This is much like a reostat phenomenon in that the muscle
strength is diminished in proportion to the degree of nerve root or cord
pressure applied by the herniated disc. This peculiarity can be used
to diagnose not only the level of the disc lesion, but also the best
position for its correction.

There is disagreement among authors as to the myomere-muscle relation-
ships. This author has examined more than five hundred patients exhibiting
this peculiar weakness and agrees with Rene Calliet, M.D. as to which

muscles are supplied by the cervical myomeres. He listed as his findings

-11-
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the following myomere-to-muscle relationships:

Deltoid, C_ nerve root, C5 disc;

6
Triceps, C7 nerve root, C6 disc;

Finger Abductors, C8 nerve root, C7 disc.

He also lists areas of subjective pain and tenderness that a doctor may
palpate that correlates to each specific lesion. These areas that will
help you confirm your diagnosis of a cervical disc lesion are seen in
Figure 1. In addition, a positive dejerine's sign may be present along
with neck rigidity and diminished range of motion (ROM) towards the
involved side. Calliet also states that palpatory pain is often elicited
over the exit of the cervical nerve root involved.2 Paresthesia may also
occur in the later stages of a cervical disc syndrome (CDS), and these
are given in Figure 1.

CERVICAL DISC SYNDROME

The procedural outline that follows has been found to be most

-12-

accurate in determination of cervical disc lesions. First, test the muscles

listed on each upper extremity to determine any weakness. After deter-
mining that there is a muscle weakness (i.e. the right deltoid), there
are two diagnostic procedures. First, find the direction of correction
by directly challenging the disc (CS) associated with the weak muscle
(deltoid). The direction of challenge which strengthens the weakened
muscle is the direction of the corrective thrust. Secondly, you must
now determine the proper head position of the patient for your thrust

by the following method:

1. Again determine that you have a muscle weakness.

2. Next, ask the patient to place their neck into full

! Calliet, Rene, M.D., Neck and Arm Pain, F.A. Davis Company,
2 Philadelphia, 1973, pp.70-72
Ibid.
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extension. Many times this in itself will now strengthen

the muscle. Frequently, however, this alone is not
sufficient. and you must add rotation to one side or..the
;ther to negate the weakness.

3. When the proper head position is found, muscle weakness
will be abolished, and this is the proper head and
neck position for your corrective thrust. Sometimes
one corrective thrust is not sufficient to make a total
correction. Here, the author has found that an additional
line of correction is neccessary and can be determined
by repeating the same procedure until all muscle
weakness is abolished.

It may be important in certain situations to place the patient in a
sitting position to again check for a cervical disc syndrome. Occasionally
a posturally dependent cervical disc problem will not show any positive
checks while the patient is recumbent. Also, on rarer occasions when a
patient states that relief from their pain did not last, and yet you do
not find any return of cervical disc signs, the patient will show positive
signs when placed in a sitting or standing position. The important
consideration here is to know that a correction properly made should be
permanent, granting that there are no more future injuries or aggravations
(see the last paragraph). It is also important to note that only the
specific muscle involved with the disc is to be used as the indicator
muscle for the challenge. Any other indicator muscle (I.M.) used may
give information not directly concerned with the disc herniation, and
should therefore be avoided. When using these specific related muscles,
especially the Finger Abductors, it is important to compare them

bilaterally. This helps to avoid confusion régarding the absolute
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strength or ;ééi;%ss of these muscles.

Quite of;en, not all signs or patient symptoms may be at the stage
where typical diagnostic procedures would pick up a cervical disc herniation.
ﬁith the above Applied Kinesiological approach, many disc lesions are
discovered 1§ng before usual methods of determination would be diagnostic.

THE CERVICAL DISC SYNDROME AND THE LOWER EXTREMITIES

Cervical disc syndromes can and do at times impair nerve supply to the
lower extremities. The nerve roots L4 (rectus femoris), Ls(anterior tibialis)
and S1 (gastrocnemius) have all been found at one time or another to be
involved in CDS cases. In these cases, the author has found that the clue
to this is with a patient presenting with multiple muscle weaknesses of the
lower extremities, which are negated when the patient places the head and neck
in the correct hyperextended position. After proper correction of the CDS,
the doctor will find that these multiple lower extremity muscle weaknesses
will be abolished.

Research conducted by Torkildsen, lended credence to the above etiology.
He supports the view that changes in the cervical intervertebral canal
giving rise to brachialgia may simultaneously be the cause of pains in the
leg resembling sciatica. He terms this situation as brachialgic sciatica,
and this differs in nature from pure lumbar disc lesions.

Pyramidal tract signs are discussed by Torkildsen relating to some
differential diagnostic points. These include:

1. increased deep tendon reflexes on the involved (painful) side;

2., an extensor response to the plantar reflex;

3. two or more involved dermatomes on the involved (painful)

leg side;
4. the bilateral achilles reflexes remain equal.

. 3
These clues are concomitant to the peripheral nerve lesions of the arm.

3 Torkildsen, Acta Psychiatric Neurolcgy Scan, 1956: 31:333-44.
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CONCLUSION

In conclusion, it is important to allow the patient unencumbered time
in the repair of the disc herniation. Since it can take up to six months
for annular fibers to heal, care must be used in avoiding activities
which would again force nuclear material through the impatent area.
Therefore, strict avoidance of activities employing neck flexion is to
be carried out. This would include watching T.V. with the head propped
up, reading in such a manner, or sewing in the lap while looking
down, etc. It is also worth mentioning that the author has seen a
high frequency of upper trapezius involvement with CDS, needing SCS

technique for proper support.
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AEBSTRACT! AT RECENT MEETINGS OF THE GENERAL MEMEERSHIF OF
THE TI.C.A.K. AND AT MEETINGS OF C.T.A.K. AND I.E.A.K. THE
NEED FOR STANDARDIZATION OF TERMINOLOGY SO AS TO COMPLY
WITH STANDARD SCIENTIFIC NOMENCLATURE HAS EREEN GREATLY
DISCUSSED. THI5 FPAPER FPRESENTS ACCEFTED TERMINOLOGY AND
EXAMINATION PROCEDURES WHEN DEALING WITH SCOLIOSIS.

IN RECENT YEARS THERE HAS BEEN A RENEWED INTEREST, EY
SCHOOL OFFICALS, IN SCOLIOSIS SCREENING OF SCHOCL CHILDREN.
IN MASSACHUSETTS THIS TASK HAS MOST OFTEN EEEN ASSIGNED TO
THE SCHOOL NURSE., WHO OFTEN HAS LITTLE OR NO TRAINING 1IN
FOSTURAL ANALYSIS. FREQUENTLY THIS EXAMINATION IS FERFORMED
ON FULLY CLOTHED CHILDREN AND THE DIAGNOSISs OR LACK THERE
OFy OF SCOLIOSIS IS BASED ON THE LEVEL OF THE SHOULDERS.

IT IS MY BELIEF THAT AS AFFLIED KINESIOLOGISTS ANDs IN
MOST CABESs CHIROFRACTORS, IT IS OUR RESFONSIEILITY TO
SCREEN THESBE CHILDREN. IF WE ACCEFT THIS RESFONSAEILITY WE

MUST BE FAMILIAR WITH AND USE STANDARDIZED EXAMINATION
FROCEDURES AND TERMINOLOGY.

HIFFOCRATES WAS THE FIRST WRITER TO USE THE TERM SCO-
LIOSIS WHEN SFEAKING OF SPINAL CURVATURE.1 HIS UTILIZATION
OF THE WORD WAS APFLIED TO ANY AENORMAL SFINAL CURVATURE,
TODAY THE DIAGNOSIS SCOLIOSIS IS RESERVED FOR A SFINAL
CURVATURE IN WHICH THE CONVEXITY EXTENDS LATERALLY.Z2

SCOLIOSIS CAN BE CLASSIFIED AS TO TWO MAJOR TYFESS
STRUCTURAL AND NON-STRUCTURAL .3

AN INDIVIDUAL WITH A STRUCTURAL SCOLIOSIS CANNOT VOL-
UNTARILY STRAIGHTEN THE CURVATURE NOR CAN IT OFTEN EE

FASSIVELY OR FORCEAELE CORRECTED. THIS FORM OF SCOLIOSIS IS
USUALLY FROGRESSIVE.1

WHEN. IT IS FOUND THAT LATERAL FLEXION OF THE SFINE IS
SYMMETRICAL EBOTH CLINICALLY AND RADIOGRAFHICALYs AND WHEN
IN THE ADAMS FOSITION OR RECUMEENT, THE CURVE ALL EUT DIS-
AFFEARS, THE SCOLIOSIS I3 TERMED NON-STRUCTURAL. THIS TYFE
OF SCOLIOSIS IS NOT USUALLY PROGRESSIVE EUT SHOULD EE MON-
ITORED CLOSLY DURING THE CHILDS GROWTH AS IT COULD EECOME

FAGE 1.
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STRUCTURAL .

NON-STRUCTURAL SCOLIOSIS MAY EE FURTHER EROKEN DOWN TO
FOSTURAL s TRANSIENT. OR COMPENSATORY. FOSTURAL IS A RESULT
OF FOOR HAEITS, COMPENSATORY IS THE RESULT OF A SHORT LEG,
AND TRANSIENT CAN EE DUE TO SCIATIC IRRITATIONs SUELUXA-
TION, INFLAMATION OR HYSTERIA.

WHEN AN AEBNORMALITY IN SFINAL CURVE IS DETECTEDs ONE
SHOULD CLASSIFY IT ACCORDING TOQ ETIOLOGY.

THE  MO3ST COMMON AENORMALITY IS, OF COURSEs THE SO
CALLED IDIOFATHIC SCOLI0NSIS, WHICH EBY DEFINITION IMFLIES
THAT THE CAUSE IS UNKNOWN. SOME AUTHORITIES FEEL IT IS A
RESULT OF FPOOR CO-ORDINATION OF THE ROTATORS LONGUS AND
EREVIS. 4

A FURTHER EBREAKDOWN OF IDIOFATHIC SCOLLIOSIS IS DONE
ACCORDING TO THE AGE AT WHICH IT IS DETECTED.

INFANTILE SCOLIOSIS IS FOUND IN CHILDREN UNDER THE AGE
OF THREE. RARELY FOUND IN THE UNITED STATESs IT IS QUITE
COMMON IN ENGLAND AND NORTHERN EUROFE. THIS FORM OF SCOLI-
0SI5 IS USUALLY A LEFT THORACIC CURVE AND FOUND IN MALES
MORE OFTEN THAN FEMALLES. FROGNOSIS 1IN 80% TD 90% OF INFAN-
TILE SCOLIOSIS IS THAT OF SFONTANIOUS RESOLUTION.

AFTER THE AGE OF THREE AND FRIOR TO FUBERTY IS THE AGE
GROUFING FOR JUVENILE SCOLIOSIS WITH AGE SIX EEING THE MOST
COMMON., FOUND EQUALLY AMONG MALES AND FEMALES IT IS MOST
OFTEN A RIGHT THORACIC CURVE, EARLY DETECTION AND TREATMENT
OF THIS GROUF IS IMFORTANT AS JUVENILE SCCLIOSIS IS USUALLY
FROGRESSIVE., 1

ADOLLESCENT SCCLIOSIS IS5 THE TERM USED FOR A SCOLIOSIS
WHICH COMMENCES AFTER ONSET OF FUEBERTY. FEMALES ACCCUNT FOR
83% OF ADOLESCENT SCOLIONSIS CASES. MOST OFTEN A RIGHT
THORACIC CURVE, THESE TEND TO EE OF A STRUCTURAL NATURE AND
AS SUCH ARE OFTEN FROGRESSIVE.

THE SECOND ETIOLOGICAL GROUFING IS THAT OF CONGENITAL
DEFORMITY OF THE SFINE.

CONGENITAL SCOLIOSIS MAY BE A RESULT OF AENORMAL 05—

SEOUS DEVELOFMENT SUCH AS FAILURE OF EONE FORMATIONs WHICH
MAY EE A COMFLETE UNILATERAL FAILURE (HEMIVERTEERA), OR

FAGE Z.
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FARTIAL UNILATERAL FAILURE IN DEVELOFMENT (WEDGE VERTEERA).
CONGENITAL SCOLIOSIS ALSO RESULTS FROM A FAILURE IN SEG-
MENTATION OF VERTEERA., A FARTIAL OR UNILATERAL FAILURE IN
SEGMENTATION IS REFFERED TO A5 A EBAR VERTERRA WHERE AS A
COMFLETE OR BILATERAL FAILURE OF SEGMENTATION IS KNOWN AS A
BLOC VERTEERA. A COMEINATION OF FAILURE OF SEGMENTATION AND
EONE FORMATION MAY ALSO BE FOUND WITH CONGENITAL SCOLIOSIS.

INCLUDED UNDER THE HEADING OF CONGENITAL SCOLIOSIS ARE
AENORMAL CURVES RESULTING FROM AENORMAL DEVELOFMENT OF THE
SFINAL CORDy THIS IS TERMED MYELODYSFILASIA SCOLIOSIS.

AENORMALITIES RESULTING FROM NEUROMUSCULAR DISORDERS
COMPRISE THE THIRD ETIOLOGIC GROUF, INCLUDED IN THIS GROUF
ARE LOWER MOTOR NEURON DISEASES, EG. FOLIOMYELITIS» UFFER
MOTOR NEURON DISEASESs EG. CEREERAL FALSYs AND OTHER NEU-
ROFPATHIES SUCH AS SYRINGOMYELIA. ALSO IN THIS GROUF ARE
MYOFATHIES THAT ARE FROGRESSIVE, EG. MUSCULAR DYSTROFHY,
AND THOSE THAT ARE STATICs EG. AMYOTONIA.

MESENCHYMAL DISORDERS EE THEY CONGENITAL SUCH AS MAR-
FAN'S AND MORQUIOS DISEASEs ACQUIRED DISEASES LIKE RHEUMA-
TOID ARTHRITIS OR OTHER CONDITIONS SUCH AS JUIVENILE E-
FPIFHYSITIS, MAY ALSO RESULT IN AENORMAL SFINAL CURVES.

SCOLIOSIS MAY BE SECONDARY TO TRAUMA WHICH COULD BE
EITHER VETEERAL, EG. FRACTURESsy SURGERY OR EXTRAVERTEERAL
FROM SCAR TISSUE ETC..

THE NEXT ETIOLOGICAL CATEGORY IS THAT OF SCOLIOSIS
SECONDARY TO IRRITATIVE FHENOMENA. IT WOULD EBE UNDER THIS
HEADING WE COULD LIST SUELUXATIONS,

OTHER MISCALLANEOUS FACTORS ARE METAEQLIC DISORDERSs
NUTRITIONAL FAULTS, AND ENDOCRINE FROELEMS.

EVALUATION OF PATIENT FOR SCOLIOSIS

1. VIEW FPATIENT WITH MINIMUM AMOUNT OF CLOTHING
2. EXAMINE FROM FRONTs SIDEs AND REAR
3. NOTE?
A) SCAFULAR ASYMMETRY & UNILATERAL FROMINENCE
E) ASBYMMETRY OR FULLNESS OF THE WAIST
€) SHOULDER LEVEL
DY ASYMMETRY IN THE DISTANCE EETWEEN ARMS AND TORSO

FAGE 3.
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FLLACE FATIENT IN ADAMS FOSITION: WITH THE FATIENT
FACTING THE EXAMINERs HAVE THE FATIENT EEND FORWARD
AT THE WAIST, EOTH ARMS SHOULD DROF VERTICALLY
WITH THE FINGER-TIFS5 HELD TOGETHER.
A) NOTE ANY ASYMMETRY OF THE THORACIC CAGE
(A HIGHER THORACIC CAGE ON ONE SIDE IS5 A SURE
SIGN OF A THORACIC CURVE)
OEBESERVE THE FATIENT IN THE SAME MANNER FORM THE
REAR
A) NOTE ASYMMETRY IN HEIGHT OF THE LUMEAR AREA
(A DIFFERENCE IN HEIGHT = ROTATIONAL FROMINENDCE
OF THE LUMEAR SFINE)
FERFORM ANY ORTHOFEDIC TESTS THAT ARE INDICATED.
A CAREFUL HISTORY MUST EE TAKEN AND SHOQULD INCLUDE
AN EVALUATION OF ALL SIELINGSs FARENTSs AND KNOWN
FAMILY MEMEEKS,
RULE OUT DISEASES ASSOCIATED WITH SCOLIOSIS.
MEASURE FATIENTS HEIGHT,
NOTE AND RECORD LEVEL OF RIE OR LUMEAR PROMINENCE.
NOTE ANY AENORMALITIES OF THE MOUTH AND FALATE,
EXTREMITIESs AND AFPENDAGES.
FERFORM INDICATED NEUROLOGICAL TESTS.
RECORD JOINT MOEBILITY, ESFECIALLY OF THE HIFS.
MEASURE AND RECORD LEG LENGTHS AND CIRCUMFRENCES.
CORRELATE ALL ORTHOFEDICs NEUROLOGICALs AND
FOSTURAL FINDINGS WITH YOUR A.K., EXAMINATION.

X=RAY EVALUATION 1
A-F STANDING FULL SFINE
SUFINE A-F WITH FATIENT EBENDING MAXIMALLY TO RIGHT
AND LEFT (IF FOSSIELE).
A=F VIEW OF LEFT HAND AND WRIST TQ DETERMINE EONE
AGE .
STANDING LATERAL FULL SFINE WITH ARMS RESZTING AT
SHOULDER LEVEL.,

X-RAY FINDINGS
(A-F) THE TOF VERTEERA OF THE FRIMARY CURVE IS THAT
WITH THE DISC EBELOW IT EROADER ON THE CONVEX SIDE,
AND THE DIGC AROVE ERCADER ON THE QFFOSITE SIDE.
(A-F) THE EOTTOM VERTEERA HAS THE DISC AROVE IT
EROADER ON THE CONVEX SIDEs AND THE DISC RELOW
EROADER ON THE OFFOSITE SIDE.
COEER'S METHOD OF CURVE MEASUREMENT IS TO DETERMINE
THE ANGLE EBETWEEN THE FERFENDICULARS DRAWN FROM THE
TOF AND ECTTOM OF THE VERTEERA AT THE EXTREMITIES

FAGE 4.
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OF THE CURVE.,

USING THE AEBQVE INFORMATION WE SHOULD AlLL EBE AEBLE TO

EVALUATE FATIENTS FOR SCOLIOSIS AND COMMUNICATE ON OQUR
FINDINGS IN AN INTELLIGENT MANNER.
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POSTURAL CERVICAL ADJUSTING
Katharine M. Conable

ABSTRACT: A discussion of the clinical effectiveness of examination
and treatment of the cervical spine with the patient sitting and
through the full range of motion, as well as recumbent, in cases of
tortacollis and residual cervical discomfort.

For years Applied Kinesiologists have emphasized the importdnce
of evaluating the spine in postures other than recumbent.! 12} we
suggest observing and challenging the spine in sitting and standing
positions and in postures assumed for long periods at work. Often
this procedure reveals distortions which might otherwise go
uncorrected. 1 utilize a variant of this procedure in treating

tortacollis and persistant cervical problems.

The mechanics of the cervical spine obviously are different from
recumbent to sitting and standing. More importantly, the
proprioceptive feedback in gravity is markedly different. As Dr.
Goodheart has repeatedly pointed out - the patient does not usually
spend his life lying face down on an adjusting table. If we are to
correct the actual functional biomechanical problems the patient
has, we must consult the body's computer throughout the full

range of postures and motions which the patient experiences.

-23-
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Most of us have had the experience of finishing what we feel tobe a
thorough treatment of a patient - balancing muscles, treating
reflex points, precisely adjusting the spine - only to have the
patient sit up, fussing with his neck and saying , "It's still there”.

We answer that it will take a little time for the knots to work out,
and send him on his way, quietly grinding our teeth about the
ingratitude of patients. Life has finally taught me that patients
usually actually do know what is going on in their own bodies, and
that the best route is to believe them and handle as many of those
nagging complaints as possible, immediately. There is a reason for
the pain, discomfort or "still not right" feeling, and it is our

responsibility to identify and handle it if we can.

In treating patients with difficult cervical problems , tortacollis, or
whiplash injury, following recumbent examination and treatment
of subluxations and muscles, I routinely rechallenge the cervical
spine sitting. Often new subluxations will now be evident. Next,
rechdllenge in each range of motion, particularly in those positions
where the patient feels a "catch” or a "pull". Examine in rotation,
flexion, extension, and if necessary, lateral flexion. Include the
upper thoracic spine and ribs in all positions, as often these are
keys to a persistent cervical discomfort. Include especially
examination for anteriorities and lateralities in the cervical spine,
and superior or inferior tilting in the thoracic spine. Correct
whatever subluxations are found , in the position found. It is
usually most efficient to do this kind of fine-tuning ad justing with

an activator.

-24-
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POSTURAL CERVICAL ADJUSTING - Conable 3

While not all residual pain is relieved by this procedure, frequently
there is a significant change or total alleviation of pain, with
increased range of motion and greatly reduced recurrence of
subluxation. The few minutes of additional time are amply

rewarded by patient response.

Anothsr type of residual pain associated with chronic cervical and
upper thoracic problems is one which appears to be a subluxation
but is not. The patient will point to an upper rib, or the
parascapular area and say, “It's right here". You may have
challenged this spot 15 times in three different positions, and may
even have ad justed it. You may adjust it and the patient says,
“That was IT", but the pain does not change at all. These points feel
to the patient like articular distortions, but in fact, they often prove
to be trigger points in the paraspinal muscles or the Serratus
posterior superior muscle, which respond beautifully to
Strain-Counterstrain technique, as presented by Goodheart in
Research Tapes # 81 and following3- and at 1.C.A K. meetings
Winter of 1983 and Summer of 1984. Fascial release?- of the
Serratus anterior muscle is also often useful for this type of pain.
The intermittent weakness of the Serratus anterior causes
Rhomboid and parascapular hypertonicity with pain. Also, the
Serratus anterior trigger points can refer pain to the parascapular
area®: Attending to hidden dsetails such as these can make the
difference between good, but slightly frustrating results and rapid,
miraculous patient response.

-25-
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Footnotes : 1. Walther 1976 -p. 125
2. Walther 1981 -pp.31,42,81,87ff., 153
3. Goodheart - monthly research tapes#¥81 - 83
4. Goodheart - 1978 pp. |-12
S. Travell & Simons - pp.622 ff.
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ABSTRACT

in our attempt to deal with the multitude of problems that beset
mankind we must have a rationale as to where to start and what to look
for. Therefore, as with all things, we must start at the begining.
With living things we must start with the basic survival mechanisms of
the species. These basic survival mechanisms are innate in nature,
that is, they need no training or education. They act automatically.

Some call them instincts. All living things have them to survive.

We find them in two basic catagories. The autonomic functions,
which we can term internal survival mechanisms. Thes are responsible
for circulation, respiration, digestion and other life support systems
along with the limbic system function of immunization and self healing
to protect us from environmental accident such as cuts, burns, breaks,
bacterial and virus invasion etc. All things being equal, the body
heals itself. The "external™ basic survival mechanism, or reflex
systems, deal with the very roots of our existance as a species.

They are fight/flight, feeding and reproduction. All we are relates
to one or more of these basic survival reflex systems. Just think
about it for awhile. There is nothing else involved in survival.
Therefore, these reflex systems which relate to, influence, and on occ-
asion govern the internal reflex systems (ie: speed up heart, activate
digestion, turn off digestion if energy is needed to fight, or run, or
to engage in reproduction, alter blood flow, etc.), must be understood
relative to health and function. Because structure and function are

interdependent, we need to understand and deal with both.
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The basic reflexes involved in the innate survival of the species
functions of fight/flight, and feeding, and reproduction must take
precedent over all other considerations as a basis for treatment. These
systems must intersct and integrate into one synchronously functioning
body. Obviously, the basis for this integration and interaction is
a properly organized and functioning central nervous system. There-
fore we must concern ourselves first with neural system organization
and intergration of reflex mechanisims that make all this possible.

It is when there is a loss of this innate integration and/or organ-
ization that problems arise. If we don"t approach these problems ~from
their roots, so to speak, we are only chasing symptoms. And, although

we will have some success, we would not really eliminate the problem.

Everything in the body is essentially interrelated and coordinat-
ed in the body. Everything must be in balance or else disaster will
certainly follow. There will always be some sort of unnecessary stress

factors to consider. As the adage goes: The ™head bone" is ultimately

connected to the "foot bone".

Let us, therefore, consider the basic organization of the nervous

system from the innate point of view, that is the automatic, born with

survival of the species reflex mechanisims.
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BASIC NEURAL ORGANIZATION

( The Primary Centering and Organizational Imnnete Reflex)

System
y By Carl A. Ferreri D.C.

Neural organization depends on the proper and coordinated funct-
ion of basic or innate systems designed to run the body automatically.
These automatic functions transcend the basic life support systems
such as circulation, digestion, immunization, repair, etc. (which we
can consider as the internal survival systems) to what we might con-
sider as the external survival or preservation of the species reflex

systems.

We are all aware of the basic neural arc phenomenon. So, that
if we touch something hot, for example, we will immediately withdragw
that part away from danger. This, however, is basicallya learned
reflex because although the mechanism is present, it must be activated

by action and reaction.

I will now discuss the external automatic, or innate, survival
systems that need no action and reaction to make them work. 1In the
introduction I spoke of the innate survival mechanism of feeding
fight/flight and repreduction. The baby automatically suckles and
has a centering reflex to guide it to the breast for nourishment.

It has a sense of stability whether lying down or being held upright,
and the sexual mechanism is functioning at this young age even though
it is not matured(note the erectal activity in a baby male, and the

mastibatory actions in all babies, at one time or another).
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This is what we have to survive in the environment. A1l our

basic reflex mechanisms are related to the intergration of these
systems.

Neurophysiologists and others have observed these systems and

given them specific names, but unfortunately, haven't,for the most
part, seen them as part of a whole, functioning with all the others
as part of an intergrated organizitional system. If condidered in
this way , and in their sequense, we then have an orderly proce-
dure to begin treating any problem that befalls mankind. Every-
thing necessary for survival, with the exception of food, drink and
oxygen is found within the body. We were built that way. The innaye
intelligence that made the body also provided all kinds of indicators
or monitors, on the surface of the body,in order to monitor and
know what is going on inside the body. All that remains ia to have
inquisative minds seek these indicators, so that they could be used
for the benefit of mankind. As Chiropractors, we are at a definate
advantage over other disiplines. Major DeJdarnette,recognized the
genius of Southerland (an Osteopath), built on it,expanded his own
concepts and increased the body of knowledge of the body tremendously.
George Goodheart and others who would not let anything happen with-
out wanting to know why exploded that knowledge and advanced our
understanding of how the body really works two milleniums in the
past 20 years. Agreat debt is owed these and other men. We need to
be able to communicate with the body and its innate knowledge of

what is going on within its own boundries.
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We need, therefore, reliable indicators from the body itself to help
us to determine what we are dealing with, how its own systems are
functioning, and what is, or is not functioning properly, either
with itself or in relation to the rest of body function. It is
possible to have a function out of sync with other functions al-
though it is relatively normal in its own right. The nervous

system knows everything that is going on, be it is obvious or not.

Until recently, with the exception of Chiropractic and some
osteopaths and naturopaths, external equipment, some of it very costly
were and are being devised to heip read what is going on inside the
body. Some very sensitive palpatory skills and observable change in
the posture, muscle tone, flexability and mobility of body struct-
ures have been devised. They are all good,  and should be learned
and used. However, all are not totally reliable (particularly under
certain circumstances such as switching) as they are open to too
many conflicting interpertations. Fortunately, Goodheart found the
strong (weak) muscle indicator system and the therapy localization
phenmenon as the most reliable indicators of body function to date.
In my research, I prefer the muscle indicator system combined with
therapy localization system of applied kinesiology as my indicator

aystem for test and response, before and after treatment.

Because we are dealing now with innate survival mechanisms,
andneed a place to start, we must again look at the body for the
bast_answer. The dorsum, or back, of the body is less vulernable

to injury than the anterior, or front, part of the body.
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The back of the body is harder and stronger than the front, and if

we must protect ourselves against blows of an enemy, etc., we usually
turn our backs (dorsum of arm) to the blow if possible. The dorsum
of the leg is in the front for the same reason. The dorsum also
contains most of the bones for protection and support andthe large
intergrated muscle groups related to this support. Therefore, it
seems logical to start our examination with the back and its related
centering reflex mechanisms. Using indicator, or intact, muscles.as
our criteria along with therapy localization technique, we must insure
that they tell us the proper information. Therefore we must be aware
of them find and elimate (correct) those things that would muke the

muscle respond less than accurately.

First, the testing doctor should be in neutral mentally and
physically, (that is, with no presumption as to the outcome of any
test procedure), and breathing normally. He/she should be unswitched.

Always test your own K27 switching circuit!!

With the patient prone, a modified Derfield test indicates a
a lateral atlas position (legs brought to a 90 degree angle. Short
leg or even leg stays short or gets shorter (foot height aboutv90
degree) indicates atlas lateral on short side). This should be
adjusted and neutralized first. A weakness of one hamstring muscle
indicates a sacral fixation and/or 3rd cervical subluxation on the

side of weakness. - The lower 1/3 of the sacrum is the area of fixation
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T.L. for precise area for adjustment. Chanlange 3C for involvement.
This must be adjusted and neutralized. If both hamstring are weak
in the clear then an occipital atlas fixation is indicated. 1In this

case it is the occiput that must be adjusted and neutralized.

The limbic fixation should then be tested, adjusted and neutral-
ized. The limbic fixation indicators are found at 7C -1ld and 12D -
lst L, the transitional vertebra. Although these fixations don't
ordinarily interfere with the muscle test procedures, they are part
of the basic neural organization (remember this is an innate function)
and therefore must be adjusted and neutralized. Note, fixations are

adjusted in whatever direction (TL) found, and must be adjusted to-

*

gether (simultaniously). That is, if high on right, low on left,

then in that pattern.

Special note- Limbic fixation will indicate the presence of a

systemic condition such as Reynauds disease, Scleraderma, Rheumatoid

Arthritis, Psorisis, etc., Infection (acute or subacute), Allergy,

Or an immune system involvement. More on this subject in another

paper on the "IMMUNE SYSTEM".

Any other fixations could be looked for and corrected, at this

point (see fixation chart) but will usually not interfere with the use

of the usual muscle used in testing in this position (hamstring). You

will find that once you correct the centering/righting reflex system,

these fixations will automatically correct themselves, with the excep-r

tion of the "Limbic Fix™"!
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We must now test for the posterior switching mechanisms,ie:- coccyx
umbilicus and coceyx K 27 both sides. Treat as found with a heavy
simultaneous rubbing. We now have the posterior in neutral neuro-
logically so that we can continue with accurate results.

Testing for and correcting the posterior centering/righting

reflex systems may be done at this time or....With the patient supine

we now look for the things that would interfere with or render the

anterior centering/righting reflex indicators less than accurate.
The first order of neurogical necessity, would be the lateral

occiput. This is an entirely different fault than the occipital

fixation, and, adjusting one will not correet the other. This is

found by either protruding the tongue to the right and/or left,

or by therapy localizing the occiput with both hands to one side.

If indicator muscle weakness occurs, adjustment of occiput should

be made either on the side to which the tongue is pointing, or on

the side away from double hand contact. The lateral occiput has

been called the universal fault, and nothing will really fix if

it is present ( an example would be Y4 - 5 -6 meridians and their

associated muscle weakness. This not a real possibility. Fix

the lateral occiput and you will neutralize all the findings).

The occiput must be adjusted on atlas, not atlas under occiput

(it doesn't work that way). If the tongue or double hand contact

localizes on both sides then this means you have an anterior

ring of the atlas through the mouth (temporal tap the gag - reflex),

or by a simultaneous bilateral thrust on the transverses of the

atlas in the V groove posterior to the T.M.J.

—3h 3 3
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Always test K 27, the master anterior switch of the body. This
point is the meeting point of all the associated (spinal) points
of the Acupuncture meridians and the meeting of Yin & Yang, this
can be done with the umbilicus for specific side of fault, but
works just as well using only both K27s. This is extremely
important for the accuracy in any testing procedure used, whether
it be an orthopedic, S.0.T., A.K., or other test. If this fault
exists, the findings will be opposite of what they should be.

All switches are fixed with a heavy rubbing, and should be clock-
wise or across, but not counter clockwise rub.

The T.M.J. function and balance should be analized and
corrected, as this fault can literally have a thousand possibilities
for problems in the body. (see my paper on T.M.J. update) .This
incredible mechanisim, which is almost totally ignored by the
medical, dental and mainstream Chiropractic profession, is not
only involved in the survival process, but aids in cranial bone
movement and function, maintains the flexibility of the sutures
of the skull, and is responsible for head balance. It is there-
fore involved in the fight/flight innate reflex reaction. The
T.M.J. should be tested, and the muscles and/or joint corrected
as indicated by the test. The only other thing that may interfere
with testing in this position, if we use a leg or pelvic muscle
would be an anterior femor subluxation. If the hinge of the
testing aparatus is at fault, the aparatus will be at fault,

This is tested with the leg raised approximately 45 degrees from

the table - Knee straight pressure exerted on the femor above the

knee.
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If weak, adjust femor head into ascertabalum. The ilio
femoral ligament should be also considered if this is a chronic
problem. Either chalange the ligament in direction, or use double
hand contact with the same side hand on ligament, placing the op-
posite side hand on top. Adjust accordingly. If posterior, contact
ligament with fingers firmly, and as leg is rotated outward, lift
ligament upward into grove. If anterior, contact as above and as
leg is rotated inward, push ligament downward into grove. We have
now set the stage for proper, reliable testing procedures.

We now approach the primary topic of this paper - The Primary
Centering and Organizational Innate Reflex System. Although parts
of this system have been given specific names and do specific things
(see Walther - Cloacal,labrynthine, visual and neck righting reflex
systems), they are all part of an intergrated neural reflex system
on which our gaits and postures and movements are built. These
systems can, and do, work separately but they must work together
in a coordinated effort. For brevity and the purposes of this
paper, I will refer to these reflex mechanisims as the Posterior
and/or Anterior Cloacal Centering/Righting Reflex Systems. They
encompass the posterior and anterior cloacal reflexes, the labryn-
thine and ocular (was visual) and neck righting reflex systems.

The skin and other positional righting reflex systems will follow
these intact systems in function. These systems must be functional,
balanced, and coordinated for proper gait, body movements, balances
and most functions of the body. Without proper function of these
innate systems, the fight/flight and reproductive innate functions

are now compromised.
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PAGE # 11
George Goodheart has written about these systems many times but
apparently most have not understood the importance of what was
discovered.

These reflex systems are basic, innate, computer chips on
which all coordinated movement is etched.

Let us consider, for a moment, the basic Cloacal Reflex
System. What is it?, and why is it so important?

~The Cloacal Centering Reflex System is found in all sexually
active reproducing species. It is the system that allows successful
copulation (and fertilization), and henceforth reproduction of the
species. This reflex system centers the male to the female and the
female to the male. Therefore, there are anterior and posterior
sets. The basic coetal mount position is posterior for the female
and the male, having no positional options, must be anterior. Be-
cause all fetuses are conceived female and the male characteristics
are superimposed on a female fetus, with both vestages of the other,
so that the male has similar posterior cloacal reflexes to the
female although, in most cases, not as active. If we look at the
origin of the woxd Cloacal, it comes from the latin cloacae meaning
sewer. Why? Because in earlier and lower forms of life, the ex -
cretory and reproductive openings in the body were one. 1In the
male we still have a dual purpose penis, both excretory and
reproductive. When one system turns on (reproductive) the other
system turns off (excretory) and visa versa, therefore insuring
proper impregnation and fertilization without being washed out by
the body excretory activity. I think you can start to see some

the implications ,ramifications, and extrapolations of this one

mechanism.,

-37-~
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Anyone who has engaged in sexual activity, or at least knows something
about it, realizes that trunk muscles, pelvic muscles, and leg muscles
are at least involved in the activity. Because it (cloacal reflex)
is a centering reflex device there is a certain amount of delicate
coordination between these muscle groups to successfully complete
the act. This system is therfore responsible for the reactive muscle
system we know about and some reactive muscles we don't know about
(to be more fully discussed in my paper on Scoliosis to follow). It
is also the link between the feeding (digestive) and reproductive
basic survival systems. We will now see how it relates to the
fight/flight reflex for total involvement in the basic survival
mechanisms of the species.

Because the Cloacal Reflex System is responsible for muscle
coordination for the trunk, pelvic and leg muscles, it is involved
in body motion and as such is demonstrably involved in all gait
movements, front, back, side, etc.. Because it is a centering system,
it is basic to, and is a part of, our righting reflex system so that
we can stand erect and change position as necessary, etc.. This
system coordinates with the head and neck righting reflex systems
(as we will demonstrate). Although they can, and do, work indepen-
dently of each other, and therefore can and must be tested that
way, they must work together in order for us to function, stand,
and mobilize. Therefore, they must also be tested together in the
various possible combinations. Because these combined reflex systems
allow us to have coordinated body to head and head to body movement,
they now become part of the fight/flight reaction. This is basic to

opur survival as a species.
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Because these reflexes are part of our defense system, they
have functions related to our awareness of our envirenment for
protection from danger. They therefore take on different aware-
ness functions with our eyes open and our eyes closed, and in the
light and in the dark with our eyes open and our eyes closed.
This then enables us to not only sense danger, but mobilize the
muscles and posture necessary to run from or fight the particular
danger, be it light or dark, or to change body position in relation
to danger with our eyes open or closed in the light or in the dark.

There has been some interesting work done regarding how our
brain functions with our eyes open and/or closed, with our ears
open and/or closed, and in combination and in the light and in
the dark etc.. Brain Pet scan studies ( P.E.T. Positron Emission
Tomography at the University of Pennsylvania (Martin Reivich) and
at the University of California at Irvine (Monte Buchsbaum) show
different areas of activity in response to the different combinations.
These being innate reactions, or responses of the brain to various
body options (ie: eyes, ears, and light options, specifically light
and dark) and because they are predictable, they must be relatd
to awareness and the righting reflex systems. These being innate -
systems within the neural function of the body. I am sure you can
see how the different phases of testing (eyes open, closed, etc.)
are necessary to make proper analysis and correction for neural

organization. g
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We all know that the cross crawl or cross patterning exercise
has an organizing effect on the entire nervous system. The cross
pattern is based in the Primary Cloacal Centering/Righting Reflex
System.

An interesting exercise demonstrating the extensiveness of
the cross crawl or patterning exercise is as follows: Have the
patient lie supine, palpate, and find the lateral aspects or plates
of the sphenoid wings. While maintaining contact on them, have the
patient go through a cross pattern exercise and feel the motion
of the sphenoid as it rocks up and down from side to side.

I hope you understand the importance of the primary cloacal
centering/righting reflex system and the need for starting any
treatment with it. Now let us consider the reflexes themselves,
where to, and how to test and correct them. The posterior cloacal
centering/righting reflex system - the posterior cloacal reflexes
and the labrynthine righting reflex system.

The posterior cloacal centering reflexes are responsible for
centering the pelvis posteriorally, and are located in the pelvis.
Beardall locates them in the sacro tuberus ligaments in the grove
lateral to the apex of the sacrum and the coccyx. I have found
equal response on the tips of the ischium. Therapy localizing
either area will produece a weakness in a strong indicator muscle
(usually the hamstring is used in its normal test position, approx-
imately a W45 degree angle of the lower leg) if there is a fault
in the reflex . I must emphasize that the test, as with all others

in this series, is done with the eyes open and the eyes closed.

-40-
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Correction is made in one of three ways: 1) a wet hand
contact on either area until a pulse is felt. 2) a heavy rubbing
contact on the sacro tuberus ligament or ischium on the side
of weakness. 3) a respiratory correction in which you contact the
ischium and rotate the ischium medial and toward the opposite
shoulder in a sort of scoop motion with a respiratory inhalation
assist. This correction is preferred because of the fascial in-
volvement in the structures and their reciprocal motion.

The labrynthine righting reflex system, which is one of the
head centering reflex systems and is thought to be involved only
when the eyes were not operating, and for balance. This reflex
is located in a groove at the base of the skull on the suture
between the temporal bone and the occiput. These may be three
in number but we therapy localize the entire complex. If there
is a fault, a strong indicator muscle will weaken. Remember this
test, as with all centering and organizational tests, must be done
with the eyes open and with the eyes closed. Correction is made: 1)
by contacting the test area with a wet hand contact holding until
a pulse is felt. 2) By a heavy rubbing in the groove. 3) by contact-
ing the test area and exerting a rotating motion downward to cause
the temporal bone to slightly rotate in its normal respiratory
motion ( in whatever phase of eye option, open or closed).

Again 1 prefer the respiratory assist motion as it takes into

account the reciprocal fascial mechanism.
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Note - The pelvis tends to open anteriorly on inspiration
with the ilii rotating lateral and inferior, therefore the ischii
rotate medial and superior on inspiration. The occiput moves in-
ferior and anterior, in a sort of arc, while the temporal bone
rotates, using the mastoid as reference point, in an inferior and
anterior arc while the superior border flares out on inspiration.
Although these reflexes work independently and must be tested
separately they must always work together (to center the head to
the pelvis and the pelvis to the head), and must be tested that
way. If you find a posterior cloacal reflex fault, you must

find a labrynthine fault in the same phase of eye option, open

or closed. ' The reflex test points are again tested in combination,

that is, one posterior cloacal with one labrynthine reflex, with
the eyes open and eyes closed in various combinations. Further-
more you must find which one of each, or which combination, is
at fault and then make the proper corrections as described. If
they are found separately (one of each), they must be fixed that
way. As Goodheart says, fix them the way you find them.

The anterior cloacal centering/righting reflex system: The
cloacal centering reflex and the ocular righting reflex (note:
reference to this particular reflex system may be found under
visual righting reflex, but because we take other functions of
the eye into account other than the visual function and its
orientation to the horizon, I have renamed it the ocular righting

reflex (proof will be evident later)
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The anterior cloacal cenering reflexes are responsible
for centering the pelvis anteriorly, and are located in the
anterior superior border of the pubic bones, approximately 1%
lateral to the symphasis. If we consider the basic function
of this reflex is to center the pelvis in copulation, then the
position of the reflex points becomes obvious. Again, this
reflex is tested, or therapy localized, with the eyes open and
closed. If a fault is found it is corrected by: A) a wet hand
contact on the points until a pulse is felt, B) with a heavy rub
(very painful), or C) with a respiratory assist move. Contact
the anterior superior spine of the ilium and rotate it lateral
and inferior arc in its normal respiratory motion. The ocular
righting reflex is one of the head centering or righting reflexes,
and is found in the superior orbital notch in the superior border
of the orbit on the frontal bone. Again, this reflex is tested
or therapy localized with the eyes open and with the eyes closed.
Correction can be made by: A) a wet hand contact until a pulse
is felt. B) a heavy rub, or C) enhansing the normal respiratory
motion of the frontal bone on inspiration. The frontal bone
flexes like the wings of a gull on inspiration. Therefore, contact
is made on the mitopic suture with the heel of the hand while fingers
contact the lateral edge of the frontal bone and lifting motion
is made on inspiration. ]

Again, as with the other centering/righting reflexes, these
reflexes work separately and must be tested and corrected that

way, But they must work together, and therefore must be tested
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and corrected that way with the eyes open and the eyes closed.
As the head must always be able to center to the pelvis and the
pelvis must always be able to center the head, therefore we test
them separately and we test them together in combination; ie:
the anterior cloacal centering reflex with the ocular righting
reflex in the various combinations with eyes open and closed.

If you find an anterior cloacal reflex fault, you will find an
ocular righting fault in the same phase of eye option, open or
closed.

The literature only describes the visual righting reflex

mechanism as functioning with the eyes open or visually operational,

and makes reference to tests which demonstrate this righting
function. It is true that a blind man holds his head awkwardly
and has trouble centering or righting when he gets up from a lying
position. They have taken only the obvious part of this reflex
into consideration. That of righting the head to the horizon.
They have not gone further into the coordinated function of this
reflex system. Because this righting reflex must work with the
anterior cloacal centering reflex, and the body must have its de-
fence options at the ready at all time, there is an awareness
function that we must take into consideration whether the eyes
are open or closed, in the light or in the dark. They all make

a difference. (refer back to the P.E.T. studies).
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To prove the point we must test a patient for a gait deficiency.
See which foot is forward. This is done by turning both feet
medial (in). The one that resists full turning is the forward
foot. If the patient is in a gait position the opposite P.M.C.
will be strong and the homolateral or ipsilateral P.M.C. will be
weak, (defacilitated). If you want to go further into the gait,
the tricepts, posterior deltoid, latisslmus dorsi, etc., will be
weak on the opposite side and the same muscles will be strong m
the homolateral or ipsilateral side (facilitated). Now find and
clear all the cloacal, labrynthine, and ocular righting reflexes
with the exception of any ocular righting reflex found with the
eyes closed. The patient remains in the gait position. But, as
soon as the eyes closed, ocular righting reflex is corrected, the
patient comes out of the gait position, and all muscles are now
in neutral and test normally. This brings up some interesting
factors which I will discuss later.

If in testing these reflex systems you find two labrynthine
or ocular righting reflex faults in the same phase of the eye
option, either open or closed, then this indicates a cranial injury
that has registered in the central nervous system. This must be
cleared in a very special way. Until this is cleared the head
has lost its physiological center and nothing you do will ever
remain truly corrected. Gait faults will reoccur, catagories will
reoccur, particularly catagory one because of the dural torque.

The body will always have to find new compensations for the unstable

head. (See paper on the Cranial Injury Complex)
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To clear this phenomonon we must therapy localize the labrynthine
and ocular righting reflex mechanisms simultaneously, both right
and left labrynthine with both ocular righting reflexes with eyes
opened and eyes closed, making simultaneous corrections as above.
To prove the necessity of making this correction, correct the
neck righting reflex (to be discussed next) without correcting
the cranial injury complex. Then, when clear, have the patient
take only two steps (can be done lying down doing a cross pattern

exercise) and retest the neck righting reflex. You will find the

correction is completely lost. Therefore, if present, the cranial

injury complex must be corrected at this time. If you redo the

previous test you will find it now holds.

The neck righting reflex should now be considered in relation

to the complete centering/righting and organizing procedure. The

-46-

neck righting reflex mechanisms are located in teh articular facets

and laminal groove of the lst, 2nd, and 3rd cervical vertebra.

They are therapy localized together with both hands with the eyes

open and closed, as with all centering reflex systems. Correction

is made with a heavy rubbing along the laminal groove in whatever
eyes option phase the test indicated weakness. If may be in one
or both phases. This then completes the basic, or primary, cen-
tering righting and neural organizational procedures. The body
is now in physiological center, the gaits are normalized, the
nervous system has been organized on a somatic level, and the
patient is now ready for whatever specific correction necessary
in relation to their specific health problems. We have noticed
that mapy patients take a longer step with one foqt, or that one

arm. does not swing as far as the other in a normal anterior gait.
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This creates a problem of allowing them to walk themselves back
into the destortion. The reason for this is the longer step is

a result of that foot being in an anterior gait position, and is
already muscle and reflex set in front of the other one. The same
holds true for the arm motion, the less swing is because the arm
is in a posterior gait position, that is the lesser swing is on
the same side of the longer stride. This can also be tested with
the patient lying on his/her back. Turn feet medial (in). The
one that doesn't turn in as far, or with restriction, is the
forward foot. This is completely eliminated by the correction of
the total cloacal centering/righting reflex complex.

On special occasions these reflex systems must be tested front
to back, that is the anterior cloacal to the labrynthine and the
posterior cloacal with the ocular,again, as always, with the eyes
open and eyes closed. Sometimes the entire complex must be tested
and faults corrected in the sitting position or in the standing
position. Sometimes with the head right or head left or eyes right
or eyes left or head and eyes left and/or right etc.. These special
occasions are necessary when there is a persistant weakness that
does not respond under usual conditions of treatment, or when the
specific injury was registered in that position and therefore must
be corrected in that position. Sometimes you must fix it the way
it happened!

We can see that there is almost an unlimitted number of possi-
bilities to this reflex system in gait and organizational problems
in the body. Almost always the basic lying position of correction

is sufficient.
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These reflex systems are sensitive to trauma, physical, emotional,
and sometimes chemical. That is how they are disturbed for the
most part. Being also sexual in nature, they may be disturbed by
glandular activity problems at puberty or menopause, and certain
complications of the sexual organs. ®Therefore, almost all patients
will have a problem relating to one or more of these reflex patterns.
(see paper on Scoliosis for glandular causes).

The patient is now ready to be treated for any catagory
corrections necessary, and/or whatever other specific problems
present. Any patient who has been in an accident or has sustained
a traumatic injury must be examined and corrected in this manner.
Many times the patient remains in the defensive muscle set position
of the accident and no amount of any other technique or modality
will release him/her from that position. 1 think you can see the
immence value of this primary cloacal centering/righting reflex
complex.

This reflex complex is extremely important relating to sports
injuries. If a pitcher is right handed and is in a right gait £ix,
he cannot throw the ball correctly because the muscle needed to

throw the ball are defacilitated. There are hundreds of examples

but I think you can see them for yourself.
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THE CRANIAL INJURY COMPLEX

ABSTRACT By Carl A. Ferreri D.C.

Carinial injuries are many times insidious and give no specific
outward manifestation of their presence. After the initial injury
which may have been severe, with bolld, unconciousmess, concussion,
etc., or relatively minor, with nothing more than a slight bruise,
the patient seems to recover, the injury heals, the pain goes away,
and everyone forgets about it. But the patient is never"right" after
the incident. He/she may have heacaches, back problems, neck problems,
seem to injure themselves more easily or frequently, etc.. Careful
investigation does not reveal any specific problems that can be at-
tributed to this injury. There are the general problems faced by all
patients. The doctor may find various cranial faults and attempt to
correct them, only to find they recurr or that others appear down the
line. The patient is always in some sort of a gait problem, with
one foot forward, turning in, turning out, etc. There may be
headaches, eye problems, ear and jaw problems, etc. All are treated
the patient is greatly improved but always has some kind of problem.
Yet nothing indicates a head injury. The cranial injury complex
patient is an enigma.

THE CRANIAL INJURY COMPLEX

What is the cranial injury complex? How do you find it? How
do you correct it?

Essentially, it is a disorganizatdion of the reciprocal sutural
motion of the skull. Because the reciprocal tension membranes of
the skull are anchorel in the sutures and became part of the peri-
ostium of the sutre, the reciprocal motion of this support system

of the brain is also at Fault. This alone can. create a merial of
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problems. Because there is a continuum of fascia throughout the
body there are many other direct implications to this problem
(to be further discussed in a paper on fascia) ,therefore we can
expect some disorientation of the normal brain activity. It is
usually manifest in the motor functions but can be in memory,
circulation, balance etc.

In doing my normal testing procedures I many times found
.the double labrynthine and/or ocular righting reflex pattern.

I further found that making the usual (for me) cloacal, labrynthine,
ocular and neck righting reflex corrections, that although the

gaits corrected and other problems corrected at the time of treat-
ment, the neck righting reflex fault wo;ld immediately return and
gradually the cloacal, labrynthine, ocular righting reflex faults
would return or different ones would occur without any apparent
trauma. The case histories provided the first clue. They all had
had head injuries. Some could not remember but upon questioning, it
was found that they had a head injury they forgot about that may
have been in their childhood.

Further analysis of the head posture and movement led to the
conclugion that some fault was still present in the centering or
balance mechanism of the head or skull. After clearing all cranial
faults that would be found and some that I presumed were possibly
involved even if they did not therapy localize, the problem of

head centering or balance, particularly with its relation to the

neck righting reflex still persisted. It was apparent that the
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head and/or skull had lost its physiological center and was
trying to balance on the neck by recruitment. The neck muscles
were always in some sort of stress not necessarilly major stress
to restrict motion, but stress never the less.

Closer inspection and a certain amount of reasoning indi-
cated a problem in the reciprocal motion on respiration as the
temporal, sphenoid and frontal bones move. Because they do not
therapy localize in the usual way, it became apparent that the
double labrynthine and/or ocular righting reflex was the indicator.
Therefore the indicator or the cranial injury complex became the
two labrynthine and/or the two ocular righting reflex therapy
localizing with the same eye option open or closed. This double
therapy localization can occur either in the élear, that is, by
themselves (you have to therapy localize them one at a fime how-
ever) or in combinstion with a cloacal reflex either anterior or
posterior. This then indicates the presence of a cranial injury
complex but not which reflex combinations need correction. To
find what needs correction, now that you know something needs
correction, you have to take another step.

You now therapy localize a labrynthine righting reflex
with both ocular righting reflexes one at a time, wWwith the eyes

open and the eyes closed. Both labrynthine must be tested with

the ocular complex.

-51-~
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Once the fault pattern is determined the correction is accomplished
by correcting the labrynthine with the ocular simultaniously, with
the respiratory motion correction on inhalation, with the eyes open
or closed as found.

The labrynthine righting reflex is corrected by contacting the
posterior edge of the temporal bone in the sutural groove between
the temporal and occipital bones, with an inferior and anterior
rotatory move, to enhance the respiratory motion of the bone, while
simultaniously oorrecting the ocular righting reflex. The ocular
righting reflex is corrected by contacting the mitopic suture of
the frontal bone with the heel of the hand, while the fingers con-
tact the lateral aspect of the frontal bone, and lifting with a
inhalation respiratory assist. (The frontal bone flexes on respiration
like the wings of a gull, somewhat fixed in the center.) If all
combinations are corrected, the effects of the cranial injury on
the cranial reciprocal sutural motion, and the reciprocal tension
membranes of the brain and skull is eliminated or neutralized, and
the head now is returned to physcologic center. The head can now
center to itself, the head can now center to the neck, the head and
neck can now center to the body. and this complex can now center
to the pelvis and its centering reflex complex. This is a neces sary
correction for anyone who has had a head or cranial injury at any
time in his/her life starting with a possible cranial injury at
2 or 3 years old, I have found that for the most part the cranial
injury complex is activateted after the cranial bones are more
completely formed so that the skull motion is accomplished in the

sutures and not in membranes as in very early age.

The cranial injury complex had been responsible for a multitude

of problems which up to now resisted detection and therefore resisted
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PAGE # 1 . ABSTRACT =43
IDOPATHIC SCOLIOSIS

Idopathic Scoliosis means of unknown causes or origins. Until
now this has been true when speaking of scoliosis. There hasn't even
been a viable theory as to the cause and/or a workable treatment. No
one has demonstrated the cause or the mechanism that allows a scoliosis
to form. Scoliosis has resisted all attempts at correction, and no tech-

nique has predictably arrested this condition. Since earliest times
scoliosis has been recognized,and through the ages many treatments
have been devised. All trying to arrest this condition, to no avail.
Mud packs, massage techniques, bindings, steel armor corsets, braces,
etc.,etc., have been tried. All have failed. Spinal Operations were
introduced in recent years, and were hailed by the medical profession
as the "cure" for scoliosis. lmagine going through life with a steel
rod up your spine, or with your spine fused!!.

Chiropractors have claimed the best approach to scoliosis be-
cause they consider it a condition or disease of the spine. They have
adjusted into the curves,and with the rest of the healing arts have
been attempting to use electric muscle stimulators on the concave sidey
to pull the spine back into line, or strengthen these "weak" muscles.
Almost everyone considered these muscles weak allowing the spine to be
pulled out of line. These are the normal muscles!!!. No one has looked
at the front of the body, which is equally involved in scoliosis.

There is a lot of talk about scoliosis, schools test for it, so
called research has spun the same old wheels, all looking at the spine
as the problem, or the wrong muscle groups as the problem.

Idopathic Scoliosis is not a condition of the spine. The spine is
just a structure cought in the middle of a reactive muscle complex,

which was allowed to happen by a specific reflex mechanism fault.

Why is scoliosis almost always a female problem? Why does it
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happen around 12 or 13 years of age most of the time ? Let us now
consider the apnswer to thes and other questions about scoliosis. Let
us demonstrate the redl cause of scoliosis, and how to predictably, and
successfully treat this condition, so that we can claim a "cure". If
you know the cause, correct that cause, normalize the muscle complex
involved, to completely neutralize the condition, so that it will get
no worse, will get some to all better, depending on how soon treat-
ment is instituted, and how much structural damage was done, then I
think you can claim "CURE"

IDOPATHIC SCOLIOSIS

We must differentiate idopathic scoliosis from the other types
of scoliosis whieh‘involves wedged vertebrae, incomplete segmentation
of the vertebraeyand block vertebrae. These are different entities,
and have very specific anominolies causing them. There is also a type
of scoliosis caused by muscle paralysis and nerve injury. The cause
of these is obvious. There is another kind of scoliosis we all see
which is non pathologic,in that it is non progressive or almost so,
will respond redilly to treatment and will come and go. It is app-
arently a fascial stretch syndrome caused at birth, which will be
discussed later. What I am discussing,is the apparently healthy child
with a normal spine, who all of a sudden develops scoliosis. This
scoliosis is usually rappidly progressiveg, gets worse every year
for many years, and resists all attempts at containment.

If we go back and review my paper on the Cloacal Centering/Right-
ing Reflex System we can find the cause. We will specifically discuss
that part of the system that involves scoliosis.

As with all conditions,we must go back to the basic innate mech-
anisms we have for the survival of the species;to start to under-

stand the roots of a problem. The basic innate survival mechanisms
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of all animals are feeding, fight/flight and reproduction. Underlying
these functions is an innate centering/righting reflex system to al-
low 1) the head to center on the body, with gravity and the horrizon,
so that the animal can orient to the environment and 2) a centering
reflex system to center the pelvis to the body, to gravity, and in
sexual activity for reproduction of the species. (see The cloacal
centering/righting reflex system-Ferreri winter'8lU). Sp ecifically
they are the Labrynthine, Oculay, and Neck righting Reflex systems to
center/right the head and neck, and the Cloacal CenteringReflex system
to center the pelvis. Let us further discuss the cloacal centering re-
flex system, what is it, what it does, and how it works.

The cloacal centering reflex system is an innate centering reflex
system found in all actively sexual reproductive species. The name i
cloacal comes from the latin meaning common opening or sewer, this
because in lower and earlier forms of life, the eliminative system
and the reproductive system shared common openings in the body. The
male, for an example, has a duel purpose penis, both eliminative and
sexual. When one system is activated (reproductive) the other system
is deactivated (eliminative) and V.V. This insures proper impregnation
and fertilization, without being washed out of tﬁe body by excretory
activity. Because the reproductive system, with its reflex activity
is an innate system, and part of our survival mechanism, it is
always active as are all survival reflex mechanisms. This is cbvious
in the erectal activity in infant males, and the mastibatory activity
of all infant mamals male and female.

Experimentation with the cloacal reflex mechanism has show ,

that if you stimulate a female animal on the lateral part of the

rump, she will move away from the stimuli, but if you stimulate

her in the medial or inner part of the rump, she will move toward
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the stimuli. If you stimulate the male on the rump,he will also
move away from the stimuli, but if you stimulate him or the anterior
pelvic area, he will move toward the stimuli, and also tend to
thrust the pelvis forward. This is the cloacal reflex in oper-
ation, to center the male to the female, and the female to the
male, to insure successfull copulation and therefore survival of
the species, via reproduction. Anyone who has engaggd in sexual
activity or at least knows something about it realizés that trunk
muscles, pelvic muscles, and leg muscle are at least involved in
the activity. Because it is a centering reflex, there is a certain
amount of delicate coordination necessary between these muscle
groups, to successfully complete the act. This type of coordination
requires extensive muscle action and reaction reflex activity,
which in its innate form (survival), gives us the basis for the
reactive muscle activity we know about. Because we stand erect
this reflex mechanism takes an additional functions, in that, not
only does it center the pelvis for sexual activity, but must help
in centering the pelvis in postural activity. As we have seen

this reflex system has posterior and anterior divisions. Each
division must act and react with the other. They must also act

and react with the centering or righting reflex mechanism of the
head and neck, so that the head can center to the pelvis, and the
pelvis can center to the head. This way we can orient our bodies
to the environment (see paper on clopacal centering/righting reflex
system - Ferreri - winter 84). Even in the infant we see the first

stage of this system at work when we turn or hold the infant in

different positions. They always try to right themselves, either
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to gravity or to the horrizon (the things in a room or the room
itself). This intact centering/righting reflex system is the basis
for the attempts to center or "right the body". As we "learn"

to walk the same thing takes place. We "learn” to walk and move

in direction, and orient the body in space,by reflex. As the muscles
get stronger and able to support the weight of the body these things
are possible. We learn to put one foot in front of the other, but

we do not %Eérn all the intrigate muscle coordinations and reactions,
necessaryrfo that. They are built in so to speack. The cloacal,

with their related labrynthine, ocular and neck righting reflex
systems are the reflex systems responsible for the reactive muscle
system. Part of this system is responsible for a conservation of
energy system, that of facilitation and defacilitation reflex patterns,
to allow the body to move smoothly in the meriad of postures. They
are the computer chips, so to speak, already programmed, on which

to build the moving and standing gaits, and the learned movements

for sports, dance, etc. Depending on the species involved, this
system is evident from the first moments of birth. In many four
legged species and in fish, the infant is instantly mobile, is

able to swim upright immediately, or walk and run moments after
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