The Chiropractic Theories


The following is a summarization of the theories presented in class.  It is in no way comprehensive or inclusive of everything relevant to each theory.  You must UNDERSTAND these theories to fully integrate them.  Clinically they often “weave” together creating a variety of presenting symptoms / complaints.  It is your job to determine a course of action based on the information presented.
	Inflammation Hypothesis

Charles (Skip) Lantz
	· Acute - S.H.L.R.P.

· Chronic – can occur from outset not just an extension of the acute phase
· Immobilization ( inflammation

· Pre-stages spinal lesions

· VSC Phase 1

	Segmental Dysfunction (SDF)

	· Early Proponents – Langworthy, Smith, Paxson – 1906

· Several Subsets within SDF

· Neurobiologic Models – Non Inflammatory

· Korr: Sympathecotonia
· Patterson – Steinmetz: Spinal learning

· Neurobiologic Models – Inflammatory

· Dvorak

· Gatterman – Goe

· Mense

· Minimal Energy Hypothesis

	Fixation Theory

{Irwin Korr}

· Subset of SDF


	OWN THIS PATHWAY:  

· Hypomobility of motor unit ( Hypermobility above and below ( 

    Segmental Facilitation causing excess sensory input (into cord) ( 

    Posterior Horn interneuron pools “flooded” ( Lateral Horn “fires up”   

    causing Sympathecotonia ( sympathetic responses, abberant reflexes

· Multiple levels may be affected via paravertebral ganglia

	Fixation Theory 

{Henri Gillet}

· Gillet mentioned in SAR


	· Motion Palpation Analysis & Technique
· Primary focus on hypomobility / hypermobility aspects of joint dysfunction

· Gillet (and others) mentioned as an “endorser” of SAR 

· Joint play

· “hard end feel” = joint fixation (adjustment given)

· “mushy / spongy end feel” = muscular restriction (no adjustment)

· “springy end feel” = healthy joint

	Instability Hypothesis
	· X-Ray criteria (medical) – critical for accurate assessment
· VSC Phase 2
· Kirkaldy – Willis: phase 2, “unstable phase”
· Etiology: numerous postural and traumatic insults

	Immobilization Degeneration

{Leach & Lantz}
	· VSC Phase 3
· VSC phase 1 can progress directly to VSC phase 3
· Immobilization leads to premature degeneration

· Prolonged immobilization leads to permanent impairment

	Neuropathology Hypothesis

Aka Neural Compression

Aka Nerve Compression

{D.D. Palmer}
· Orig. “bone out of place”

· ( or ( body tonus
	· Via subluxation, DJD {osteophytes}, etc.

· “Electrical stuff”: ( nerve transmission / conduction, amplitude of action potentials
· Direct relationship with axoplasmic aberration (AXT)
· LMNL Signs & Symptoms (flaccid paralysis, hyporeflexia, fasciculations, paresthesia, paresis, hypotonia / atonia)
Acute = ( signals, irritation / excitation, hyperesthesia, spasms, 

Chronic =  ( signals, anesthesia / hypoesthesia, atonia, flaccid paralysis,  paresis

	Axoplasmic Aberration (AXT)
	· “Protein stuff” - protein / macromolecule transport

· Secondary to neural compression (neuropathology)
· Axoplasmic Flow (The flow is slooooooowwwww)
· Antegrade – faster (cell body to end organ) – NGF (nerve growth factor)
· Retrograde – slower – NGF & regulation of enzymes in neurotrans. synthesis
· Neuropathy may relate to ( retrograde AXT & accumulation of “wastes”

	Neuroimmune Hypothesis

aka Neurodystrophy 

aka Neuroimmunomodulation
	· “Immune stuff” – decreased resistance, antibody production, etc.

· Stress induces altered neuroendocrine function ( immune supression

· Hans Selye’s work on stress & immune function, G.A.S.

	Somatoautonomic Reflex (SAR)
· Hx: Langworthy, Smith, & Paxson
· Widely endorsed & accepted explanation of CMT efficacy on organ systems & total health
	· SNS & PNS balance – critical to health, scientific & medical support

· Multitude of studies on neurologic & organic conditions in text
· Central modulation – descending inhibition regulates dorsal horn input

· Peripheral modulation – prolonged bombardment of dorsal horn
· Facilitation via failure of proper healing of damaged skeletal tissues
· Habituation of spinal reflex arcs “overcomes” descending inhib. pathway
· Somatovisceral reflexes – Sato’s work
· PNS dominance hypothesized in early medical research

	Spinal Reflexes

· Somatoautonomic (SAR)
· Somatovisceral

· Somatosomatic

· Viscerosomatic

· Viscerovisceral


	· Somatic structures = bones (vertebrae), muscles, ligaments, joint capsules arising from the same somite (embryology)
· “It’s all in the name” – each reflex is named “cause ( effect”
· i.e. somatosomatic reflex – subluxation causing local muscle spasms

· i.e. viscerosomatic reflex – gallstones causing right shoulder pain

· i.e. somatovisceral reflex – subluxation causing constipation

· i.e. somatoautonomic reflex – subluxation affecting the SNS resulting in excessive perspiration (SNS)
· Many documented, established patterns reported clinically

	V.B.A.I. - Vertebral Basilar Artery Insufficiency
· Procedure if compromise detected – Stop, Observe, Refer (& describe)

	· Drop Attacks – pathognomonic
· S & Sx’s: ataxia, diplopia, dizziness, dysarthria, dysphagia, falling to side, nausea, numbness, nystagmus, visual disturbances, vomiting – (can be a “bizarre” grouping)
· No clear list of risk signs
· Barrè – Lieau: HA, sub-occip. T2P + other VBAI symptoms – varies in presentation
· Etiology: VSC Phase 2 (instability), congenital asymmetry of arteries, spondylosis, mechanical compression via tendons
· CVA’s

· Standard rotary cervical most common adj. implicated

· Never give 2nd adjustment 
· Often no clear pre-adjustment indicator

· Most pt.’s bet. 31 – 35 y.o.

	Myelopathy

aka compressive myelopathy

aka cord compression

{B.J. Palmer}
	· UMNL Signs & Sx’s (spastic paralysis, hyperreflexia, pathological reflexes, clonus, paresis)
· HIO technique (based on original model of cord compression)
· Etiology: any inflamm. arthritide, trauma, central disc herniation, fx, disloc., subluxation, stenosis, DJD, Down’s 

· SIDS – all cases studied ( inversion of the atlas
· Most comm. clinical indicator of cervical lesion ( torticollis

· Pediatric enigma – sleep apnea with recurring / chronic hypoxia

· Traumatic birth – breech deliveries, autopsy = spinal cord / brainstem inj. 10 – 30%

· ( susceptibility to URI’s, paradoxical movement patterns noted

	Dural Torque
Usually used as an “alternative” upper cervical theory
	· Dentate ligament (connects the pia to the dura)

· Upper cervical or craniosacral involvement

· Concept of meningeal torsion

	Proprioceptive Insult

{Now considered a component of Irwin Korr’s Fixation Theory, but has been considered and tested separately in the past}
	· “Mechanoreceptor Funk”

· Biomechanical aberration ( sensory flood {posterior horn} affecting interneuron pools……

· Commonly implied with post traumatic disorders or surgical recovery

· Often implied with congenital anomalies (i.e. hemivertebrae, partial fusion, etc.)

	Somatic Visceral Disease Mimicry Hypothesis
	· Nansel & Szlazak

· Alternative to the chiropractic claims of CMT affecting actual visceral function

· Insufficient data to support, interesting counterpoint
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