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Abstract

This study considers the possible aetiologies and thence treatment and management of four commonly
encountered pathologies for the Osteomyologist to use within their clinical practices. It shows research into
methods both past and present. It gives a gliitke into structural and physiological areas for treatment
consideration. It highlights possible future research programmes that could be undertaken. It tries to enhance
the efficacy of the Osteomyologist beyond the fundamental structural practitionerswiieacan be associated

with.

The areas under consideratiosre Asthma, Multiple Sclerosis, Diabetes and Attention Deficit and
Hyperactivity Disorder. The components considered are aetiology and treatment, including structural,

emotional, dietary advicera possible prescription exercises.



Introduction and Backqground

In our professionmusculoskeletal pain and discomfort can become oead and butte€and it is easy
to become complacent and ignore our duty to the pati@md their well beingas a wiole. As practitioners of
Osteomyology Medicineit is prudent to remain aware of our ability to not ondffect the musculoskeletal
components of our patientbut that we arealsoable toaffect A 8 OSNI} | yR G(KS o02ReéQa Yy
j dz2 {h& body is its own medicine chéstA & Still(1899) ¢ Philosophyof Osteopathy. If we are able to
remove obstructionswe will allow the body to rettn to normal functioningtherefore removingimbalance and
GKS STFSOGa 2F GKAA AYOol tlyOS - ¢elskQds thy bréakdowh At S &
terminology suggests the body has become in a state of unease or Disd&igehlave the tools at our fingertips

to influence these systemand ease the body towardieinga more functionaunit allowing improvement to its

symptoms and hencguality of life.

| endeavour to maintairhis focus and to constantlyremind myself that we can® Y2 NBX G KIF y &
ONJ O SOsEamgologisd we are fortunate in our positionunlike most professionsve have sucta great
diversitywithin our members and their backgrounder us toutilise andharness We shouldherefore strive to
becomeas complete a practitioner as possibiéthin our powes and &ilities. Safety is paramountHowever,

we should nobecome so safe that we negabeir duty andskills.

I am keen thereforgto inspire otherdo be confident in practice and when faced with a patient that has
systemic diseaseo try to address this alongside their musculoskeletal dysfunction and to not be wary or
dismissive of itThey shouldendeavoumot to undertake the care of thpatient solelyfor the palliativerelief of
the symptoms of theondition. | wisha illuminal S 2 dzNJ pr&fedsioSaNagitiddeand | hope this workvill
go some way to achieving thdtam going taliscuss four conditionthat | feel highlight thegpotential impactwe

can havggivenour strengths and abilitigsandthe possible management thniqueswe can utiliseMoreover,



we should be mindful that we are individuand that our patients should be treated as sudfach individual
should be assessedand their lesions both physical and emotional addresseéhcorporated within a
managementstructure as a base plaiTherefore| propose to discuss Multiple Sclerosis, Diabetes, Asthma and
ADHDand thdér managementas usedwithin my own practice The case studies aderived over timefrom my

practice research and practical application

My persoral interest in these conditiongad me to begin research some years ajusis evident from
the case historiesThese,on examinationgive a good cross section of the differing aetiologresinagement,

and condition typs that we are encounteringith increased frequency



Asthma

Allopathic Definition and Aetioloqy

G{LISOAFAO L3I9 IYyGAO02RASA 2NJ y2yalLISOAFAO AyKIfS)
leukotrienes, and other mediators are released to causachospasnt Y R 6 NP Y OKA | f (Rih@dza & ¢

C Harruff(1994) Pathology Facis

G! aGKYF Aa I OKNRYAO NBf I LA yipehrgadtitatirvaysldading® RA & :
episodic, reversible bronchoconstriction, owing to increased responsivehdise tracheobronchial tree to

various stimulg (Busse W, Holgate @995);Asthma and rhinitis. Bston: Blackwell Scientific

Asthma is categorised inttwo types - extrinsic or allergic and intrinsic or neatlergic asthma.
(McFadden Jr ER. Diseasdstlme respiratory system: asthma. In: Fauci AS, Braunwald E, Isselbacher KJ et al

(1998);1 I NNA &2y Q& LINRA y OA LX "®dn. N2W YorkyMEGravdfill 1419¥2363 A OA Yy S wmn

Allopathicphysiciandiave noted that there is usually a family history of asthma or related diseases such
as eczema, showing increased levels of IgE in the serum. Halleogic asthma there seems to be no family
history and no elevated IgE present in the serum. Howevearpaihic physicians have found that determining
which category a patientalls into is not always clear sind®th types display inflammation resultinip
increased airway irritation. This is the mechanism that creates brenchospasm The resultant furthe
reduction in airway diameter ensues to vascular congestmggema and mucus productioriThe patient
experiences chest tightening, wheezing and dyspnoea. During an attack they may experience a non productive

cough which lateron increased severity canrq@uce mucus. The inability to breath leads to pathias



exacerbating the symptoms. Status asthmaticus is life threatening and requires immediate emergency

intervention.

There are many precipitating factors includiitimate, rapid changes of temperatarand humidity. Air
pollution, certain chemicals, household pets ahgst miteshave also been implicatecCertain food types, food
additives and colourings, and some drugs can provoke att&cisuts, grains, seafood and aspirin. Allopathic
physicianave notably increased their diagnosis of exercise induced astihimay however be environmental

aspects causing the symptoms.

Emotional stress, viral and bacterial infections when experienced by a patient with a history of asthmatic
episodes may findthat they become more susceptible to these episodeass increasing the frequency and

severity.

Alternative Definition Aetiology and Pathology

G. NEYOKALf 2NJ ALI AY2RAO | &dKY!I pafofysniadyspondtug o ® | T F
ALl AaY2RAO0 O2yidNY OlA2Yy 2F (KS YdaodfsSa 27 G(KS oNRyYyO
(McConnell CP, Teall GC906); The Practice of Osteopathpisease of the Bronchi; Bronchial Asthma: 517
521.) (Kuchera, ML, Kuchera, WA: Osfethic Considerations in Systemic Dysfunctiof‘ij Edn 1994; Lower

Respiratory Disorders; Asthma: 481)

McConnell and Teall, state that the majority of lesions that are causative to bronchial asthma are from
D27 inclusive, either in the ribs posteriorly @nteriorly, or in the vertebraeThey state that these lesions
involve vasomotor nerves to the bronchiojeghich produce the narrowing of the tubes and thus cause the

dyspnoea. During their research they have found that the lesion is usually af'td& ®r 5" rib on the right or

10



in the corresponding vertebra€lhey postulate that the lesions mainly occur on the right side due to the
majority of the populationbeing right handed.Hence the muscles on the right tend to be hypertrophic and
when contacted draw the ribs from their articulatiohey also note that in a number of casasposterior

curve can be seeim the dorselumbar regionthe resultant dfect is that there will be catarrh and dilatation of

the stomach, congestion of the liver, apdrhaps, intestinal indigestion and constipation. Therefadressing

the digestive organs is vital. They notice that occasional lesions at the atlas/axis complex can cause irritation to
the pneumogastric fibres that innervathose musclesf the broncholes and consequently narrowing the tubes
causing paroxysms. They also note the onset of attacks from excitants as well as diseases of the upper
respiratory tract. Howeverthey state that these are only causative of attacks if there is the pre exist&@nce
lesions to the vasonotor and motor nerves. This moted by Laughlin in his warkit is questionable whether

reflex causes alone are sufficient to produce genuine asthma without the existence of specific lesions affecting
the direct nerve connection® ¥ (1 KS  LJ- NUaughliny (@o®4)A®RadzéJournal of the American

Osteopathic Association, Oft

McConnell and Teall are confident in stating that true asthma is pure neutonsidl. casesthere are
vertebral and rib lesions affecting the spimarves at their exit and the sympathetic chain along the head of the
ribs. Irritating lesions to the vagi, constricting pulmonary vessels, and to the cervical sympathetics, causing the
same type of disturbance would be factors in the pathological chiedftex irritations can be found in various
lesions but their findings concur with that of AT Still in that the primary osseous lesions are on the right side

from D26.

L Whooton and Q Shaw have both taken this concept of neurosis as the cause and kadealothe
developmental curvatures from birth into childhoo@ihey note that a collapse of the dorsal arak a result of
birth trauma, can lead to pathological and systemic conditions such as asthma. Q Shaw pays particular attention

to this and suggestthat between the ages of-@, the developmental milestones are paramount to erecting the

11



centre of gravity line successfuliynd the mechanisms for providing structure and function in relation to this
line. Shaw treats his patients accordingly seekingetstore the balance of the curves and therefore allowing the
body to restore overall balance and remove the neurosis relating to the asthmatic patienk S dtLole A a
YSRAOAYRT STKIS &Shaév, (Bpinal development and balance of childreriThe institute of Classical
Osteopathyhave alsdeatured work on the subject of curvatures and their importance in 1985 and 2001 in their

yearbook publicationbut it does not specifically relate to asthma

Allopathic Treatment

Allopathic treatment and management of this condition involves symptomatic treatment with
bronchodilators, sympathomimetics and corticosteroids. They are administered in the form of nebulised
inhalants that effect the dilation of the airway and/or prevanflammation. If this method is unsuccessful it is

at this point that the corticosteroids may be administered, either by inhalation or orally.

Treatment and Managementonsiderationsn Osteomyology

Balon JAker PD Crowther ERet al (1998)published & (1 dzZR& Ay & ¢ KdbrnaioSvedicng 3t I y R
(A comparison of active and stimulated chiropractic manipulation as adjunctive treatment fordtiuod

asthma. N Engl J Me@39:10131020)

Both sets of treatments appeared to produce positive effects in sibjects allowing the only

conclusion by the researchers to be ththere was no significant difference between the two treatments. The

12



Chiropractorsinvolved in the studyused high velocity spinal manipulation but did not include an adequate
description of the soft tissue manipulation and gentle palpation to the spine and paraspinal muscles and
shouldersthat were used on the second grouPn further investigatioythis second form otreatment is noted

as the basis for many osteopathic style treatmemts standard practice. The chiropractic treatment was
simulated in the second type by using low velocity techniques to areas of the body that the researches felt were
insignificant. However, to Osteomyologists these areas are of great significance, rtbtablgad and occipital
region- if for no other reason than the involvement of the vagus. In my opinioey failed to note a difference
between the two groups having treatment because they are valid as treatment types in their own right. Classical
Osteomthic text books note these types of techniques in their management of asthm@. t 2 (G G A y 3¢
Bymptoms of Visceral Dise&>tEe relation of the cranial nerves is notedith clinicians reporting asthmatic
attacks arising from sinus inflammation. This dsnexplained through the reflex connection of the sensory
fibres of the &' and the motor fibres of the T cranial nerves. Irritation of the nasal mucus membranes can
slow the heart rate the reflex in the instance of an asthmé#éazk travels over thipathway. Hwever, it
manifests itself in tB pulmonary instead of the cardidwanches of the vagust tould also manifest in the
gastrointestinal branch, which would be noted as hyperacidity and spastic constipggi@an sometimes be
noted in patientsduring attacks ohay fever Kuchera and Kuchera note that asthma, cephalgia, and vertigo are
symptoms which can arise from nasal and sinus affectiofiSuchera, M.L., Kuchera, W.A.

(1994);Osteopathic Considerations in Systemic Dysfunct@Sfipp 2)

In this study we must consider the significant difference between the treatment and management of
asthma during an attagland between attacks. Primarily techniques used during an attack should be inhibitory.
Practitioners workingvithin Osteopathic hospitalse. Haifa Rambam Hospital in Haitend The Galil pain relief
hospital whichare both situated in Israel andin by Mervin Waldmanmay well be experiencednough to
administer stimulatory treatment during an attack. Mervin Waldman states emphaticaftigtta stimulatory

treatment during an attack will increase sympathetic activity and therefore produce bronchodilation. The

13



patient must have complete faith in the practitioner, who musinverselyfeel completely confidenin his/her
treatment. In this ountry, we are not likely to have to deal with this scenario on a regular pasisnost
sufferers during an attack will proceed straight to A&E. However, it could be useful to be aware of techniques to
use asa patient may undergo an attack in your owinid. DiGiovanna indicatethat we should manage the
acute patient with medications such as epinephrinenebulisedalbutenol. Thenas the breathing quietsib

raising is useful in easing thell { A Rspiiatdy efforts and for loosening mucus plugBiGiovannaEL,

Schiowitz §1997);An Osteopathic Approach to Diagnosis and Treatmehhe Pulmonary Patient: 46867)

McConnell and Teall states that to relieve an atfdbk practitioner must locate the lesion and correct
it as soon as paible. Theydiscuss scenariogr which the patient displays severely contracted muscles
bilaterally, and within those scenarios how the practitioner should procéethey are renderedunable to
locate the lesionThey advise that thepractitioner must apply deepinhibition to the musclesprior to locating
the lesion and consequerny making an appropriateadjugment. Thisinhibition should be carried ouin an
upward,outward movement over the angles of the riaad lesions that arévolved. Theobjective is to rekve
pressure or irritation to the nerves, so that the narrowed tubes may be relaxed. They suggest that a strong
AYKAOAUGUARZ2Y &dzOK Fa LIXFOAYy3 (GKS 1ySS Ay GKSI GRBYBME
shoulders will have a temporary féect on the situation,but they still suggest finding the primary lesionda
reducing it to providepermanent stabilitywithin the condition | think that perhapsthis piece of advice is
outdated. However, these extreme techniques will reportedly aid ¢bssation of an asthma attackn severe
cases dilatation of the rectum may relieve the paroxysm, and in a few instances it will be necessary to treat the

dzii S NHza (McGoankllfCP,& éall CTY06) The Practice of Osteopathyronchial Asthmapp 518)

In the treatment of the asthmatic patient between atta¢ksge should consider the thoraxrot only the
intervertebral articulations but concurrently the costovertebral and costotransverse articulations. Any

restrictions here will limit the ability for fukespiratory motion. The sympathetic ganglionic chain lies close to

14



these articulations Therefore, mechanical dysfunction can also affect the nerves and their targets/®
supplies the sympathetic outflow to the lungs ahtbnchi; therefore we shouldpay careful attention to this

region.

The mechanics of breathingeing more complex than merely movement of the ribseans tha we
need to consider the sternuncostal and vertebral attachments. Motor supply to the diaphragm comes from
the phrenic nere originating from C5. Hence somatic dysfunction at this level should be addressEde
pulmonary plexus is made up of a mixture of sympathetics fron6 Bftd parasympathetics from the vagus. The
autonomic nerves control the smooth muscle and conseqlyetite diameter of the airways. The drainage
vessels from the lungs, both venous and lymphatic, travel through the mediastinum before reaching the
superior vena cavand the lymphatic ducts. A majaontributing factor to athma is congestion.hgrein, the
practitioner should considereleasingtensions within the mediastinum. Gentle pumping technigues to the
thorax can assist lymphatic drainage. Howet®o much force can induce an attado this technique should be

used with care.

Respiration igontrolled by the respiratory centre in the brain which is located in the upper mednda
lower pontine region of the brain stem.r@nid techniques addressing lesiomglicated in this area shouldlso

be uilised.

Fascial tensions within the occiputervical fascia to the mediastinum should be considered as they
contain the vagus nerveveractivity of the vagus nerve can lead to an imbalance of the autonomic nervous
system giving the patient thdoronchospasnsymptom.Anunder activityof the sympahetic nervous systerwill
also failto balance thisout. It is quite likely thathe patient whilst having an attackwill become anxious.
Therefore, their sympathetic nervous system will already be stiatedl. They may well find thatalthough the
resultant affect of sympathetic stimulation is bronchodilatian fact, there is reduced diameter within the

bronchus due to the increase in the production of mucus. Restoring the autonomics to normal function may

15



calm anattack. Fbwever, it is unlikely that amsthmatic patient would endurdying down to enable the
practitioner to administer the treatment. It is documented that AT Still wdtdat an asthmatic patient whilst

they were standing to avoid thigStill AT(1910);Osteopathyc research and mactice Kirksville: Still:174-177.)

He wrote thathis treatment for asthma included treating all of the ribs and muscles of the thorax until he was

A GAAKAEGRLIBNI 2F (KS g 2 N4 thes adiisedRartitighe®sitS 1t SBUyhANd3raff f £
GKS LI GASYy( 7T 2thgistsdundfalvicéias we shaiil® &ripldy the philosopiy 8fA Y R A G X T A
f SI @S Miihe instaBcgSasideringhe possibility of emotioal well beingasan aetiologicatomponent

of asthma,and the fear that can be elicited by tliyspnoeathe very act of placing the hands on the patient will

have beneficial effects and serve to calm as you treat. This alone can be a véigasigtiierapeutic factor.

McConnell and Teall give some ideatrgfatment management timing in between attacks. They state
that the practitioner shoulduse this time to locate the lémn without other structures interfering with the
diagnosisdal ye Ol &aSa 2F FadKYl | N8 Odz2NBR ArganieMB Weekiy S G 2
sufficient, provided one is able each time to accomplish something toward a correction of the lesion and that the
patient does not suffer during the meantime. Too frequent treatments may simply act as an irritant to the

nervous lesioris (McConrell CP, Teall GCL906) The Practice of OsteopathBronchial Asthmapp 520)

Wilson and Koch have managed to empirically prove that Osteopathic Manipulative Therapy (OMT)
between acute asthmatic episodes significantly decreases the frequeneglbas the severity of attacks, and
possibly more importantlythe need for medicationstherefore reducing the subsequent side effectksaid
medications within the patientThey advocie that maximal thoracic, sternumand costal motionsi sought

between the attacks(Wilson Perrin T, Koch R8987)O0steopathic Research:r@wth and Development. AOA
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Exercises

See Appendix two (2)

Structural and physiologicalraas to considervithin Osteomyologytreatment

Craniumg Upper medulla Lower pontineegion of the brainstem

Occipital/Atlantalg freeing for vagal release

Atlas/Axis- pneumogastric

C35 ¢ Phrenic nerve

D4¢ Apex of the 2 polygons of force

D1-6 ¢ General lung segmenmtphysiological centr& Vasomotor to lungs

Thoraxc Mediastinum, cowl and intercostals,

Rib raising

Thoracic pump

D/L ¢ Ascending colon, descending colonjeturition and defecation. Splanchnics.

Try to reduce stress and emotional strain where possible.

See Appendix 13
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Multiple Sclerosis

Allopathic definition

a !chronic autoimmune inflammatory disease of the central nervous system marked by intermittent
damage to the myelin sheath that covers nerve cell axons. Visual changes and muscle weakness occur often and
have no consistent pattern; as the disease progresdiéerent nerves may be affected at different times,
exacerbating current symptoms or creating new problems. The disease may progress steadily, or acute attacks
may be followed by partial or complete temporary remission of symptoms. Most patients diksizety normal

f A TS gDallisyFax2940)¢ 6 SNDN& O& Of 2 LISRAdISRE€NE RAOGAZ2YI NBE ™

Allopathic Aetiology

G¢KS OdzZNNByid GKS2NE A& UK I-ymphogytes addintadrophagey eginsIm® O S
the periphery and somehoWwreaks through the bloobirain barrier, producing inflammation in the myelin
sheath. The damaged areas of myelin, called plagues, contain Bcells and macrophages that release cytokines,
proteolytic enzymes, and immunoglobulin G antibodies, which incrga3efil Y Y I { 2 NEDavie}PA} 3 S d ¢

(1940)¢ I 6 SNDR& 028 Of 2 LISRARIMSR It RAOGAZ2YI NBE My
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Alternative Aetioloqy

I have found it quite difficult to locate any literature regarding a possible osseous lesion that could cause
the onset of this paicular disease. There is little in the way of evidenoe research to quantify how this
disease comes to be generallytiwn any branch of primary careincluding the allopathic fraternity who also
have little to offer In fact McConnell and Tdlawho can usually be relied upon to offer ideas regarding osseous
lesioning inrespect to most common diseasean only be seento say¢ KS Ol dzaS A& y2iG RST
probably derangements of the tissues, affecting the bleeskels to degenerated areame the most common
Ol dzaSd ¢Kdza 2a0S2LI GKAO fSarzyasr (REHNG ERIPeAIFCHOE) (2

The Practice of Osteopathyp 695)

It would seem that the classical and other likeminded manipulative therapists thptoy the theory of
spinal disease causing viscetiédease and vice versa, have falgas as to why this particular disease ensues.
We can note that within patients displaying apparent symptomojdfjg osseous lesioning is deep seated.
Littlejohn in his\Pundamentals of Osteopathic Techniqueotes that the appearance of lesions is segmental
rather than singular. He believed that the lesioning was diffuse and combined the segments at a later date

producing a multiple sclerosis effect.

Some alternativaherapists hypothesise that infectious disease could be the precursor as well as the
possibility of emotions and stress. This particular disease is more frequent amongst younger female patients.
The disease usually shows itself in the lower extremitylfiemd usually with the loss of power. However due to
its nature and its ability to affect any of the nerves and their functisaosh symptoms as tremor, hypezflexia,
scanning speech, and nystagmus can also occur as the first symptom. Atrophy ptitheeove, with tingling
numbness and vertigo are also common symptoms. A reduction in the mental acuity, epileptiform,
apoplectiform andoccasionally coma has beeérfrequentlyseen McConnell and Teall offer a disease course of

19



5 to 15 yrs with the outmme of death commonly resultant from some intercurrent disease. This is far from the

allopathic feeling that lifespan is little affected.

There are certain factions that believe MS is misdiagnosed regularlyjranthny casesve are given
the diagnoss of MS as the less complicategnd time consuminglternative. In my opinionmany of the
conditions that have similar symptomology involve expensive testing procedures thus it is cost effective to give
the negative (No positive test is available) diagjsoof MS. It is also possible that there could be underlying
conditions that lead to similar symptoms and that if the underlying condition were being adequately controlled
then the progression at least of the symptoms may halt. Diabetes mellitus tyfuw 2xample shows similar
onset and progression of the neurological symptoms with the commencement of diabetic neuropathy. They are
almost indistinguishable from an MRI scan, and both show the same plaque formations in the spinal column and
brain tissue. ddiagnosed and thence untreated diabetes will see the progression of the symptoms of diabetic

neuropathy which can mimic multiple sclerosis.

Recent activity in the media with regards to MS shows an exciting re direbtign: Y 0 2 |Q@Used 851 !
subjectsfrom a large cross section of MS sufferers containing all types of the disease in its progression and
diagnostic state. They compared their subjects against 235 people that were either in good tetitt were
suffering from differing types of neurolagl disorders. Their study showed a resounding correlation between
those suffering with MS and displaying the presence of venous insufficiency. They are postulating that the
abnormal venous return from the brain and spine may trigger the inflammation mertaps the immune
mediated damage that we see with MS. Their research did not show any correlation between the extent of the
occlusion and the severity of the condition. Aldavould appear that the treatment and medication regimen to
date, at commencemnt of the study also showed no correlation to the extent of the occlusion within the
venous return. Although chronic cerebrospinal venous insufficiency (CCSVI) has shown some positive response

to having stents insertedor the use of balloons to open uphé¢ occlusion, the procedures are still very

20



experimental.(Zamboni et al;(2009) Chronic cerebrospinal venous insufficiency (CCSVI) and MS; Neurology

Neurosurgery Psychiatry. 2009 Apr; 80 (4): 3@2Epub. 2008 Dec 5.)

They cannot substantiate as to whiyig is an occurrence argliggest itis of little use clinically to our
own practicesn the form of a surgical prodeirre. However, it may be prudent to consider the use of techniques

to free up the blood supply to the head and neck and the drainage ofidleereof through the venous return.

| have treated a number of patients within my cliraod have formulated my owrtheory regarding the
onset. It has become evident to me that they each display a history of chronic constipation and digestive
dysfunction. The fatty acids that the body needs to maintain the myelin sheath are the same as those used to
produce hormones tht perform essential functions within the body. If a person begins suffering with
malabsorption syndromghey become unable to extrat¢he fatty acids from the diet.ifilarly, if they do not
have a balanced digthey arenot consumingappropriate acidgn the first instance. They therefore have no
available fatty acids for hormone manuface and immune system compoundss #gese products are more
immediately essential than myelin sheath preservation that surrounds the neurons, the myelin sheaths are
brol Sy R2g6y o0& WwWaSt¥Q Ay 2NRSNI G2 YIFIAyildFrAy GKS adrld
produced sufficient hormones for the return to normal functiahe fatty acids can then be replenished within
the myelin sheath Hence, the progressiveemissive nature of the disease. | have found it very beneficial to

address the digestive systemnd to this endinclude the treatment of it within my clinic. | have found that the

overall treatment becomes ore successful when this is achieved
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Allopathic Treatment

) yiAt NBOSydGfe agyYLWh2YFLGAO YIyl3aSySyd ¢l a GKS
drug that actually influences the disease itself; it slows its progression by preventing or minimizingaqew p
formation. Another drug copolymer 1 is also available. Researchers are still investigating the use of

A 7

YSGK2GNBELI G

w»

> | Oeli202EAO RNHA (KIG KIF& qdsyFAST T S

(1940)¢ I 6 SNDR& O2 Of 2 LISRATedWISRE i)t RAOGA2YI NE My

Stem cell regeneration is an area that is under investigation and has been in the news recently. There
has been little in the way of published results in this area to dhtis also expensiveand is a long way from
being available to the general population. (Beta interferon is also expensive and has been limited in its
distribution, some patients that | have spoken to have reported being refused this treatment due to their

geographical locatio and the pool of money available within that area being in limited supply for treatment.)

fin 2009, the MS Society convened an International Consensus Meeting for stem cell therapies and MS
and a number of international experts put forward the view that MS is a condition that could benefit
greatly from targeted and increased stem cell research investment and the collaboration is in direct

response to that.

The UK is a recognised global leader in all aspects of stem cell research and in an ideal position to

advance stem cell techniques into the clinic for the benefit of billions of people around the globe.

Progress in this area is being hindered, however, by a critical gap between currently available
government and private funding and the countless promising research projects in need of financial

as s i s t(http:Anwsvw.dsrc.co.uk/index.cfim?fuseaction=show&pageid=1405)
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Treatment and ManagementConsiderationswithin Osteomyology

Treatment osteopathically is described as thorough and persistent, involving the entire spinal column,
especially the cervical spine. Itaslvisal that the practitioner should correct all derangements located, relax the
muscles throughout, and stimulatéhe spine as a whole. McConnell and Teall talk about rest and easily
assimilated food being of valué tepid bath has been found to béelpful. They view this as having a poor
prognosis as far as treatmentis concerngd. y | F¥S¢ Ol aSaiz2&h &2 MYLRKR @S RN K

(McConnell CP, Teall C@940)The Practice of Osteopathy 696)

Combinations of treatments have been studied using OMT and mawifost exercise, the
interpretation of the qualitative results were carried out to show tlkeffects on strength, coordination,
endurance, and fatigue in female patients. The study has been carried out over a period of 12 weeks by Yates,
Vardy, Kuchera, Ripley and Johnson. Their research showed that this form of intervention had definiteabenefici
NEBadzZ 6a 6AGKAY GKS LISNF2NXIYyOS 2F RIAf&e OUAGAGASAC

of life, by minimzing the deconditioning processid maintaining optimal levels of physical function.

Most research that | have found ibased upn to the treatment theory of OMT on viscerosomatic and
somatic dysfunctions being the way forward. Howetkey do not mention specific treatment regimens. They
focus quite clearly on the benefits of treating somato dysfunctions which havereccas the side effect of the
MS as @posdl to treating the cause of the condition. Hendkey seem to be focuesl on palliative treatment
and care. Although beneficjathis seems to be limited and interdependent on the individudl, I G SI@ 9
hypothesise that theoretically, manipulative therapy could beneficially affect patients with MS through
viscerosomatic, endocrine, and psychoimmunologic pathways. They did not discover any somatic dysfunction
pattern within their subjects. They failed to specdily indicate the type of treatment administered. They only
mention that the practitioner should correct somatic (musculoskeletal) dysfunctions occurring during the study,
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and the ongoing compensatory problems resulting from the MS and the associataedilities. Againthis is a
non-specific palliative course of treatment. They mention using myofascial techniques to reducauscle
spasm and inflammatiorarticulatory techniques to increase restricted range of motion, and multiple types of
direct andindirect spinal and rib techniquds lessen somatic and somaticovisceral dysfunctions. It would seem
that it is hoped that this method will enhance trophic and neurotrophic effects on the associated connective
tissues, although this particular hypothesias not tested(Yates Herbert A, Vardy Terence C, Kuchera Michael

L, Ripley Bret D, Johnson Jane(2002) Effects of osteopathic manipulative treatment and concentric and
eccentric maximakffort exercise on women with multiple sclerosis: A pilot studyJAOA. vol 102. No 5. May

pp 267)

One other study that has been published on this subject unfortunately had no control group and only
used 6 subjectsThusthe NS & S NOK A & Wefog it i§ therejoie valkl. Hovie@er, they did not note
any impovements in the subjesffunctional capabilities. Vardy states that he is not determining a blanket
treatment for all MS sufferers, but states from his own experience that the treatment works. A large percentage
of patients treated within his practice havhad positive responses to his treatment regimen. His own testimony
is that within his practicehe has discovered peripheral nerve blockages, and that although we should presume
that there is still the existence of the traditional CNS disease stat@lifeist manual techniques and palpatory
diagnosis shows areas of thickening and fibrous type blockages in the main arterial/nerve supply areas of the
pelvis and axilla. He suggests that the practitioner should free up these. arbagould possibly assistith
lymphaic drainage within the bodyNormalising lymphatic flow coulde beneficial for the motor function and
sensory reflexes of the upper anower extremities. He stateanequivocallythat MS symptoms appear post
stressful incidentsemotional oubursts or periods oprolongedstress. He suggests that following each botit
stress recorded in the histoygr in fact each highraotional charge it will follovihat further attacks will ensue. |

believethat perhaps this could be due to the pituitary glands involvement indttie A A KA 20 aid &4 L2 vy .
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may actually have a hand in deprogramming the immune syst®fardy TC(1997) Enhancing homeostasis

using osteopathic techniques for multiplscleross. Aust J OsteopattB(2):2026)

Tissue necrosis due to inagigate blood supply, or lack gdarticular amino acids and/or proteins (which
we know from the works of Irvin Korr are delivered by the nervous system) can occur post traumatically, as the
emotA 2yt &aidNBaa OlFy OFdzasS | GSYLRNINE | @&SINNG (NW2tyS (22
I NJi SNE Adirects piaciiidhatSté the removal of all obstructions from arteries of any size, and would be

GSNE LI G2 olyD] dzLJ +F NReQa (KS2NJ

9
o

Diet is an area rarely discussed by allopathic or conventional practitioners with MS sufferers. However,
the role of diet within multiple sclerosis was proposed more than 50 yrs ago. It is an area that leaves most MS
sufferers and indeed most @ctitioners confused, but in itself it can be of great use and is an element that |
always discuswith my patients Due to the high occurrence of dietary dysfunctions within most case histories
and considering my hypothesis for a possible aetiology, $idenit to be a vital contributory factor to gaining a
successful outcome. Diet and fatty acids may affect MS by interacting with the immune system. The body is
unable to reproduce polyunsaturated fatty acids; one such molecular compound is known as 6mdugeh
relates to its structure. Once absorbed by the body from the,dhe fatty acid can be converted into other

forms by way of a chemical pathway.
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Linoleic acid

Gammalinolenic acid (GLA)

Dihomagammalinolenic acid

Arachidonic acid

Prostaglanths and leukotrienes

Linoleic acid is present in a variety of foods, especially the oils of seeds and nuts. GLA can be found in
substances such as evening primrose oil. It is not in abundance within normal dietary components. Thus it needs
to be manufactued by the body. A supplement of evening primrose oil can assist thetbatanufacture the
GLA The final step in the chain converts the fatty acid into prostaglandins and other chemicals that may be
important for regulating the immune system. Since th&yf acids in the first two steps of the chain cannot be
replicated by the bodya source must be foundithin the bodyi,if it is not available from the diet. &ty acids
provide the necessary chemical structure for the outer surfaces or lonenes of altells in the body, including
the neuronal axons. ¢hce if the body cannot replicate the fatty acids can release them frorthe membrane

its most abundant sourcehéerefore causing myelin sheath destruction as seen in the disease MS.

Omega 3 is anothaequired fatty acid, and & conversion follows a differeathway to omega 6. Fish

other seafood, as well as green leafy vegetables and flaxseed oil are a well known source.

Alphalinolenic acid

Eicosapentanoic acid (EPA)

Docosahexanoic acid (DHA)

Prostaglandins and leukotrienes
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Consequently a diet low in saturated fats and high in polyunsaturated ¢atisl e of benefit. In the
1950s, studies were conducted in several countries to evaluate the possible impact of food intake on MS. Some
studies sugested that MS was more common in areas where the consumption of saturated fats was relatively
high, and conversely relatively low where the consumption of polyunsaturated fats was fairly(Bimhling

Allen C;(2007)Complementary and Alternative Mediceand Multiple Sclerosis:"3 edn)

In 1948,Dr Roy Swank performed sonoé the original studies owlietary fats. From his findingse
began treating his patients with geacific diet that he formulatedThe Swank diet involves a very low intake of
saturaed fats and a high intake of polyunsaturated fats as previously discussed. However, he specifies that
saturated fats should be decreased to 15 grams per day, and no red meat should be allowed in the first year.
After this he suggests 3 ounces of red mgetr week. He does not allow high fat dairy products or processed
foods that contain saturated fats. He recommends a high intake of polyunsaturated fats, cod liver oil
supplements, frequent meals incorporating fish and a multivitastipplement He observe his patients over a
17 year period and reported that those on the diet had less frequent and less severe attacks. The Swank diet is a
fairly extreme approachand some patients may find it difficult to follow. There are some other low saturated
fat dietsthat are less extreme, and there is no current evidence to suggest that the Swank diet has any more
success than the othergBowling Allen C;(2007) Complementary and Alternative Medicine and Multiple

Sclerosis: ' edn)

With regards to other dietary ewsiderations there is a high incidence of constipatiamong sufferers
of the disease. Aerefore the MS sufferer should caider including some form of fiboreh& most effetive
being whole grain cereals aritlits. Vegetables are important as is artreased consumption of watdithe
most beneficial quantity would be-8 glasses per dayAlcohol may worsen symptoms in the short term. There
is a hypothesis to suggest that grapefruit juice may increase the effect of medications including diazepam,

cartbazepine, sildenafil and sertraline, this may or may not be of use to the patient.
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Exercise

See Appendix 5

Structural and physiological ass to consider withinOsteanyoloqy treatment

Treatment should be considered witha holisticprogrammein mind. We should treat the mindody
and spirit; we should create a normalised homeostasis whithurn, gives a normalised immune system and

circulation.

OMT( correct specific lesions found

Axilla and pelvig; deep tissue work to increase lymphatic floand remove peripheral nerve blockages

improving the blood supply to the upper and lower extremities.

Stimulation of CS€&cranial therapy

Osteomyology tissue technique to head, neck and upper chest.

Stimulation of pituitary gland C6D1

C14 ¢ flexors ofarms

C47 ¢ extensors of arms

C46 ¢ shoulder motion

D2-4 ¢ vaso motor to head
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D56 ¢ vaso motor to arms

D5-10¢ vaso motor to stomach and small intestine

D1012 ¢ small splanchnics

D11-S1¢ large splanchnics

L1-5 ¢ ascending and descending colon

L35 ¢ anterior and medial femoral muscles

L5S3¢ posterior femoral muscles

S1¢ muscles of the gluteus

SA4¢ pelvic floor and perineal muscles

L2-3 ¢ Micturition and defecation

L4-S1- defecation

L5S1¢ circulation to lower body

Breathing exercisesdeep bredhing helps to drain the lymphatics, circular breathing can stimulate the pituitary

gland and endocrine system which in turn influences the CSF flow.

Deep tissugechniques should be appliet feet, upper thigh, Achilles tendomuter rim of calf, hamstrigs,
quadricepsandii K NP@EE 2 T DdeKsEimutdrg filiction to the plantar surface of the famin also be

considered

Reduce emotionatressc meditation, hypnotherapy andounsellingare methods that can be utilised.
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Exercise as abowestatic and dynamic core stability work and posture exercises, gentle swimming and walking

in the pool.

Plenty of sleep

Diet as above

Supplementg; vitamin complex including vitamin b, calcium, vitamin d (time spent in the sun can be beneficial

and increasehe feeling of well being) the vitamin d and calcium is integral to nerve function.

Avoidance of warm baths

Abdominal Massage and Colonic masgiaggation

See appendix 14
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DiabetesMellitus

Allopathic Definition

G! OKNBYAO RAA2NRSNI 2F OFND2KE@RNI (S Y &ndresuRiigh & Y =
from inadequate production or use of insulin. Persons fulfilling these conditions asehaohogenougroup.
Diabetes mellitus is classified accordingwo syndromes: Type 1, or insuliependentiabetes mellitus (IDDM)
and type 2, or notinsulindependentdiabetes mellitus (NIDDM). Trypel, the patient secretes no insulin. In type
2, insulin is produced, but exogenous insulin is needed to contretghypemia. Older terms for this form of
diabetes were mature onset, nonketotic, or stable diabetes. Type 2 diabetes occurs much more frequently than
GeldsS m YR Aa (GKS Yzaid 02YY2y (Ddvig FALORNAARINII 58 BN

medical dictionary 18 edn 1997 1' edn)

Alternative Definition

7 A

G! YydziNAGA2YylFE RAAZ2NRSNIAY GKAOK GKSNB Aa +Fy 0y
characterised by aaxcessivarinary discharge, in which grape sugar is constantly present, and by a

LINEINBA&ASBS 244 (MECENnalCS, Tdall GQyOR)Tha Brackcs’ d Ostedpathy p65)
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Allopathic Aetiology

Ge¢elIS mY Fdzi2AYYdzyS RS&adNMzOGA2y 2F oSal OS{£fta

O«

DR on chromosome 6;8 LIS HY RSTAOASYO& 27F Ay & dfHakryff RNERO 519043 NBR 2

Pathology Factsp 334)

Alternative Aetiologyand Pathology

On examination of the diabetic patienthe practitioner will invariably find agsterior dorsolumbar
curvature. Athis point, it is also quite evident that the tissues of the spinal column are deeply contractured. It is
likely that there will be involvement of the sympathetic nervous systeasomotor and trophic fibres to the
liver pancrea and intestines in particular. There has been some research into the development dedigbst
road traffic collisiorwhere, due to the forcible rotation of the body around the axis of the seat belt, the site of
most trauma is the D/L region. Unlessstltesseous lesiofby way of posteriorisation and rotatidis corrected
then the somatic dysfunction that ensues leads to symptomatic diabetes. Unfortunhtedye been unable to

find any published research into this matter, as with most alternatiegdhy, it remains a plausible postulation.

Continuing with this theme, e of the most frequently cited causes of diabetes in #@ayc®
information is spinal injury. He states that the nerve supply to the digestive organs is compromised by
impingementon the nerve centres in the thoracic spiréere is an example from one of ltigse reading as he
describeghe effects of spinal injurydAs indicated, the pressure is from an injury some time back that causes the
overactivity. This lesion is lateral in nature, rather than circular; thus there is not the direct pancrean reaction.

But, as indicated, there are the symptoms; that is the liver activity, the excess at times and then again the
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scantiness of the urine or thetvities of the kidneys and the bladder, and the disturbance with the circulation as
to the blood pressure and the likeall show the disturbance through the pancrean and liver area; affecting the

20KSNJ O2y RA (A 2 ywivw.adgavchycelbigHeistates! tHaf hénde spinal adjustment is a primary

therapy in the case of diabetes.

McConnell and Teall discuss the hereditary influences on the disease and suggest that there is a genetic
predisposing factorditlaffects the better classes principally and especially those of a neurotic temperament. The

Hebrewrace isespecially predisposed. The colourade isd St R2 Y |(McE& el SR Teéall CA06)

The Practice of Osteopathy 365)

However, my clin are mainly focused within the Huddersfield andkéféeld areas of West Yorkshire,
where a large percentage of the local population is Asidrave found that the primary sufferers of diabetes
type 2attending my clinicaire the Asianpopulation, specifially the Pakistani and Indian communities. It would
be interesting to investigate mether this is confined to Asianesident in the UK, owhether in fact those

Asians residentvithin Pakistan and India are equakffected.

There are certain conditioa that predispose someone to diabetepregnancy, spinal cord or brain
AyedNASa o0SalLISOAlLffte (GK2asS Ay@2ft @Ay dommol Nyh dderxa RA
conditions such asnalaria, gout and syphilibeing infrequent. Surgical removal of the complete pancreas
without a doubt is flowed by the onset of diabetes.adever, there only needs a small portion to remain for

this to be avoided.

The islets of Langerhanand the production of insulin have been sted with great interest in
connection with diabetes. Burns performed experiments using rabbits in an attempt to isolate and replicate a
spinal lesion that would affect the pancreas and islets of Langerhans reproducing diabetic symptoms in his
subjects.Hewas working from the testimony of osteopathic physicians that had written reports following case
studies within their own practices. Holt had disclosed that before the discovery of inselivas able to keep
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KAa LI GA Sy ibacortecdingzervigdleFiond B also reported that he was able to maintain this state
for the patient whilst the lesion remained absedt.¢ KS f SaA2y Aa Ay (GKS dzLJISNI (6
occipitoatlantel E A | f | @#nbtyotadedeferences referringto these reports except the citations within

L dzZNY Qa [ AGSNI G dzNB

Burns created lesions within his subjeatamely a tenth thoracic osseous lesjém which he diverted
the spinous process towards the right in nine rabjatsd in 10 rabbits he diverted the spinous process to the
left. He reported no significance between the results of the two groups. After three mdmithgabbits with the
lesion at D10 showed weight lgsgespite normal onsumption of food comparativéo the control group.He
killed and examined one of the lesioned rabbits after 3 months and found that the rabbit did indeed display
abnormalities within the pancreas. The control rabbit was found to have a normal pancreas. He then killed a
lesioned rabbit akr four months and discovered that the abnormalities had worsened comparatitgetiiat of
the rabbit after three monthsAfter two years he killed all of the rabbits and each one showed atrophic changes
to the pancreas, with & LJ- £ LJ- 6 € S A NIVKIB\ihe |jstitis 6f Aangerhans the fibrosis was uniform
throughout the lesioned rabbitghe cells of which appeared to be completely atrophic.at® suggested from
his findingsthat seventh, eighth, and probably sixth, ninth and tenth thoracidoles were followed by
diminished strength, diminished elasticiand increased extensibility of the muscular walls of the stomach and
the intestines. This is similar to the changdso seen in the Gl tract @atients suffering with MS(Burns L;
Pathogenesis. Date unknown the information was emailed to me from a book | located on the internet which
is no longer in print or available to purchasé.located the only known book in the library archives at the
American Osteopathic Associatioprwwhom upon contact forwarded me an errpt, entitled; Gastrointestinal

Changes Following Lesions: 22@33)

In 1905 Charles Hazzard produced a woektitled Whe Practice and Applied Therapeutics of

Osteopathy His works were essentially an amalgamated case studies from within his own practice. In his

34



chapter entitled constitutional diseasel3e includes diabetes. He made observations upon the lesion patterns

that were present. He discussed 8 patients all of which had Diabetes Mellitus.LR125 upper cervical

vertebrag D2, D3 D11and atlas were specifically noted in some case®wever,all showed the presence of

lower dorsal upper lumbar vertebral disruption. He noted in one case that there was a specific rib lesion in the
region of the liverand splanchnicsHe stated in his chapterthat a LG A a S&adGlof A&dKSR GKI (
usually closely associated with diabetes; that a glycolytic ferment secreted by this gland is necessary to normal
metabolism. This being disturbed results in sugahe urine. Such a result is doubtless affected by such lesions

as above, interfering with the innervations of the organ by way of the solar and splenic plexXtsezard,

Charles(1905)The Practice and AppliedhErapeutics of OsteopathyChapter XX)

He makes reference to Pawstating that his view of diabetes differs the origination of the primary
lesioning;a disturbance to the cell function of the intestinal villi caused by an osseous lesion at the point of the
vasemotor innervations to the portal vessels is the primary dysfunctiecording to Pavyhe suggestion is to
look to the 5" and 9" dorsal vetebra as the main causative lesion. | have not been able to find how Hazzard

may have become privy to this information. | can find no reference to works by Pavy.

It is prudent for the practitioner t@wompletea liver examinationas frequently you wifind that it will
be enlarged Within the nervous system, there is the existermfemultiple lesionsincluding sclerosis of the
brain, disturbance to the posterior cord, and sclerosis of the sympathetic gafagiavith MS)As mentioned

previously the involvement of the splanchnideadsto profound metabolic dysfunction.

A research paper published'&ebruary 2007 in th&®steopathic Medicine and Primary C&urnal
makes reference to the link between diabetes and osteopathic palpatory findirgysradl lesions. However, it is
firm in its belief that this is conjectur@nd is not validated by adequate study. It sets out to prove or disprove
the statement. It appears that despite the use of 92 subjects, (controlled in their selection by theseage,

hypertension and clinical depression) they are fairly negative with redartteir findings.a 4t KS 2y f & aA3
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finding was an association between type 2 diabetes mellitus and tissue change gtl21dn the right side.
Subgroup analyses of gabts with type 2 diabetes mellitus and hypertension demonstrated significant
associations with tissue changes at Dl H 6 A f I(Lic@aNibnke foBndG; Fulda Kimberly G, Stoll Scott T,
Gamber Russell G, Cage Cliftq2007) A casecontrol study of oseopathic palpatory findings in type 2

diabetes mellitus: published 8 February 200% Osteopathic Medicine and Primary Care)

They postulated that it was a significant association but was not proof enough. They suggested that the
reason for theassociation included reflex viscerosomatic changegctly related to the progressn of type 2
diabetes mellitus] & & LJdzNA 2dzaé¢ | aa20AF A2y | GGNROdziF ot S G2 Y2
believed it could be a chance observatiorrelated to the type 2 diabetes, and hence, make the suggestion that
further studies are il required which must includéarger control groups. Their results make for interesting

reading despite their dismissal, and are held at the osteopathic reseantfeda the University of North Texas

Health Science Centre.

Allopathic Teatment

G¢KAA F2N)Y 2 Pbesehpatiénts cad asuallybe goatnglled by diet and oral hypoglycaemic
agents, such as sulfonylurea or metformin, a nonsulfonylurea @uazgasionallyinsulin therapy is required. In
obese patients the condition can be controlled by the avoidanc @fS NJF S ®&vis,yFA@F0)¢ I 6 SN &

cyclopedic medical dictionary 18edn 1997 1 edn)
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Treatment and Managementonsiderationsvithin Osteomyology

As stated previous)ymost cases of diabetes mellitus displagn underranged posteriorised dorse
lumbar curve. Correction of this spinal column lesion Ib@snshownto be of benefit giving positivaesults in
the majority of casesThe pratitioner should attempt to mobilise the dordombar spine removing the
impingement upon the nerves. There are varying theories as to how exactly a lesion in this area causes the onset
of diabetes McConnell and Teall postulate two of those theorias; unnatural acceleration of the portal
circulation may cause an increase in the amount of sugar that passes to the liver, which in turn may result in a
guantity of the sugar not being processed into glycogen and hegpassing unchanged into the circulation.
Alternatively they postulate that impingement upon the vaswotor nerves to the liver which causes
congestion to accumulateand consequentlya slowing of the blood streanis resultant An accelerated
absorption of sugar from the intestines due to alonormal stateor a disturbed nervous control of the pancreas
could al® play a part. These focasm the dorsolumbar area of the spingHowever, there could also be hepatic
vasemotor nerve disturbance. The vasootor centre is located in the floor of éhfourth ventricle at the origin
of the vagi. Hence lesionwithin the cervicakping should also be corrected arghrticular attention should be
paid to the axis and atlas complex where the pneumogastric exMtonnell CP, Teall C@906) The Praate

of Osteopathy)

As the disease contires along its coursevithout correct managementthe heart, kidneys, lungs and
spleen undergo pathological changes. It tiserefore necessary to give thareas of the sime that the
innervations arisdrom, equal atention depending upon the progressiofhe excretory systems should be of
concern theseassist with the elimination of sugar from tleegans;the skin should be included in this thinking
due to its role within the elimination of toxins from the baddswith MS there is oftena history of costipation

and bowel dysfunction. e colon and intestines shoulboth be stimulated and massaged tncourage
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defecation. Tie body will require a complete and systemic treatment to reaghilibriumand assist the n@ous
systemsimilarly to MS Progression of diabetess an unmanaged disease csge neuropathy set in.Erefore,
neural stimulus is paramourtb assist with this possibilitf{Hazzard, Charleg1905)The Practice and Applied

Therapeutics of OsteopathyChapter XIX)

+fAGdzG G2 aLSEH{1a 2F tAFSadGetsS Y2 Ridamadrpahdtfie 0 SAY
primary care managementnodality. Contrary to previoustudies he insists on the use of prescribed
medications in conjunction with nagcal nutritional therapyand a physical fithess program of 30 minutes of
exercise five times per wegkvith weight loss if the patient is overweight. He believes that these lifestyle
changes will make the use of other therapies more effectie. does nb seem to think that alternative

management can be sufficient.

1) Diagnosis of Type 2 Diabetes Mellitus
2) Lifestyle Intervention + Metformin
3) Add 2“oral agent or basal insulin (titrate to goal)

4) Add 3 oral agent or basal insulin; or intensify insulin
Steps Z; 4 should take a maximum of¢23 months to bring the condition under control.

His abstract stateghat his paperwill offer guidance to the osteopathic physician on the selection of
appropriate treatments for te management of type 2 diabetddowever,at no point does he mention selection
of osteopathic techniques. It appears that he is focusing on the use of conventional medical interyvamtios
mainly concerned with making suggestioas, tothe appropriatepoint that the osteopathic plsician should
hand the patiat over to orthodoxpractitionersto continue the care. He does not suggest that the osteopathic
physician or any other manijative profession would be able to treat the diabetic patient without external
support. (Valitutto Michael; (2008) Common crossroads in diabetes management: published® Eebruary
2008¢ Osteopathic Medicine and Primary Care)
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A regulated diet is essential but should be well baland®@eerloading any particular food types ,or
converselyelmy F 6 Ay3 ¢K2fS FT22R 3INRdzLJA OlFy ©6S RSUOUNRYSyll ¢
therefore the practitionershould advise the patient on regulation of food quantitidhetiming of the meals
may be essential. Van Noorden reported that some patisecontinued to secrete sugar in the urine despite a
strict Wnti-diabeticdiet. However, when he introduced oatmeal, vegetabénd/or egg white proteinwhilst
eliminating other carbohydrates these secretions arrest@dan Noorden;(1905) Practical Medial Serie¥
Hazzard disagreesith the inclusion of carbohydrate to any degrestating that it should be eliminated from
diet as thoroughly as possibleno sugarsor starches to be allowed in any forifiHHazzard, Charleg1905)The

Practice and Applied herapeutics of OsteopathyChapter XIX)

Edgar Cayce advises to keep away from meats except a little fish or fowl. He states that the patient
should have no vegetables of the pod variety. Those vegetables thatigrdergroundand the leafy varieties
are preferable. He also advocates the use of the Jerusalem artisholee a week as they are natural source
of insulin for the bodyHe suggests that whilst the patientuslising the Jerusalerartichoke they should not
inject insulin unless absolutelnecessary. In several readings he recommends colon therapy as an adjunct.

Suggestinghat the patient shouldtry to keep the lower intestines cleansed possiblyimprove the whole

alimentary canal.vjww.edgarcage.org

See Appendices 8 for details of a diet | gave to a patient with Diabetes.
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Structural and physiological areas to consider within Osteomyology Treatment

Atlas/Axisc Pneumogastric

Centre for hepatic vasmotor nervesc floor of 4" ventricle at the origin of the vagi
Superior and inferior cervical ganglia of the sympathetics
Sympatheticg vasemotor to pancreas, liver and intestines

Cervical Spine correction of lesions along course of pneumogastric
D2L3¢ Great Splanchnics

D15 ¢ Heart

D27 ¢ Vasemotor to lungs

D59 ¢ Vasamotor to portal systent, pancreas

D9-L3 / 4¢ vasemotor intestines

D8&10- Liver

D1011- Spleen

L2-3 ¢ Kidneys

L1-5 ¢ Ascending & Descending Colon

L4-S1¢ Defecation
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Side lying; patient draws knees up towds the abdomen and the practitioner stretches the vertebral column to

release impinged nerves and realign the D/L posteriorisation with the aid of traction

Liver pumpo reduce congestion and increase activity

Stimulate pancreas

Spleen pump

Abdominal massge and colonic massage

Systemic treatment and general nervous system stimulation

Skin and excretory system stimulation

Avoidance of warm baths as is similar to MS

Dietary refinement

See Appendix 15
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ADHD

Allopathic definition and &tiology

American and Australian researchers appear to be of the belief that ieexdiological cause for ADHD.
Whereasin the United Kingdomthey tend to beof the opinion that thecauseis psychological and social,
often complicated by poor parenting, teadli and other adverse environmental factors. The biological
theory is supported by evidence of the existence of differences in forebrain adtivfigsitients displaying
ADHD symptomgLyon J(1999)The nature and identification of Attention Deficit/Hyperactivity Disorder

(AD/HD); International Psychological Services: pp 14)

The forebrain is the area of the brain associated with conceiginattime awareness and impulse
control. Scannig technigies such as MRI and QE&yeal thatin the patients with ADHD symptoms
dysfunctional neurochemical messengene present Therefore, they areunable toregulate the afore
mentioned traits. There are three main areas of the brain where dysfunction is colgndetected. This

goes someway to explaining the wide ranging symptoms that accompany the condition.
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Area

Functian

Reticular Activating System

This is the mostprimitive part of the brain andis
responsible for monitoring the level of cortical
stimulation and alertness, it is involved with thinking,

emotional and automatic function.

Limbic System

This modulates emotions, also memory and some
aspects of concentration. It also controls wild and

savage emotions as well as gentle and loving ones. It is
a very significant area of the brain, consequently

dysfunction has a profound effect constitutionallyn

the individual.

Cerebral cortex

Thisis the part of the brain that segregates us from
other mammals. It is the area that stores, integrates
and initiates complex language, cognitive thought
processes, motor activities and emotions.e. the

feelings that might come from the limbic system.

(Lyon J 1999, Patten J 1999)
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As youare aware these areas are responsible for complex and varied functions, the efftw of

dysfunctionis wide ranging. It is also important to note that dopamine is the main neurotransmitter in all three
areas. | have been unable to find any theories amongst allopathic literature as to why the dysfunction occurs in

the first place.

Studies appear to indate that symptoms of ADHD apgevalentwithin families. Were the children
display symptomsalmost 40% of the parents display diemisymptoms themselves. From the results of initial
research into familial tendenciethe research movement in ther ¢ g sa@ a concentration of efforts intthe
geneticcomponent. The general view is that there seems to be several genes involved in producing human
behaviour and personality traits. Thesemegenes also appear to have a role in the production of dapaenmAs
yet it is unclear as to the mode of inheritance, but as with conditions such as adthimédoes not discount an

inheritable link.

One research theory proposed by R Barkley, professor of psychology and psychiatry at the University of
Massachusés, is based on the inability of the individual to ioihior modify his own behaviourhtis rendering

them unable to have the capacity for self control or discipline. Listed below are the four main areas he analysed.

1) Working Memoryg Thisis a function & the mind whereby as humans we delay the initial response,
store the event and transiently devise the most satisfactory and appropriate response.

2) Inability to inhibit behavioug in the form of controlling feelings and emotions.

3) Inability to internalisdanguageg to think through options to help control behaviour.

4) Impaired reconstruction¢ which leads to problems with sequencing and verbal fluency, creating
problems with communication(Barkley R; (1997) ADHD and the nature of self control. New York:

Guldford)
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Tunnock, 1998; Hinshaw, 1994; both produced models of causation similar to Batklélyey suggest that

the inhibitory control system is underactive, causamextremdy slow responsgthus allowing the response

to occur before it can be inhitsd.

Alternative Aetioloqy

1)

2)

3)

Dr Whooton a Classical Osteopatiwrote specifically ontte correlation of spinal lesigmatterns
within such conditions as ADHKHBIso including the relevance of the environment during labour and
birthing techniques. His hypothesis states that there is a direct link between the resultant lesion
patterns produced during parturitiorand subsequent behavioural problentdis data base was st
but this should not totally discredit his investigatioVhooton L, (Date unknown) Spinal lesion
patterns at circa five years, and their correlation with labour and birthing techniques; Maidstone
College of OsteopathyQuentin Shaw D.Qalso a Clagsal Osteopathstates similar in his papéP{ LIJA y |
Development and Balance ohitirenQ He correlates the mechanism responsible for establishing a
OKAf RQa LIK&aAOlFf oFflyOS IyR GKSANI €t SIENYyAYy3I | oAt
Intra-uterine reflexes¢ which develop at &% weeks post conception that are initiated from the
brainstem level, with a characteristic withdrawal response or slight straightening of the foetus to stimuli
applied to the feet, hands or lips as well as nogistimuli.
Primitive reflexes; are developed by full term (40 weeks) and are inhibited or modified betwe&B 6
months post natal which are also mediated by the brain stem.
Postural reflexeg emerge after birth and gradually take over the functioningh® primitive reflexes

over the course of the first 3 years of life and then remain for life.
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As manipulative therapistshe postural reflexes are of particular interest to us as they have a tonic effect on
0KS 02Re&Qa Ydza Odzf I NJ taldi iheS develbpyhént of t& spinal @dhesdavitBiy the
framework of the polygon of forceswhich is a long withstanding modelised particularly by Classical
Osteopaths, the upper and lower body integration and correlation is represented by the uppelowad
triangles, with the apex of both triangles located anterior to tiedérsal vertebrae. D4 is fundamental in the
neuro-physiological developmental processes, and represents the centre of heart and lung function, deep and
superficial circulation, entmn, with the sum total representation as the centre of vitality. Lesions at this point
in the spine are common as a result of birth traumée,retained Moro reflex activityand can lead to
dysfunction of the vital processes listed above, all of which can affect the developmental movantent

cognitivemilestones.

It is from a group of spinal lesions that we can suggest that the condition of ADHD is caused. As
previously stated, dopamine the main neurotransmitter in the areas of the brain concerned with ADHD. The
precursor to this substance derived directly from the diettlis then absorbed and passed through the blood
brain barrier, to be converted into dopamingRang HP, Dale MM, iter JIM (1972 (1996); Pharmacology;'®3
Edn; Churchill Livingstone) (Vander, Sherman, Lucigh®85) (1990); Human Physiology;"6Edn: WBC

McGrawHill).

If malabsorption occurs, the required substances cannot be exmaitom the nutrition taken intathe
body within the diet. Hencethe precursor to dopamine does not reach the brain, thus reducing the amount of
neurotransmitter. Malabsorption syndromédor our purposesstems from a spinal lesiom the splanchnic
region. Dysfunction in the neurologiceomponent to the gastrointestinal tract leads to malabsorption. During
the birth processthe area of the spine mentioned can be affectediminating in dysfunction. Unfortunately,
there is no documentation of this relatingjrectly to ADHD, wly anecddal evidence from practitioners and

patients exists However, anarticle dated October 20Q0written by Dr Upledger, a cranacral therapist
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investigated the effectiveness of his formtodatment. He discovered a correlation between children diagnosed
with ADHD and those suffering with food intolerance. Those he treated for ADHD simultaneously began to
tolerate foods that they were previously intolerant to. This would seem to support the theories based on diet

and malabsorption(Upledger 2000)

Satterfeld and Dawson are America@hiropractors and in their paper entitledElectro [@rmal
Correlates of Hyperactivity in Children, their tested aetiology was the same as that discussed by Tannock,

Hinshaw and Barklefas stated previous)y

Dietary Aetiology

Baumgaertel (1999) has a similar belief to that of the Classi&taeb@ath. She states thaasalternative
therapiss, they believe that conditions such as malnutrition, food allergies, and metathislisrbances are
the biochemical basis fdyehaviour problems such as ADHD. They do not howeeea step further to say

where this dysfunction stems from.

Treatment and ManagementConsiderationswithin Osteomyology

| am aware that there is little in the way of research into the effects of imdative therapy in the
treatment of ADHD. However, | have read enough to make it apparent to me tistoit benefit. My own
method of treating this condition has proved effective, and my treatment methods and protocols are listed

later. There are few side effectesulting from our form of treatmenénd our treatment is nofinvasive- unlike
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that of allopathic medicine. Initial evidee to suggest that manipulative therapy is beneficial comes from a
chiropractic studyproduced by thePsycho Bucationaland Guidance Services at Colle¢gi®n, Texas. Results
from two independentstudies by norchiropractitionersshowed that childrerwith ADHD responded well to
chiropractic care and even exceeded the results obtained with medicaii@sisonJM, CentreDB LeachRA,
(1989) An evaluation of Chiropractic Manipulation as a treatment of Hyperactivity in Children; Journal of

Manipulative and Physiological Therapeutics; Vol 12, No. 5, pp 8553)

There is substantial anecdotal and case steslidencethat suggests aignificantrole for manipulative
treatment in themanagemenbf those with ADHD. B J Palmer was reported to have had great success treating
these conditions. E H Kimmel undertook a study into subluxations and mental disorders in 1973 and r@ported
direct correlation between the two. After manipulatipall the sulpects showed improvement witheduced
symptoms. There is a lack of documentation into his methodology and exact treatment rediinere are
numerous studies into the somatoautonomic effects of chiropractic manipulation. Dulgar et al (1980), Wickes
(1980),and Wiles (1980) all show encouraging results through more controlled trials. Recent controlled trials
show that manipulative therapy has a significant effect on skin temperature and plasma beta endorphine levels.

This lends some support to the initialeontrolled case study findings of improvement in thg@égactive child.

Dietary management of ADHD is a controversial area. | discovered that it has actually become more
complicated with time. The curretibcus areas for research anaitritional deficien@es, malnutrition, metabolic
disturbancesand food allergies. Although it is hypothesised that diet and nutrition can affect general mood and
behaviour, and can also have implications for neurological development, there appears to be a lack of real

clinical evidence. Baumgaertal (1999) has written articles but it remaing theeoretical.

The hypotheses suggeshat the relationship is mediated primarily by the monoamine neurotransmitters
serotonin, dopamine, norepinephrine and epinephri@mparativeljthere is evidence to show that there is a

role in metabolic dysfunctiori,e. the conversion of dietary phenylalanine to tyrosine, which is essential for the
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production of dopamine and norepinephrinéZubay GL (1985) (1998); Biochemistry; 4 Edn; WBC Wm. C.

Brown Publishers)

Findings suggest that dynamic biochemical processes are associated with frontal lobe dysfunction. Dieticians
and homeopaths alike, believe that these biochemical processes rather than structural changes are responsible
for ADHD. | have not been able to find aagearch to support their hypothesis. | do believe though, that there

is enough hypothetical evidence to suggest that diet has a role in the condition.

Considering all of the areas that have been highlightethkyresearch and anecdotal evidendeegan to
treat my patient within these focii It is important to consider each patient as a whaerdalsoas an individual.

However, we should pay particulartgention to the following areas

For the forebrain adtity we shouldwork on the frontal lobe along the fissures and the drainage from the
head along the sinuses, also to encourage the balance of movement within the skull bones. Flattened areas of
frontal lobe should be releasedhe \asomotor supply to thdhead and neclshould be influenced to increase

the blood supply anthe nutrition to the brain.

D4 as thecentre of vitalityis of great importance Extraction of the correct nutritionand ideally the
reduction ofmalabsorption shouldsee usconsiderthe great splanchnics, small sptdnics stomach and small
intesting, ascending and descending coland defecationcentre. Most patients with ADHDhave extended
periods ofconstipation. Abdominal massaghould be administeredijrst in an anti clockwis direction along
the descending colgrtranscending colon and ascending cqldinishing with iliocaecal valve inhibitianThe
inhibition should be continuedntil a palpable release can be felt. Thére same slowircular massage should
be administeredn reverse ascendingtransverse andastlydescending colon. This should always be performed
with the knees raised to take the tension awhpm the rectus abdominus which, when taaoan limitthe

efficacyof the technique

49



The effect of the holisticemeral body adjustmenivhich works towards bringintpe patient@ body towards
the alignment recommended by the model of the polygon of foyeesuld be toallow the bodyto balance

itself.

The teatment should beslow and inhibitory in manne and the treatment duration should be kept to a
minimum. The treatmentideally should bekept to the same time each weelCare should be takefor the
clinician to wear the same clotheand to keep the clinic arean a similar layout week to week wherever
possible to ensure minimal disruption to the patient. It is liketilat large changes can disrupt the patient and

therefore the treatment procesand its effect

Of course within each area consideredhe soft tissues play a part and should be treated aloreysialy
osseous lesions locatedhe pecific lesions should be addressasbpeciallythose within the lesion zones
relating to the condition. If the lesions are chronic and diffiealtnove they should nobe forced they should
be left alone and the spie and relating structureshould be worked above and belpio allow the specific

lesion to be corrected in time.

| found it useful to bring the patient to the clinic without treatment for the first two occasidosallow
them to become accustomed to thenvironment. This allows the patient feel safeandallows them to start to

developatrusting relationship with the practitioner

With parental permission,would then begin to place my handsn the patient to assess them. | found that
this is oftenmost effectively donewhilst they are distracted by another task they are quite young, have
found that the use of drawing andolouringbooks,or jigsavs, whilst they are sat on my knee work®ll. From
here the practitioner canbegin treatingthe soft tissue and encouraginghe vertebra away from its lesioned
state without manipulation. Spontaneous release can sometimes have an dfteetver,| have found ito be

limited and short lived.
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When the patient has become used to your touemd theyare comfortable with the treatmentthen
manipulations can be utilisedhey shouldhoweverbe undertakenwith caution andappliedvery gently. They

should not be HVih styleor administeredaggressiviy.

From day ongthe patient should address theirati Supplements shodlalso be suggested as recently there

hasbeen evidence to show that omega 3,6,9 can be of behefjing to increase concentration levels

As the treatment progresses, the frequency can be decreased. Several of my younger pasemsw
identify for themsehes when they needdjustmentsand realignment This is frequently the case followirg

growth spurt.

Thepatient that | have used as my case study was attending nursery school whignsthagsted my clinic
As you can seedm the case studyAppendixl1), his diagnosis had be@omplicated by several symptoms. He
was unable to communicate wdh made things extremelyglifficult for myself, his teachers and obviously his
parentsh | S Aa y2¢6 | OKASOAYy3a | OSNIF IS &a02NBa 2y KAa {! ¢¢

did not offer his parents any guarantees and treated their son for free.

Structuraland physiologicalAreas to consider withirDsteomyologwtreatment.

General Braig C2,C3, and C7

Vasomotor to Brailg D2-6

Vasomotor to head D2-4

Splaachnics Great D510
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Splanchnics Sma&iD1012

Vasomotor to stomach and small intestig®5-10

Small Intesting; D11-L1

Ascending and Descending colphl-5

Defecation¢ L23 and L4S1

See appendix 16
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Conclusion

In the course of my extensiligerary research, it has become apparent that:

4

- alye WIHEOGSNYlIGAGS ¢KSNYLIAAGAQ AyOfdzRAY3I hadSz2Ll
variety of conditions as, or more successfully, than main stream practitioners.

- ¢KSNE A& | 3INBIG RSIFt 2F dzyadzo adiofsguickst § SRk Yy SOR2 (

- CKIFG WHEOGSNYAaGAOS K KSINByATGRm S 1&n sidam/éonventichaR practitioners.

- ¢KIFIG Ylye 2F GKS OftlFAYa YIRS o6& W ftOiSNylFraaA@gsS ¢

evidence.

If Osteomyologists, asdividuals or as a group, are to be taken seriously and claim their rightful place

within a far sighted/flexible health care system, they must:

1) Disassociatthemselves from the extreme unsubstantiated claims of some practitioners.

2) Disassociate thenfrom extreme G NB I G YSy i NBIAYSa LINI OGAOSR dzyR
¢CKSNI LIASaQo

3) Base membership on accredited qualifications/observed professional competeHuis. i6 being
managed and fulfilled currently.

4) Research into claims made by Osteomyologiststihesnade using accepted scientific practices and
YSGUK2R&ax AyOf dzRA y Jor iWReedsntt oSthisdt bejh iR possiBlé, & techriqiieof

significant scientific accolade
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In conclusion, the Osteomyologists do have a considerable role towtayjn main stream health
service delivery. However, we appear to be at a crossroads. To become accepted as a true profession with
ASYdzA Y SROBNPNGE Sy Ydzald 06SO2YS | INRdzL) 2F LINRPFSaaAz2yl f
treatment regmes through the use of true scientific research. Not to do so, will comdasnto acontinued
minor role outside of main stream medicimeignored or looked down upon by those who feel more qualified

and competent to treat.

wSaSIE NOK Ydza i K220 ®3 ahy IOf NNRBR 2dzi o0& Aazfl SR
the Osteomyologists must instigate their own research programraed present their findings in such a way

that suggested treatments must be given due consideration by main streactifioners.

The treatments | have described appear to have had sbemeficialeffects. Patients have reported
improvement in a variety of symptoms. However, as waither research, the results wermore anecdotal than
scientific. Improvements may havappened because or in spite of my interventiondecided to alter mypwn

approachas itmust be more scientific/evidence based.

There are difficulties assiated with ad hoc personal researctWhere do |, for instance, find more MS

patients in order ® secure a broader basedsearch?

As evidenced in each case study, | have noted relevant testing and the results of such. | have begun to
compile a data base for each of the conditions that | have covertn this study Perhapsin the absence of
patients presentingwith systemic conditiongor us to treat inour clinics we could utilise patients thatave
attended for other purposesperhaps viewng the systemic condition as a secondary reason for their
attendance Therefore, as we treat the systerrmgondition we can monitor the results of tlieatment for that
condition alongside the treatment of the primafysually musculoskeletal) probleffihis form of research by an
individual would be a long term undertaking, and would probably take yearsito @nough evidence to be
considered valid by main streapnactitioners
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Another solution would perhaps b& encourage association members utlise one sé of treatment
protocols for eachsystemic conditionand record the improvements throughout theountry. This would
provide a wider data base but posesoplems within itself. @ the one handif successfylthis methodwould
eradicatethe issue of the individual practitioner being the beneficial component rather than the treatment
itself. nversely it may raise the issue thatach practitionerbeing anindividual will treatas such. #en the
delivery of each technique will more than likeijter between each practitionerdespite following a set

treatment regimen.

These are questions weeed to find solutions for as an association, moving us forward and allowing us

to assume our rightful status within primary care medicine.
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Appendices

Appendix 1¢ Definition of Somatic Dysfunction

dmpairedor altered function of related components of the somatic (body framework) system: skeletal,
FNIKNRRAIFES YR Y&2FIF a0AFEf a0dNH2OGdINBAE FyR NBf I

Osteopathic Association (AOA); 2000/1 yearbooR.&dn: Giicago IL: 2000)
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Appendix 2

Exercises for the asthmatic patieribverleaf)
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NATIONAL ASTHM4 WEEK
7-11 OCTOBER

OSTEOPATHIC MANAGEMENT OF ASTHMA

(A) To maintain mobility

Sitting with low back supported.
Clasp hand over Csp to support lordosis, let
elbows come together.

Circle elbows (gradually increasing size of circle).

Sitting. with hands clasped behind back.
Flex head, retract chin and hold stretch
for count of three. Relax and repeat,

(This is useful when patient is relatively
kyphotic, if extended then get them to slump
slightly to control stretch through C/D)

=

‘Chicken’

Sit with low back supported.
Slowly protract and retract head
to introduce stretch through C/D

2 A S

*Turtle’

Sit with low back supported.
Slowly retract chin and then relax.
Repeat 5-10 times,

{Stronger exercise if arms are folded behind back).

LInE Foiope

7

e
e e d

e

Stand with arms at 90 degrees and one hand palm
up and one hand palm down.

Slowly rotate hand, at the same time, rotate

neck 1o face upturned hand.

Hold as you breath in and out.

Repeat to opposite side. Repeat 5-10 times.

N
B
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Sitting with low back supported.

Overlap elbows as hands clasp opposite shoulder
Let trapezii relax as far as possible.

Lift elbows off chest in circling, figure of 8

or letters of alphabet movements.

v/
2N

Sit with low back supported, arms folded over
chest and trapezii as relaxed as possible.

Think about your elbows.

Gradually sidebend so one elbow slightly lifts,
keep this sidebending and then rotate in the same
direction.

You will soon feel a stretch over low Dsp, hold
this stretch as vou breath in and out.

Unwind and repeat to opposite side.

LorarsE

2%

Sit with low back supported and hands joined in
front of chest and trapezii as relaxed as possible,
Rotate arms slowly to right then across to left.
As you rotate in this arc, gradually lift arms to
introduce slight extension through Dsp and
increase stretch through ribs and scapulothoracic
muscles.

4

Stand with feet apart and hands in front of chest.
Gently rotate shoulder girdle until you feel some
stretch on lower ribs and waist.

in same direction and extending back arm.
Hold for count of 3 (or as you breath in and out).

Repeat to other side.

graceful movements.

Increase this stretch by gently turning head 1o look Q\g
‘i

Then bend elbow and rotate back to starting position. \=

Repeat whole exercise 5-10 times in slow, even and
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This restful stretch is useful for kyphotic dorsals,
Fold a hand towel into 16ths (small rectangular pad)
and place on firm surface such as carpeted floor

or firm bed.

Lie down so mid dorsal spine is over towel and rest
there for 5 minutes {good exercise for end of day).

If this is easy, then you can make exercise stronger
by folding towel into 8ths then rolling it up and
securing with an elastic band.

As above, use towel as focus for stretch through Dsp

and gradually move towel to work each joint as needed.

You may exaggerate stretch by taking deep breaths OR

slowly lifting arms overhead then breathing in and
out before lowering arms. Repeat 5-10 times.

W

@?/

T—— -

QYM/N Fga—< 2
B o Lo T

—
RIBS

Sitting with low back supported.

Fix one hand against lower rib OR waist.
Sidebend over hand until you feel some stretch
on opposite side, exaggerate stretch by raising
arm overhead and then breathing in and out.
Lower arm THEN straighten back (this lessens
the leverages through lumbar spine).

38

Sitting with low back supported.

Fix one hand against opposite mid or upper

ribs then gradually sidebend away from fixed

rib and exaggerate stretch by breathing in and out.

Fix lower ribs using hand on same side OR both
hands along rib before stretching as above.

)

0}
| @ )
0 =]

Standing with head resting into siight flexion.
raise arms above head.

Stretch hands alternatively to reach to full extent,
either overhead or slightly sidebending to opposite
side to stretch lower ribs,

e YT

/‘ \ i&"“’&“f»}e
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PECTORALS

"—_—_—‘_’_.
Sinting or standing. " 0 -
Hold towel behind back and move, as if drying back. 9 |4

to stretch anterior shoulder joint and pectorals
AND scapulo-thoracic joint and muscles.
important to move slowly and gradually increase
extent of this exercise.

Stand in a well-built doorway, with one foot in front.
Hold frame with both hands and slowly lean body
forwards to stretch pectoral muscles and take weight
onto front door.

Hold for count of 5. Resume starting position,
Repeat 5-10 times.

This exercise must be done carefully as you are using
bodvweight to introduce stretch through a particular
muscle group.

Alter stretch by holding upper part of doorway.

Standing and slowly and rhythmically abduct and
relax shoulders and arms to stretch lower ribs and
prectorals.

Repeat but extend and flex arms.

This is useful with child asthmatics - one calls

it *flving practice'!

(B) to improve breathing

DIRECT

T3 Tocus attention on movements of diaphragmatic

breathing place hands (or a book) on abdomen just W—é
below costal margin and ask patient to imagine

a balloon under hands/book and try to push out

abdomen on breathing in.

This is a simple breathing exercise which doesn’t
take much explaining BUT there is a tendency for X
people to try too hard and strain to push out S
abdomen rather than keeping with the normal

orderly rhythms of breathing.

(This exercise is NOT suitable for chronic hyperventilators).
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INDIRECT

Get vour patient supine and relaxed (it is often advisable to use this exercise at the end of
treatment when the patient IS relaxed).

Get them to place hands where there is regular breathing movement; lower ribs. costal margin
or abdomen.

Let patient settle and, after a few cycles of breathing, they will start to feel breathing
movements. It may help for you to put our hands on theirs to emphasis these movements.
Once this is easy, get them to move hands onto iliac crests and settle again and, again use
vour hands to indicate to movements through abdomen (and therefore slight) movements
through pelvis.

It may be easier to explain this as ‘an exercise in imagination’ and that by imagining these
movements through lower abdomen, his legs and feet it will automatically help to settle
breathing.

There are asthmatics who can abort asthma attacks by reinforcing diaphragm breathing by
putting pressure on iliac crests on exhalation and relaxing pressure on inhalation.

(C)  to strengthen muscles for breathing

It is often helpful to give exercises to strengthen abdominal muscles. Also general
strengthening exercises such as swimming and, as patient recovers efficient breathing, even
low weights/lots of repetitions in multi-gym and weight training so rhythm of movements can

be co-ordinated with breathing.

Yoga also helps strengthen breathing and general musculature.

Thanks are due to Alison Brown DO
for all her help in preparing and collating the exercises
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Appendix 3

Asthma Case Study One

Doctorate dissertation questionnaire
Please answer the following questions as honestly as possible.

Male/Female- female
Current age; 36
Age at Diagnosis17

Please list the prescribed medications you were taking when you started having treatmemwth
Salbutamol & Beclometasone diproprionate

Please list the current prescribed medications youaqise
Salbutamol

Please state your initial symptoms
Wheezing & tightness mostly during exercise and when cold, but also in relatidmayp fever Salbutamol
inhaler used

Please state your current symptorgs
Less wheezing and tightness on exercggeost times use ofnhaler is not required.

When was the last time you received medical intervention for a relapse, attack or hypo/hyperglycaemicg attack
Use of salbutamol inhaler is less frequentisually only needed if compromising factors such as cold, chest
infection, or hay feversymptoms. Preventive inhaler rarely used.

How do you feel the treatment has benefitted yourself and how has it or does it affect your conglégihma
symptoms seem greatly improved in general, less medical intervention (inhalers) required

Are you taking any supplements fotlowing any specific diet Dairy, egg and wheat free due to allergies.

Any other information; Emma rocks!
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Case studyne - Asthma

Presentation

35 yr old female patient. Diagnosed with asthma aged 17yrs. Initial symptoms were wheezing and
tightness in the chest mostly during exercise and in the cold weather, however also related to hay fever. Initially
she was prescribed Salbutamol. On presentatibthe clinic the symptoms remained the same as at the initial
diagnosis. However, the medication had been increased to salbutamol, beclometasone and diproprionate since

17yrs of age. The symptoms had not improved much despite the increase in medication.

Baseline testing

Peak flow testing prior to commencement of treatmerfbr one week

Peak flow testing at home and chart madiaring14 months otreatment.
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PEAK EXPIRATORY FLOW RATE - NORMAL VALUES

For use with EU/EN13826 scale PEF meters only

PEF (Umin) EU Scale
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Adapted by Clement Clarke for use with EN13826 / EU scale peak flow meters
from Nunn AJ Gregg |, Br Med J 1989:298;1068-70

In men, readings up to 100 L/min lower than predicted are
within normal limits. For women, the equivalent figure is 85
L/min. Values are derived from Caucasian populations.

Mini-Wright Single Patient Use
(Standard Range) Part Ref: 3103388
EU scale
(EN 13826) - Multiple Patient Use

~ Part Ref- 3103387
Blue text
on a yellow NHS Logistics
background Code : FDD 609
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Clement Clarke has developed mathematical equations that
will allow conversion of P.E.F. readings from Wright-
McKerrow scale to EN 13826 scale, and vice-versa. Contact
us directly, or visit the website

www.peakflow.com

I CLEMENT CLARKE
INTERNATIONAL
Clement Clarke International Ltd. Edinburgh Way, Harlow, Essex.
England CM20 2TT UK.
Tel. +44 (0) 1279 414968 Fax. +44 (0) 1279 456304
www.clement-clarke.com email: resp@clement-clarke.com

(Issue 1 Date of preparation: 23 July 2004)

Proxcisdon by Tradil
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Initial observations and palpatory findings

My initial observations othis patient were as follows;

The patient presented with a scoliosis lumbar spine L5/S1 concavity left, to D10. D10 concavity right to
D2. D2 concavity left to C2. The dorsal spine anteriorised with posteriorisation of the C/D junction and the D/L.
The owerall posture showed swaybaténdencies The movement within the rib cage is reduced, and restricted.
The pelvis is rotated right anterior, the upper shoulder girdle is rotated left anterior. Specific osseous lesions
were located at C¥otated left, C/Drotated right side bent leftD4rotated left, and the D/L rotated left side

bent right.

Treatment regime and management

This patient had already altered her diet, due to the expression of wheat, egg and cow dairy allergies
within the body. | hadherefore discussed the diet, but the mucous producers within the diet had already been
reduced to a minimum, so we left the diet iasvas. The treatment was focused on reducing the swayback
posture, and increasing the thoracic movement. Reducing thedbteirves and removing the specific lesions as
listed above. The general body adjustment was used to balance the body. And the side roll technique was used
to release the L5 restriction and help to reduce the lateral cufe Dogs were done to the dotspine to
increase the A/P curve and reduce the anteriorisation of the dorsal spine. This technique was also used to
address the specific lesions within the dorsal spine. The prone C/D HVT technique was used to address the C/D
lesion. And a LVT manipulaitechnique was used to address the cervical spine specific lesions. | prescribed the

exercises as seen in appendix dsked the patient to record her peak flow readings for my records.
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Re assessment using initial assessment criténeuding one weekpeak flow meter readings

The patient currently describes reduced wheezing and tightness on exercise, if, on the rare occasion this
does occur, she can usually control it without the use of the inhalers. She hasddthecinhaler use frequency

and is mw rarely using any of themvEn the preventative medication is sporadic
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Treatment regimemadjustments

The treatment has now been reducadd ispurelycarried outas management for the condition, this
patient now visits on a-6& weeklybasis and is usually reporting muscle aches and painigh § a result of the
running that she has now takefzLJ> & KS R ad/thiggQ@afatiny® thi2astima conditiomherefore, the
treatment now consists of a general body adjustment, with famugorrection of any specifmsseoudesions
and checking the spinal areas indicated for asthma treatment, including the physiological centres:ArfaeB®?2
of the spine can be found to be rotated right and side bentredularly However, i is asympomatic in its
presentation. We have discussed the possibility that her typing posture at work could be the habitual cause of

this lesion.
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Appendix 4

Asthma Case Study Two

Doctorate dissertation questionnaire.

Please answer the following questiorst@onestly as possible.
Male/Female- Male

Current age; 29Yrs

Age at Diagnosis3Yrs

Please list the prescribed medications you were taking when you started having treatmemevtientalin,
becatide, occasionally prednisalone

Please list the current prescribed medications youaieecasional ventaliusage

Please state your initial symptom®Difficult to remember due to my age however, my parents described
extreme attacks that resulted in several admissions to hospital, arsg of a nebuliser at home.

Please state your current symptorgh OO aA 2yl ft & Ay O2ftR 6SIFGIKSNI gKAT &
my breath and have to use my ventalin. Also when there is the presence of tree pollen in the air it can
exacerbate ny symptoms. The common cold usually spreads to my chest quickly but it is controllable.

When was the last time you received medical intervention for a relapse, attack or hypo/hyperglycaemic, attack
December 200Mad to use inhaler for 3 days consistentiyhen | had contracted a chest infection.

How do you feel the treatment has benefitted yourself and hiblas or does it affect your conditiog My
d8YLIi2Ya KI @S 0SSy NBRdAzOSR | yR L K lraatshgnQthe tichtiRent- y | G G
has allowed me to pursue my career as a professional rugby league player. This is my fifth season with Leeds
Rhinos. The treatment has enabled me to play throughout the four previous seasons and feature in 3 back to

back grand finals which we were victorisun and are now super league champions for the third season in a

row.

Are you taking any supplements or following any specificgitetroot juice which increases oxygen up take
within the body. Cherry extract, which increases recovery rates after emgaJointease from a company called
natures range. Emu oil tablets which are a natural anti inflammatory (I only use these when | have an injury.).
| reduce the amount of wheat and cow dairy products which are both mucous producing within the body. The
beetroot juice and cherry extracts were a discovery of my own on théernet; the remaining supplements

were suggested by Emma. The diet alterations were also advised at the first consultation.

Any other informatiorng None
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Case Study twa Asthma

Presentation

This is a male patient aged 27yrs old, diagnosed asthmatic aged 3yrs old. His initial symptoms were
described by his parents as extreme attacks in nature which resulted in several admissions into hospital and the
use of a nebuliser at homeilis birth history was uneventful however, shortly after birth he had to be aspirated
due to his breathing being laboured and difficult. He had fluid in his lungs and he was also diagnosed with

jaundice. His initial medications at diagnosis were ventatealide and prednisalone.

Baseline testing

Peak flow testing prior to commencement of treatmerfbr one week

Peak flow testing at home and chart made during the treatment.

73



PEAK EXPIRATORY FLOW RATE - NORMAL VALUES

For use with EU/EN13826 scale PEF meters only
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Clement Clarke has developed mathematical equations that
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I CLEMENT CLARKE
INTERNATIONAL
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Initial observations and palpatory findings

Initial presentation on palpatory findings:

This patient is very tall at 6ft 6in. He is very muscular and lean, he is a professional Rugby League player
The patienthas a flattened dorsal spine. He has an increased lumbar curve L5/S1 to D11/12. There is a minor
lateral curvature through the dorsal spine, concavity left, from D9 to D4. D4 to D2 are rotated right side bent

left. D1 to C6 are rotated left side bent right. C2 is rotated left.

Treatment regime and management

This patient has a very healthy dist a requirement of his job as a professional rugby player. He has
paid an interest in the possibility of alternative therapies prior to coming to see myself. He has tried
acupuncture, herbalist treatment, and various supplements as part of his dailyeo(the treatment was
focused on reducing the lateral curvature through the dorsal spine and encouraging the posture away from the
sway back presentation. General mobilisation of the rib cage was addressed, which was generally restricted. The
specific lesins were addressed with the use of HVT techniques. Side lying (side roll), Dogs, prone CDJ
adjustment and LVT neck correction. | gave supplement advice as listed in the questionnaire. The patient was
highly active and participated in rigorous cargdascudr exercise every day, as part of his professional contract.
He struggled with the swimming, although he believed it would help with his breathing and lung capacity the
chlorine in the swimming pool exacerbated the mucous secretion and increased therflbid lungs, which he

then had to cough up. He had been using duidtamines every time he had to train in the pool.
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Re assessment using initial assessment critéimeluding one weeks peak flow meter readings) and treatment
regimen adjustments.

The patient began treatment aged 27yrs old and upon reassessment for purposes of this study he was
ISR Hpe@NBR 2fR® ! (i NBlFraasSaavySyd GKS LI GASyGQa GNBI G
He is playing comfortably within the super leagueich is the highest national league within the UK. He only
uses any medication sporadically. He occasionally has to use his ventalin in cold weather games, although he is

trying to use essential oil peppermint dropsstead,to open his airwayas it is éronchodilator.
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Asthma Case studiesevaluation.

In both cases the patient had already addressed their diet prior to attending my clinic. They had either
had prior advice, or intervention which suggested the same as my investigations. As a consequence | did not
address the diet with them. This could shtdvat the diet, at least on its own is not sufficient to reduce the
symptoms. In case two the patient was extremely active and partook in a very high level of sports and a vigorous
exercise regimen. This could show that exercise combined with diet isiffimient to reduce the symptoms.

However, as asthma can quite ofter triggered by exercise this is perhaps not an accurate assessment criteria.
Both patients in the case studies have shown significant improvement of their symptoms, and | have produced
peak flow charts that clearly track these improvements. If | were to try to test the treatment rigorously | would
have to either withdraw the treatment to see if the patient regresses, or | would have to have a control group

that uses the same diet @rexercise regimen without the treatmerds performed by myself
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Appendix 5

Exercises for the MS Patieftraining from MS
relapsg: DarrenBristowe ¢ PersonalTrainer:
Total Fithess Huddersfield. 20April 2010.

(Notesfrom a Dictation to myself)

Begin withbasicbalance work angentlestretching of the majomusclegroups. Thestretching should
particularly focus on passive workttoe hamstrings, quadceps, gastrocnemiygpectorals and lagsimus dorsi
bilaterally. Thebalance work shouléthclude walking on tip toes, walking on heels, walking pigeon gtayh

forward and backwardsandmarching on the spot.

Then proceed totatic work holding onto a ballet raithisshouldinvolve the following movement$lip

flexion, extension, abdztion andcircumduction.

Progress the exercises as the difficulty is overcome to inilvies ball squats anavi8s ball lunges
Thiswill continue thework on the hip movementnd will start to involve core stability therefore affecting
general balancdt will also start to build strength in the leg muscles and assist the neurological system to

interact with the muscles andssist with improvinghe neurologicakignal to aid controbf movement

The next stage in therpgresson isto isometric workinvolving themajor muscle groupaslisted abowe.
You should then varthe degree of holdbefore moving oto negative reps for each exercisehis wilimprove

muscle conditioning andiill involverecruitmentof more muscle fibres with negative repdese particular
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exercises shoulohclude isometric leg extensiongying leg curls, bench press, paal fly, lat pull down, bar

bell bicep curl.

When balance and posture is visibityproved work can begin otme Bosubalancedisc. e of a stress

ballis useful to improve grip strengthefore further weight work can begin

Work on the Bosu disshould be carried out on the inflated side in the first instance. The basic exercises
to be performed aremarching orthe inflated side of the disc, thenanding on inflated side 30 sendswith

their eyes openand30 seondswith their eyes closed.

When the patient can perform the above exercises with reasonable ease, they should thewsthrd
inflated side witha medicine ball in both handstake ball overhead, take ball to shoulder height and rotate left
then rotate right. With a smalmedicine balk, pass overhead in an arc from one hand to the ott{Begin with

asponge ball itheir grip is poor otheir proprioception is reducedl.

The patientshould then d@vance tathe Bosudisc reversed so that the basigat feet are on isinstable
andthe above exercises should be repeatedafgetheir stance fromhaving theirfeet shoulder width apartto

feet together to increase difficulty{This should & done gradually as they improve.)

Whentheir balance grip and proprioception hasall visibly improvedhe next stagewvould beasingle
leg stance with arm line activitye.; shoulder press, lateral raises, forward raises bicep curl, knee raise (hip

flexion), hip extension,k&uction (the last three are performed with the leg that is ootthe disc.).

Work can progress tatrampet to provide arunpredictablyunstable baseWhen the patient is
comfortable with this progression to jogging on the spatying the action between normal leg action jogging,
jogging with high knees, leg kicks, torso twists, star jumps. Uaestefp boxsmall plyometric hurdles and floo

ladders can also be included to give variation and prevent the patient from géibiregl.
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Many things that would seem eafty most peoplecan often be a great challenge, bunny hops and

hopping on one legre good examples of thi€onfidence is thenaingoal at this stage.

The final stage mirrors work that | would prescribe for a dient that has never done any gym training
before. Exercise onass bak willadvancethe core stability work ¢ this should include@iss petoral fly with

uneven weights, andviss bar bell press with odd weighdsa either side of the bar bell

Fixedresistance machinegquire goodgrip strength;they aretherefore useful for improving the

patientsgrip. The examples of these machines dat;pull down vertical seated rowhigh pulleyrow.

If the LJ- { A GrdfidivBsiulafitness is pooto begin with they should start witlmon weight bearing
exercises untilheir balance is improving.g.bike, but it isextremelyimportant for the patient to stretchafter

each cardio vascular routine.

NB a Bosu disc can sometimes be describedvasbbleboard; however, it must be the type with a soft half ball

underneath and not hard.
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Appendix 6
MS Case Study One

Doctorate dissertation questionnaire

Please answer the following questions as honestly as possible.
Male/Female- F

Current age; 38

Age at Diagnosis29

Please list the prescribed medications you were taking when you started having treatmem&dtbxybutyin,
betainterferon

Please list the current prescribed medications youaiegybutyin, baclofen, betmterferon, calcium tablets
Please state your initial symptomdlindness in left eye, weak legs,
Please state your current symptorgsveak legs, non bladder control

When was the last time you received medical intervention for a relapse, attack or hypo/hyperglycaemic, attack
April 2009

How do you feel the treatment has benefitted yourself and how has it or does it affect your conglitlmmefit
from my sessions in that | feel more mobile and move freely, if only for a short time.

Are you taking any supplements or following apgafic dietg Vitamin B12, evening primrose oil

Any other informationg N/A
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Case study one MS

Presentation

This patient presented to my clinic aged 35yrs, she had been diagnosed with MS aged 29yrs. She initially
went to the GP with symptoms @feak legs with pins and needles and numbness in the left leg especially. She
suffered with this for several months with the GP prescribing diclofenac agddamol as he had diagnosed a
trapped nerve with lumbar spine dysfunction. She went to a chiropragho gave her some treatment for a
GKAE S |1 26SOHSNE KS adz3aSadSR G2 KSNJ G2 aSS1T | asSozy
treatmentand she had developed blindness in her left.€ybe saw a neuro nsultant who eventually

diagnosed Br with MS. She was prescribed oxybutin and betainterferon.

When [ first saw this patient she had been diagnosed with MS for 6 yrs and had been taking the
medications for 5 ¥z yrs. She still had the blindness in her left eye and had bi lateral lowsritgxtsgnptoms of

pain, weakness, numbness and stiffness. She had difficulty walking into my clinic.

Baseline testing

1) Cerebellar dysarthrig is the speech slurred as if drunk, disjointed rhythm sometimes with scanning
speech.
- Observation of the patienshowed that this was not present.
2) Rare structural deficit or more commonly focal deficit (demyelinatpdiffuse or multifocal
abnormalitiesg observeg attention, memory, calculation, abstract thought, loss of special

appreciation, visual ahbody pereption and apraxia.

85



Observation and testing of the patient showed that no abnormalities were present.

3) Gaitg Scissoring: indicates spastic paraparesis. Cerebellar ataxia: veers to side of lesion. Hemiplegic:
one leg swings out to the sideunilateral ypper motor neurone lesion.

Observation showed that the patient displayed a scissor gait and was extremely unsteady on her feet,

she refused to use any aids to assist with her mobility.

4) Cranial nerve abnormalitiessmultiple lesions affecting multiple cradinerves possible. Intrinsic
brain stem lesions most commontaused by MS in young people.

Cranial nerve testing showed the followirdpthing abnormal was detectedNAD)

The following tests were performed. CAcuity, and visual field testing. CH2n opthalmascope was

used to look at the eye to see if anything abnormal was present. CNg,&§6 movements and

nystagmus. CN5&7 sensory and motor functions. CN&uditory testing. CN9,10&1&2 Sticking tongue

out and pushing it against the cheek. SpegfN11¢ Shoulder shrug (Traps).

5) General motor system Tone, reflexes, wasting, muscle weakness, fatigueable, spasticity
fasiculation

Upper limbg C5- Shoulder abdudon, elbow flexion, biceps reflex. Glbow flexion, supinator reflex.

C7¢ Finger and elbow extension, triceps reflex.cd8nger flexors, finger reflex. TiSmall muscles of

the hand, no reflex.

Lower limbg L1, LZ; Hip flexion, no reflex.3, L4; Knee extension, knee reflex. £Extension of the

great toe, no reflex. Sq Hip extension, knee flexion, plantarflexion, ankle reflBabinski testwas

positive. The patient had loss of hip flexor power and knee extension, both on the left side. There

increased reflex of the knee on the left als@here was increased lower limb tone with spasicity.

6) Sensatiorg Vibration test, Joint position sense, light touch, pin prick, temperature, 2 point
discrimination. MS usual patterning is complete coahsactiong all modalities affected or

thalamic and cortical loss distributiayright or left side of the body all modalities absent.
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- The patient showed loss of all modalities on the left lower extremity

Initial observations and palpatory findings

The patient has a sway back posture and cannot stand very long for the assessment. There are osseous
lesions at D2 with a rotation right side bent left. DXD12 is also rotated right side bent left. The lumbar spine
is scoliotic and impacted with a candty on the right. L5 shows rotations at L1 rotation left and L5 rotated

right. D2/3 showed rotation right.

Treatment regime and management

The patient was directed to a personal trainer and dietary advice was given. The general body
adjustment wagerformed with the prescription of breathing exercises. Abdominal massage was used to help
with the constipation. Deep tissue work was carried out to the lower extremity specifically to the Achilles
tendon, outer calf muscle, hamstring, quadriceps andplamtar surface of the feet. Supplements were advised
in the form of vitamin b and d calcium and evening primrose oil. The specific lesions were addressed with the

use of HVT manipulative techniques.

Re assessment using initial assessment criteria

Thepatient is currently 38yrs old, she no longer has the blindness in the left eye, howey@atient
has lower extremity symptoms as first presented. She has develaegadk of bladder control and is now having
to use a catheter. She is also takingrenmedications than on first presentation to my clinic. She is taking
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vitamin B12 and evening primrose oil as | suggested. The patient reports that she gets benefit from the
GNBFGYSYyid odzi AG Aa y20 t2y3 A8 kRqua{fddghtyl vy GStt AT
appointment as she struggles with her mobility more. Every treatment is just trying tth@nsme mobility

and maintain the current quality of lif@he patient does not follow the diet that | gave her, and she has given

up on theexercise regimen at the gyand the personal training schedule that was put together for her.

Baseline testing

1) Cerebellar dysarthrig is the speech slurred as if drunk, disjointed rhythm sometimes with scanning
speech.
- Observation of the patient showedhat this waspresentthe patient is now struggling with speech
formation.
2) Rare structural deficit or more commonly focal deficit (demyelinatpdiffuse or multifocal
abnormalitiesc observeg attention, memory, calculation, abstract thought, lossspgcial
appreciation, visual and body perception and apraxia.
- Observation and testing of the patient showed that no abnormalities were present.
3) Gaitg Scissoring: indicates spastic paraparesis. Cerebellar ataxia: veers to side of lesion. Hemiplegic:
oneleg swings out to the sideunilateral ipper motor neurone lesion.
- Observation showed that the patient displayed a scissor gait and was extremely unsteadeofeet,
she is now using either walking sticks bilaterally, a walker or a wheel ct@assis with her mobility.
4) Cranial nerve abnormalitiesmultiple lesions affecting multiple cranial nerves possible. Intrinsic
brain stem lesions most commordaused by MS in young people.
- Cranial nerve testing showed the following; Nothing abnormal was detected. (NAD) The following tests
were performed. CNg Acuity, and visual field testing. C§2n opthalmascope was used to look at the

eye to see if anything abnormal was present. CN8,d&ye movements and nystagmus. CNS&7
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sensory and motor functions. C&uditory testing. CN9,10&1QSticking tongue out and pushing it
against the cheek. Speech. CN1Shoulder shrug (Traps).

- The patient has nystagmus in the left eye but her sidtats returned. She has difficulty tracking a
pencil and controlling the eye movement
5) General motor system) Tone, reflexes, wasting, muscle weakness, fatigueable, spasticity,

fasiculation.

- Upper limbg C5- Shoulder abduction, elbow flexion, biceps refl&6¢ Elbow flexion, supinator reflex.
C7¢ Finger and elbow extension, triceps reflex.cd8nger flexors, finger reflex. TiSmall muscles of
the hand, no reflex.

- Lower limbg L1, LZ; Hip flexion, no reflex. L3, lkAKnee extension, knee reflex. {Extension of the
great toe, no reflex. Sq Hip extension, knee flexion, plantarflexion, ankle reflex. Babinski test.

- The patient fatigues easily and there is increased tone and hypereflexia bilaterally in the knee and
babinski was positive bilaterallyThere was muscle power weakness in the hip flexor muscles and the

knee extensor muscles.

Upper motor neurort, increased tone, brisk reflexes, pyramidal pattern of weakness, extensor plantar response.

Positive babinski test.

6) Sensatiorg Vibration test,Joint position sense, light touch, pin prick, temperature, 2 point
discrimination. MS usual patterning is complete cord transaatialh modalities affected or
thalamic and cortical loss distributiayright or left side of the body all modalities absent

- The patient has absent modalities on the left side in the lower extremity and reduced modalities in

the right side lower extremity. Showing cord transaction pattern.
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Treatment regimeadjustments

The treatment follows a similar pattern each fortnight as the initial lesions recur eachTimeepatient
does not fully participate in the programme set for her. She attends the fortnightly appointments and states that
she feels better afterwards, but@l2z G KF G GKAA&A AYLINRGSYSyld R2SayQi fI ad

see amore sustained improvement in her symptoms if she would continue with the diet and exercise between

the appointments.
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Appendix 7
MS Case Study Two

Doctorate dissertation questionnaire

Please answer the following questions as honestly as possible.
Male/Female- Female

Current age; 28

Age at Diagnosis26

Please list the prescribed medications you were taking when you started having treatmemewtRainkillers
that are available over the counter.

Please list the current prescribed medications youqiExactly the same as above. Normally | use ibuprofe
and occasionally syndol as it has a slight muscle relaxant property.

Please state your initial symptomsVly symptoms began in my left leg with numbness, weakness and a feeling

of my leg being heavy. | went to my doctor and he diagnosed a trapped nenceraferred me to Emma. My

symptoms were worsening and Emma advised me to go back to my GP for a referral as she suspected that it
gra Y2NB GKIFyYy LJdzNBfe F GNIYLIWSR ySNBS® 9YYl RARyQi 3
However, before | got tahe GP my symptoms got worse and | ended up unable to walk and went to A&E.

They admitted me and | was diagnosed with MS by the specialist the next day. It was confirmed 2 weeks later.

| went back to see Emma and we came up with a plan of action.

Please site your current symptomg Much better between Emma and Darren (a personal trainer that Emma
recommended) my balance has improved and | no longer need to use crutches. | feel stiff in the mornings in
both of my legs, and | still have numbness in my ladbf. | have managed to keep my driving license which is
extremely important to me. | am not taking any medications although they have been suggested by the
ALISOAlIfAEAGD L FSSt G GKAA Y2YSyd L +Y Obhgkeyfrdl & L
can always revert to this if | feel that | need it at a later date.

When was the last time you received medical intervention for a relapse, attack or hypo/hyperglycaemic attack
When | was first diagnosed.

How do you feel the treatment hdsenefitted yourself and howt hasor does it affect your conditiog?
Greatly, the combination of the treatment with Emma and the training with Darren has got me back to work
and leading my life practically as normal.
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Are you taking any supplements fotlowing any specific diet

Emma gave me a diet tiollow; | am not sticking to it as strictly as | did in the beginning. | have found though
that if | do not follow it | sometimes have an increased amount of numbness in my leg or | feel stiffer in the
mornings.

Any other informationg N/A
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Case study twa MS

Presentation

The patient presented to my clinic aged 26yrs old. She was complaining of a heavy feeling in the lower
extremities on the left side particularly. She also felt weakness and numbness on the same side. She had been to
her GP who had said she had a trappedvee She was only taking over the counter painkillers as she did not
want to take any other medication. After performing the tests listed below | suggested that she should go back
to her GP and ask to have a referral to a neuro consultant. Before shedmthis her symptoms worsened and
she was admitted into hospital. After a 4 night stay on the ward the neuro specialist diagnosed her with MS. She

refused the medications offered and returned to my clinic.

Baseline testing

1) Cerebellar dysarthrig is the speech slurred as if drunk, disjointed rhythm sometimes with scanning
speech.

- Observation of the patient showed that this was not present.

2) Rare structural deficit or more commonly focal deficit (demyelinatigndliffuse or multifocal
abnormalities ¢ observe ¢ attention, memory, calculation, abstract thought, loss of special
appreciation, visual and body perception and apraxia.

- Observation and testing of the patient showed that no abnormalities were present.
3) Gaitg Scissoring: indicates spastic paregms. Cerebellar ataxia: veers to side of lesion. Hemiplegic:

one leg swings out to the sideunilateral pper motor neurone lesion.
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- Observation showed thathe patient displayed agait with one leg swinging out to the side as seen
with unilateral upper motor neuron lesionand was extremely unsteady on herég | lent her a crutch
to assist with her mobility.

4) Cranial nerve abnormalities multiple lesions affecting multiple cranial nexv possible. Intrinsic
brain stem lesions most commordaused by MS in young people.

- Cranial nerve testing showed the followingpthing abnormal was detected. (NAD)

- The following tests were performed. CAcuity, and visual field testing. C§2n oghalmascope was
used to look at the eye to see if anything abnormal was present. CNX;4B@e movements and
nystagmus. CN5&7 sensory and motor functions. Ci&uditory testing. CN9,10&1@ Sticking tongue
out and pushing it against the cheek. Speedtil T; Shoulder shrug (Traps).

5) General motor system¢ Tone, reflexes, wasting, muscle weakness, fatigueable, spasticity,
fasiculation.

- Upper limbg C5- Shoulder abduction, elbow flexion, biceps reflex.ccbow flexion, supinator reflex.
C7¢ Finger ancelbow extension, triceps reflex. €8-inger flexors, finger reflex. TISmall muscles of
the hand, no reflex.

- Lower limbg L1, L2 Hip flexion, no reflex. L3, ldKnee extension, knee reflex. tExtension of the
great toe, no reflex. S Hip extension, knee flexion, plantarflexion, ankle reflex. Babinski test.

- The patient had hypereflexia in the left kneeand spasticity of the lower extremity muscles on the
left side. The babinski test was positive on the left too. The muscle power was reduced in the hip

flexor and knee extension muscle in the left lower extremity.

Upper motor neurorg, increased tone, bsk reflexes, pyramidal pattern of weakness, extensor plantar response.

Positive babinski test.
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6) Sensationg Vibration test, Joint position sense, light touch, pin prick, temperature, 2 point
discrimination. MS usual patterning is complete cord transactioall modalities affected or
thalamic and cortical loss distributiaright or left side of the body all modalities absent.

- The patient had retained all the modalities except light touch sensation which was reduced on the left

lower extremity throughoutthe entire limb.

Initial observations and palpatory findings

The patient presented with a hyperlordofiembar spine which was scoliotic with the concavity to the
left side. The lumbar spine was impacted and there was a specific lesion rotated right side bent left at L5/S1 the
defecation and circulation to the lower body. D1 was posteriorised and rotateight side bent left. D4 also

showed rotation to left side bent right.

Treatment regime and management

2SS 0S3ry o0& RAaAOdzaaAy3d GKS LI GASyGQa RASOH L 3l O
study, and | referred her to my colleague farsonal training and an exercise regime. | also gave her breathing
exercises. Each treatment was holistic using the general body adjustment. In each treatment we worked on the
lymphatic drainage of the head and neck with deep tissue work to the axillpelaid and lower extremity.

Cranial massage was used to increase the CSF flow throughout the cranium and spinal cord. Abdominal massage
was used as the patient had a history of chronic constipation. | performed deep tissue work to the quadriceps,

Achillestendon, hamstrings and the plantar surface of the feet. She began to take the following supplements
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Vitamin d and b complex, Calcium and evening primrose oil. The specific osseous lesions were addressed using

HVT techniques.

Re assessment using irat assessment criteria

The patient has shown dramatic improvement, and from pure observations appears to be normal. Her
osseous lesion patterning has reduced and she no longer shows signs of rotations, scoliosis, impaction or
hyperlordosis. The testibelow was performed to reassess. The patient is currently 28yrs old and has been

maintaining her diet and exercise regime with enthusiasm.

Baseline testing

1) Cerebellar dysarthrig is the speech slurred as if drunk, disjointed rhythm sometimes with scanning
speech.
- Observation of the patient showed that this was not present.
2) Rare structural deficit or more commonly focal deficit (demyelinatpdiffuse or multifocal
abnormalitiesg observeg attention, memory, calculation, abstract thought, loss of special
appreciation, visual and body perception and apraxia.
- Observation amnl testing of the patient showed that no abnormalities were present.
3) Gaitg Scissoring: indicates spastic paraparesis. Cerebellar ataxia: veers to side of lesion. Hemiplegic:

one leg swings out to the sideunilateral pper motor neurone lesion.
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The patent displays a normal gait and is not using any aids to assist her mobility.

4) Cranial nerve abnormalitiesmultiple lesions affecting multiple cranial nerves possible. Intrinsic
brain stem lesions most commondgaused by MS in young people.

Cranial nerveesting showed the followindgyothing abnormal was detected. (NAD)

The following tests were performed. CHAcuity, and visual field testing. CH2n opthalmascope was

used to look at the eye to see if anything abnormal was present. CNg,&E§6 moverants and

nystagmus. CN5&7 sensory and motor functions. CNJ&uditory testing. CN9,10&1@Sticking tongue

out and pushing it against the cheek. Speech. G\8Houlder shrug (Traps).

5) General motor system Tone, reflexes, wasting, muscle weaknessgteable, spasticity,
fasiculation.

Upper limbg C5- Shoulder abduction, elbow flexion, biceps reflexc@&bow flexion, supinator reflex.

C7¢ Finger and elbow extension, triceps reflex.cd8@nger flexors, finger reflex. TiSmall muscles of

the hand no reflex.

Lower limbg L1, LZ; Hip flexion, no reflex. L3, lc&Knee extension, knee reflex. £Extension of the

great toe, no reflex. Sq Hip extension, knee flexion, plantarflexion, ankle reflex. Babinski test.

The patient does not display argbnormalities on any testing.

6) Sensatiort, Vibration test, Joint position sense, light touch, pin prick, temperature, 2 point
discrimination. MS usual patterning is complete cord transaatialh modalities affected or
thalamic and cortical loss distridon ¢ right or left side of the body all modalities absent.

The patient does not display any abnormalities on the above testing.
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Treatment regimes adjustments

The patient now comes for realignment once evet§y weeks to maintain her current level well being
and to keep the symptoms from recurring. She also feels that the treatment loosens her up and she feels less
stiff generally. Any specific osseous lesions are addressed weekly and if she notices specific aches or pains she

makes an appoitment before her scheduled attendance. She refers to the treatment as her MOT.
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MS Case Study evaluation

Although both of these patients have MS their attitudes to the condition are very different. Case study
one does not follow the suggested diet or follow the exercise regime. Case study two has followed the diet and
exercise regime rigorously and has alserded each appointment. The difference between the improvements
within both patients may be due to the medications, or perhaps the regimen. Case study one was already taking
betainterferon and painkillers prescribed by specialists prior to attendinglimg.cCase study two has not taken
any medications other than some over the counter painkillers. Perhaps the use of the medication interferes with

the treatment progress.

The patient in case study one has not worsened in her symptom presentation astpdeloy her
specialist. However, she has not improved to the extent of the patient in case study two who now does not

present any symptoms.

99



Appendix 8

Diabetes Diet

Sacred Heart Memorial Hospital

Used for overweight patients in need of rapid weighgdd he diet has also shown to have success with reducing
diabetic symptoms.

Fat burning soup.

Recipeg 3 Large onions, 1 head celery, 2 medium tins of chopped tomatoes, 1 large green pepper, ¥z head of
cabbage, 1 pack of onion soup mix and 3 vegetalolekstubes.

Method ¢ Cut all vegetables into small pieces and put into large pan. Add all other ingredients and cover well
with water. Season to taste and simmer until all vegetables are soft.

Servdiquidizedor whole whichever you prefer.

Eat as much agu want whenever you want. It will not add calories and the more you eat the more weight you
lose.

DO NOT eat only the soup as it will cause malnutrition.
DAY 1

Eat as much fruit (except bananas) and soup as you can manage. For drinks have unsweatarudfbe,
cranberry juice or water.

DAY 2

Eat as much fresh vegetables, raw or cooked, but stay away from peas, dry beans and sweet corn. At dinner 1
jacket potato and butter, all the sougquiredno fruit.

DAY 3

Mix days 1 and 2, eat as much fruiggetables and soup as wanted but no jacket potato.
DAY 4

Eat up to 8 bananas, drink skimmed milk and eat as much soup as you want.

DAY 5

Eat 10 to 200z of beef or fish with a large tin of tomatoes or 6 fresh tomatoes. D8 ses of water to wash
out toxins. Eat soup at least once today.
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DAY 6

Eat as much beef or fish and fresh vegetables as you wish. You cand®ateaks or fillets of fish with salad or
fresh veg. Eat soup at least once today.

DAY 7

Brown rice, fresh vegetableseat as much asequired. Eat soup at least once today. Drink unsweetened fruit
juice.
59 CL b L ¢MNo bredd,Qlcohol, or fizzy drinks.

Stick to water, tea, coffee, fruit juice (unsweetened) and skimmed milk. You may have fish instead of beef but
not fried.

This die will NOT affect medication and can be used for as long as you wish.
At the end of the ¥ day if you have not cheated you will have lost1bs.
If you have lost more than 17Ibs then stay off the diet for 2 days before resuming from DAY 1.

This diet, fiused properly will clean your system of impurities and give you a feeling of well being. This diet is a
fat burning diet and the secret is that you burn more calories than you consume. This diet does not lend itself to
alcohol at anytime. Finish the di&gr 24 hours before drinking alcohoY.ou can use the basic principles of this

diet once you have reached your suggested weight for your helgia.balance of the diet and the reduction of

fats and processed sugars will help to keep diabetic symptorbayaincluding the associated neurological
symptoms.

NBc If you do not stick tathe diet exactly be prepared thayour symptoms will return.
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Appendix 9

Diabetes Case Study One
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Questionnaire for my Disertation.

Please answer the following questions as honestly as possible.
Male/Female - MA’ Lé
Current age - 5 8

Age at Diagnosis ~ f(-q/

Please list the preseribed medications you were taking when you started having treatment with myself -

\f\SMW\. (Mel'ﬁfﬂdu‘\ ’

Pleas= list the current prescribad meadications you use —
H\JL blond prediise. (CYNSRES
= Sh-*-—\ Simovasiin

’Pllﬂlse state your initial symptoms - -
ek Modorkie Sek S — 9 / 7 !
30 e ‘j ‘&:Z\ Ko\«.pbmo falj-«.a_ excediue wr m/m[

Please state your current symptoms —
Nowsa .»\ Bk Ongh excersle ('-Lj.l-\_s_ S {M M-Ww&

When was the last time you receivad medical interventicn far » 7alapse, attack or hypo/hyperglycaemic
attack -

Newar — W‘T Aadlr Ve \03 \*‘1&0\(

How do you feel the trastment has benafitted yourself and how has |t or does it affect your condition -

T Sl ama Aodashes . \mwoeses, e uu/,hw/m
Yash bt 4 Ao weC wae aSudtn — R

Are you taking any supplements or following any specific diet - Y

S..Z:am»k; - qreea Yas | Sz g _3{6 copsuhas + Crqacens

Any other information -

S e e e
= €o~\ = o oie
a~o \c\ g G .
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Case study one Diabetes

Presentation

The patient is male and presented to my clinic aged 58yrs old. He had been diagnosed with diabetes
aged 42 yrs old. He had begun with classic diabetes symptoms of extreme thirst, increased Micturition, fatigue,
and bouts of dizziness. Prior to his diaged® had passed out at home and had been admitted into hospital. He
had been to his GP several times but had not had his blood glucose levels tested. In the hospital his blood
glucose was 32. Since his diagnosis he had not had any medical interventioadaménaged the diabetes on
his own. He had been prescribed metformin initially, and then had progressed to injecting insulin. On
presentation to my clinic he had been prescribed insulin, ramipril, simvastatin, baclofen, and oxybutin, as he had
developed igh blood pressure, high cholesterol and symptoms of neuropathy in his right hand and left lower

extremity.

Baseline testing

Blood glucose levels were taken for one week prior to the commencement of treatment. The blood
sugar levels were monitored duag the treatmentboth before and after. As there were neurological symptoms

testing was performed to monitor the extent and progress if aogurred

The following neurologicaéésts are suggested for diabetic patients;

- Observe for ArgylRobertson pup. - Negative in this patient.
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I KSO1 GKS LI G§ASy i QacBotbumwmalénthisgaientSe8 S Y2 @SYSyi
Opthalomoscope should be used to check for changes in the Blyggmal presentation.
Mononeuropathy is commog Normal presentation.

Peripheral netopathy is also commog The patient showed symptoms of reduced sensation and
motor power andfunction, in a glove and stockings distribution. The left lower extremity and right
upper extremity more prevalently(Muscle power testing was performed for bottihe upper and
lower extremities.) (see Fuller, Geraint; Neurological Examination made Ed€yedtion. 1999)

Single nerve sensory loss is comnadviost commonly median, ulnar, perineal and lateral cutaneous
nerve to the thighg The patient presented vth left lateral thigh reduced sensation and left lateral
calf reduced sensation. He also had right thumb and index finger reduced sensation. With some

weaknesin the grip on this same side.
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Initial observations and palpatory findings

The patient had a hyperlordotic posture with a posteriorised and impacted D/L, which was also rotated
right side bent left. D&0 was rotated left side bent right. E®bwas rotated right side bent left. The spine was

very immobilethroughout.

Treatment regime and management

G GKS FANRG GNBFGYSYyld ¢S RA&AOdzaaSR GKS LI GASYy ¢
dieticians, his GP, or a diabetic nurse specialist which surprised me gw&atbliso talked about beginning a
regular exercise regimend | warned him that he must monitor his blood glucose levels very carefully when
doing this as the exercise would be likely to reduce glucose ldvEsuggested thahe patient should not
exercise within 1 hr of taking an injection of insulin. If they feel like they are having a hypo during an exercise
session they should have -Bg or a carbohydrate snack and rest for 45mins. It is suggested that during
exercise thaliabetic patient should have a carbohydrate snack every 30mins again it is suggested that this
should be around 1A5g. They should not exercise alone just in case, and it is especially important for diabetic
patients to warm up, and to cool down to hetme circulation and to prevent muscle injuries. Diabetic patients
do not heal as quickly as other peopite agreed to follow the diet as shovwmthis study, ke also began taking

green tea extract, and omega@and 9.

I gave himageneral body adjustent with the following focus; livempancreas, spleen and kidney pump
to stimulate function. Abdominal massage including the descending colon was performed to aid with the
congestion and chronic constipation. He had osseous lesions at D/L posterior aaaddthp nature as
expected from the research. The lesion was also rotated right side bent left in nature. HVT techniques were used
to address the specific lesions.
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Re assessment using initial assessment criteria

¢KS LI GASYGQa of 2estdd regulady@addiS netir@odi&af testingviadlirfoimed at
each treatment. The patient had normal blood glucose and had stopped his insulin and metformin. He is no
longer required to take ramipril or simvastatin, as his blood pressure and cholestemblsn returned to
normal. Although his neurological damage still remains in that he has some peripheral numbness and weakness
in the left lower extremity and the right hand. He is not taking any of the prescribed medication. He states that if
he remainsn the diet and continues his exercise and regular treatment he does not need prescribed
YSRAOIGAZ2yad LT KS R2SayQi ¥F2tft2¢g (GKAaA NBIAYSY GKSYy
diminishes, he also feels that his depression returns. Hadsadlle to have a successful physical relationship

with his wife which he had not been able to do when he first presented to my clinic.

The following neurological tests are suggested for diabetic patients;

Observe for ArgydRobertson pupil- Negative n this patient.

-/ KSO1l GKS LI GA Syl QacBotbuzmalén thisgaentSe S Y2 dSYSy i

- Opthalomoscope should be used to check for changes in the Bygmal presentation.

- Mononeuropathy is commog Normal presentation.

- Peripheral neuropathy is alsmmmong The patient showed symptoms of reduced sensation
(however themotor power andfunction had improved),in a glove and stockings distribution. The left
lower extremity and right upper extremity more prevalentlyMuscle power testing was performed
for both the upper and lower extremities.) (see Fuller, Geraint; Neurological Examination made Easy.
2" edition. 1999)

- Single nerve sensory loss is comngdviost commonly median, ulnar, perineal and lateral cutaneous

nerve to the thighg The patient presented with left lateral thigh reduced sensation and left lateral
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calf reduced sensation. He also had right thumb and index finger reduced sensdakioa grip strength

had returned to within normal parameters.
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Treatment regimes adjustments

The patient has monthly appointments with me at my clinic, at which we address any lesions that have
occurred. | regularly check his pulses as diabetes commonly affects the circulation. | also perform regular
neurological gsting to ensure that the symptoms are not gressing. He seems to be stabftelan much better

spirits.
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Appendix 10

Diabetes Case Study Two

Questionnaire for my Dissertation.

Please answer the following questions as honestly as possible.
Male/Female- Female

Current age; 48

Age at Diagnosis46

Please list the prescribed medications you were taking when you started having treatment with gnyself
Metformin

Please list the current prescribed medications you ¢thing

Please state yaunitial symptoms; | was fatigued and had a severe thirst. | was always drinking and would
also find | had to go to the toilet a lot more. | ached generally.

Please state your current symptorgs$ have no symptoms currently.

When was the last time yoreceived medical intervention for a relapse, attack or hypo/hyperglycaemic agtack
L KFE@SyQl KIFEIR | KéLkR F2NJ I &SIFINIy2¢ airiyOS L é6la nrteée

How do you feel the treatment has benefitted yourself and Hwg it or does it affect your conditiaql
originally went to see Emma with lower back pain. | told her in the case history about my diabetes and we
decided to try to reduce my need for medication with her type of treatment.
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Are you taking any supplemtnor following any specific dietl am following the diet that Emma gave me and
have joined the gym, taking regular cardiovascular exercise.

Any other informatiogL. KIF Ry Qi G K2dzZaKié GKSNB g1 a FyedkKAaAy3a GKIG
that | went to see Emma with my back pain as | did not enjoy having to take regular medication.

113



Case study twa Diabetes

Presentation

This female patient presented to my clinic aged 46 ¥2 having been diagnosed with diabetes aged 46yrs
old. She actually presented to my clinic with lower back pain. On presentation to my clinic she was taking
metformin, and had originally had symptoms ofifate, extreme thirst, increased frequency of Micturition, and

general aching. She did not have any further medical conditions and was not taking any other medication.

Baseline testing

¢CKS LI GASYydQa o6f22R 3f dzO2aS dodraeBderdentdfSréaBnent. Sked SR 1

monitored her blood glucose levels throughout the treatment both before and after.
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Initial observations and palpatory findings

The patient was very rotund, she had an increased lordosis in the lumbar spine and a posteriorised D/L.
She had generally reduced mobility throughout the spine. The D/L was posteriorised, impacted, and rotated
right side bent leftThe rest of the spine vgagenerally scoliotic, with the concavity left¢_B11, concavity right
D10 to D2. Concavity left D1 to C2. There were no other osseous lesions. The patient has only had the symptoms

of diabetes for a short time before attending my clinic, perhaps thighisthere is so little of any consequence.

Treatment regime and management

We discussed use of the diet as listed within this study, and we discussed the importance of taking
regular exercise. However, | warned her about the effect that the exercise could have on her blood glucose
levels. Each treatment consisted of a generaljpbadjustment with focus to stimulating the liver, spleen,
pancreas and kidney$he excretory systems were stimulated also including abdominal massage to the
ascending and descending colon to ease the congestion and chronic constipation that the pdteratisuom.

Side lying techniques were done to alleviate the posteriorisation at the D/L with the aid of traction. Any specific

osseous lesions that had been found were addressed by the use of HVT techniques.

Re assessment using initial assessment grée

The patient does not take any medication currently, and has noemedfany symptoms of diabetes.

Ste is still following the diet as instructed and she is attending the gym at least 3 times a week for cardio
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vascular exercise although she has noartstd to do some core stability classes and has even started to do

some light weights. She does not have the lower back pain either.
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Treatment regimes adjustments

The patient is now seeing me every couple of months foe@ment. She is maintaining her current
regime very well and we just give her body a general check addressing any specific lesions that may have
become apparentShe had some difficulties with the general lack of mobility within her spine when she
commerced the core stability classes. We have done general manipulative treatments to improve the overall

mobility.

119



Diabetes case study evaluation

Both the patients in this study have late onset diabetes. Case study one was very much more
complicated and had had more medical intervention due to the existence of other medical conditions. However,
he has still managed to reduce all of his medicatidmlike the patient in the MS case study one, this patient
was fully participatory with the treatment and management regimen. Perhaps this is why we were able to
reduce his medications. Perhaps this is what is necessary to maintain the reduction of synyuimplgte
dedication to all the aspects of the treatment programme. The patient in case study two was uncomplicated, she
has reduced her medication to zero and is maintaining well. She had taken dietary advice prior to seeing myself
from the diabetic nursepecialis Perhapshe hadot taken it seriously enough. Perhaps it would never have

been sufficient without my intervention.
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Appendix 11
ADHD Case Study One

Questionnaire for my doctorate dissertation.
Please answer the following questions as honestly as possible.

Due to the age of this patient the questionnaire should be filled in by the Mother.

Male/Femalec Male
Current age; 10yrs old
Age at Diagnosisbyrs old

Please list the prescribed mediaatis you were taking when you started having treatment with mys#ily son

was not taking any medications. He had been assessed by the educational psychologist, and had been visited
by a behaviour specialist within the school. The educational psychologligigested that there was nothing

that could be done as he could not be helped. The behaviour specialist had been in consultation with Emma
and put us in touch with her. | was willing to try anything.

Please list the current prescribed medications yoe @81y son does not take any medications.

Please state your initial symptomsan @ a2y RAR y20 RS@OSt2L)J Ida Y& FTNASYRQ
communicate even with us, he had not developed any speech. His behaviour was poor and he had violent
outbursts. He became frustrated quickly and did not sit or pay attention to any tasks. He was extremely
hyperactive and constantly on the go. He was underachieving in all areas of school and his general

development.

Please state your current symptorgdly son has been able to remain in mainstream schooling which we

never imagined would be possible. The educational psychologist told us to remove him from the school, and

place him in a special school. He is still hyperactive and has a lot of energy, bcaameontrol himself. He

always needs to run about at playtimes. He even knows when he needs to see Emma he asks to book an
FLILRAYGYSYyd F2NJF GNBFGYSY(d SalSOArtte FFGSNIF IAINRS
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The teachers stillihd him energetic but he is not violent or difficult, they understand the importance for my
son to run off some energy and send him to do errands if they have to have a wet playtime.

When was the last time you received medical intervention for a relagisack or hypo/hyperglycaemic attack

¢tKS 2yfe AYyUSNBSyiliAz2y 6S KI @S KFIR FT2N) 2dz2NJ a2y Aa (K
How do you feel the treatment has benefitted yourself and how has it or does it affect your congitiithout
GKS GNBFGYSYylG 2dzNJ a2y ¢g2dzZ RQPS 0SSy Llzi Ayd2 I aLISC

for his age. He behaves normally even though he may be a little energetic.

Are you taking any supplements or following any specificgft Emma suggested, he takes omega 3,6 and 9.
IS R2Sa y20 KI@S Ftye OFFFSAYSS YR 6S GNB (G2 NBRdAzOS
amount of wheat, cow dairy, and red meat.

Any other informatiorg As a family we are very grateful fohe help that Emma has given us.
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Case study one ADHD

Presentation

The patient presented at aged 5yrs to my clinic. He was unable to speak, and had severe difficulties
communicating with his parentseprs and teachers. He wasable to concentrate on any task for long. He
could become very violent and frustrated quickly. He had not been diagnosed with any specific condition by the
educational psychologist, he just said that he was somewhere on the autistic spectrum. Theeaucat
psychologist had washed his hands of the patient and stated that there was no point trying to organise any help
for him as he would be unable to learn. His mother described that he had been a slow second stage of labour

and that they had had to useifceps to assist in the delivery.

Baseline testing

Before we began any treatment | asked his parents to fill out a behaviourigoeatre, and asked his
teachess to fill out an observational questionnaire with regards his behaviour in the classrbenpalient was

unable to fill out a questionnaire about his own behaviour as initially he was unable to read and write.
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MARZAM 006

PRESCHOOL AND TODDLER QUESTIONNAIRE FOR PARENT

Compared with other children, my child:

Yes No

Seems as if he is driven by 3 motor.

Is constantly on the go.

NEN

!

Has trouble staying in one place for
even short periods of time.

Pays attention only to very stimulating
events and then for only short periods
of time.

N

Doesn’t adapt well to change.
Becomes overemotional easily. —eee
Cries frequently and with great intensity.

Is usually unpredictable in behaviour and
routines such as sleep and meals.

Seems more excitable than other children.
Often acts without thinking.
Leaves even simple tasks unfinished.

Usually pays attention for only a few
minutes at a time.

(R RRAK |
|

Becomes frustrated easily.

Goldstein, S and Goldstein, M. " Hyperactivity Why Won’t My Child Pay
Attention ?" 1992,
This form is reproduced from your course book.
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Compared with other children, my child:

Yes No
Seems more excitable. s/ ceme
Often acts without thinking. \/ -
Cries easily and often. - s/
Has difficulty controlling emotions. \/ -

Can’t seem to sit still in the car, restaurants, /

church, etc. # e
Fidgets when seated. \../ o
Leaves many tasks unfinished. / -
Usually pays attention for only short periods /

of time. 748 enx
Pays attention if sufficiently motivated, /

such as playing a video game. -
Becomes frustrated easily. u../ -
Acts too young. )( S
Is overactive. v( ——

Daydreams. =0

Can’t follow more than one or two instructions /
at a time. ——

Is disorganized. :./ cous

Loses things necessary to complete tasks /
{i.e., Homework). N s

Goldstein, S. and Goldstein, M. “Hyperactivity Why Won’t My Child Pay
Attention ?" 1992,
This form is reproduced from your course book.
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TOAD OBSERVATION SCHEDULE

The TOAD system allows the practitioner to collect interval data on four
classroom behaviours that are frequently problematic for AD/HD children. The
four behaviours are: Talking out of turn, Out of seat, Attention problems and
Disruption. Data is usually observed at 15 second intervals. All four behaviours

are observed simultaneously.

TALKING OUT OF TURN

Unsolicited, unspoken words directed at either the teacher (without permission)
or at classmates, dunng inappropriate times.

OUT OF SEAT

Thechﬂdisnotsupporﬁnshis/herwcidnontbcchairwhenmechsshasbeen
told to remain seated. Kneeling on the chair does not count as an out of seat
behaviour.

ATTENTION PROBLEMS

The child is not attending either to independent work or to a group activity. The
childisengagedinanacﬁvityothcnhanthatwhichhasbeendirectedThis
includes not following the teacher’s directions.

DISRUPTION

The child’s actions result in consequences that appear to be interrupting other

children’s work. These behaviours might include noise or physical contact, and
may be intentional or unintentional.

126



TOAD Observation Schedule

Child: Zerovee Date: maget 2006
Teacher: ZorroueS Start Time: \ - o @+ .| Finish Time: |\ - 2.0 &
Activity: Zenois Location: 2xvrc €0 (Stzel) .
Observer: Z<ae—onre Interval:

15 Seconds

30 Seconds

(45 Seconds D

60 Seconds

1 o

2

3 el el
4 & Ol

5 < el \/
6 i T
7 i o

8 o /
9 o \/
10 v P

Interpretation

1. Totalthcnumberofpointsfonheﬁrstcatzgory(’l'aﬂdngOutof'l‘\nn)anddivideby
10 (the number of observation periods). This provides a figure for the average
number of misbehaviours in a given interval of time.

2. Repeat this procedure for the other three behaviours (Out of Seat, Attention
Problems, Disruption) and then compare to one or two children who are not
perceived as problematic.

3. This schedule may be repeated to test the efficacy of your management plan.
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Initial observations and palpatory findings

My first assessient of the patient at my clinizvas to allow him to become used to the environment and
also myself. His parents had been told by the educational psychologigtdhtanf the reason for him not
NBO2YYSYRAY3I Fyeé aaradlryO0S 2Nl 2yS (2 2waBcHbriollr 41 a
therefore learn or retain information. As part of the first visit, | used a video to record the patient at play. With
his parents permission we taped for a ten minute duration. | gave him the middle of a couch roll to see what his
reaction would be. Within the ten minutes, the patient had pretended that the cardboard tube was a fishing rod,
a listening device, a telescope, a sword, a gun, and a trumpet. | contacted the educational psychologist by letter
and asked him to share his thoughts thie matter especially considering his initial comments with regards the
LI GASyGdQa 101 2F AYIFIAYyBliAR2YOIS Y803 RBASBODSA KB LI K
my clinic. He was willing to sit on my knee and allowed me togpalpis spine and the musculature either side.

He drew me pictures of pirates whilst we did this.

My initial observations of the patient saw that his posture wasyback with a flattened dorsal spine.
Having researched ADHD for my degree dissertation this presentation was not unexpected. On seated palpation
on my knee | found that C2, 3 and 7 were rotated right and side bent left. D2 to 10 was flattened and
anteriorised. D11 to L1 was posteriorised and rotated right side bent left. D4 was rotated left side bent right. S1

to L2 was scoliotic with the concavity left. L1 to D2 was scoliotic with the concavity right.

Treatment regime and management

The treatment wa initially carried out with the patient sitting on my knee. | used gentle techniques to

relax the muscles that were contracted and tried to ease the rotations towards the normal presentation that we
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should see. The patient was distracted by allowing tardraw pictures or colour in a colouring book. When he

was more comfortable with the setting we proceeded to him laying down on the couch so | could perform more
specific adjustments. Eventually | was able to do gentle manipulative corrections to defreaisseous lesions

and move the dorsal spine into a normal A/P curve. We discussed the patients diet and decided that

adzlJLX SYSyida 2F 2YS3Il oXc YR ¢ akKz2dZ R 6S I RRSRI NBY
meat. He had a very unbalanceatith a lot of processed foods, so we discussed the inclusion of more

homemade meals.

Re assessment using initial assessment criteria

| asked the parents and teachers to fill out the same questionnaires and assessments as they had done
prior to thetreatment commencing. There were significant improvements. We repeated this process after 12
months and again after 24 months. The patient had been able to remain in normal mainstream schooling and
was able to read and write and communicate well, withgasents, peers and teachers. His behaviour had
improved and his violent dbursts were no longer aaccurrenceHe was able to retain information and
concentrate on classroom tasks set for him and his classmates. He patrticipated with all regular sohites$ act
and had been provided with an assistant within the classroom to help him to catch up, following a reassessment

by the educational psychologist.
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MAZCAY 2007

PRESCHOOL AND TODDLER QUESTIONNAIRE FOR PARENT

Compared with other children, my child:

Seems as if he is driven by a motor.

Is constantly on the go.

even short periods of time.
Pays attention only to very stimulating

events and then for only short periods
of time,

Has trouble staying in one place for /
Doesn’t adapt well to change. v
Becomes overemotional easily.

Cries frequently and with great intensity. -

Is usually unpredictable in behaviour and /
routines such as sleep and meals. e -

Seems more excitable than other children. \/ -

Often acts without thinking. " A
Leaves even simple tasks unfinished. — /
Usually pays attention for only a few /

minutes at a time.

Becomes frustrated easily. / -

Goldstein, S and Goldstein, M. * Hyperactivity Why Won't My Child Pay
Attention 7" 1992.
This form is reproduced from your course book.
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TOAD Observation Schedule

Child: Pecrmoues

Date: ~AP ¢\ 20071

Teacher: Zer Ao s

Start Time: | O~ O AL

Finish Time: |0 (S Ac .

Activity: 2D C

Location: (2 +1o e [€

bo

Observer: C.ce<ouee

Interval:

15 Seconds

3
45 Seconds

60 Seconds

2 ol

3

4

5

6 i

7

8 G \/

9 \/ (e

10 e / v il
Interpretation

1. Totalthenumberofpointsfonheﬁmcatego:y('l‘alldngOtnomen)mddivideby
10 (the number of observation periods). This provides a figure for the average
number of misbehaviours in a given interval of time.

Repeat this procedure for the other three behaviours (Out of Seat, Attention

Problems, Disruption) and then compare to one or two children who are not
perceived as problematic.

Thisschedulemnyberepeatedtotesttheeﬁcacyofyourmmgementphn.
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MAZM 2009

PRESCHOOL AND TODDLER QUESTIONNAIRE FOR PARENT

Compared with other children, my child:

Seems as if he is driven by a motor.
Is constantly on the go.

Has trouble staying in one place for
even short periods of time.

Pays attention only to very stimulating
events and then for only short periods
of time.

Doesn’t adapt well to change.

Becomes overemaotional easily.

Cries frequently and with great intensity.

Is usually unpredictable in behaviour and
routines such as sleep and meals.

Seems more excitable than other children.

Often acts without thinking.
Leaves even simple tasks unfinished.

Usually pays attention for only a few
minutes at a time.

Becomes frustrated easily.

Goldstein, S and Goldstein, M. " Hyperactivity Why Won't My Child Pay

Attention ?" 1992.

This form is reproduced from your course book.
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Compared with other children, my child:

Yes No

Seems more excitable. s/ S0

!

Often acts without thinking.

Cries easily and often. -

Has difficulty controlling emotions. ——-

Can't seem to sit still in the car, restaurants,
church, etc. ——

Fidgets when seated. -

Leaves many tasks unfinished. -

ARK AR

Usually pays attention for only short periods
of time. -

Pays attention if sufficiently motivated, /
such as playing a video game. AL e

Becomes frustrated easily. z —

Acts too young. =

Is overactive. / ——
Daydreams. Sl /

Can’t follow more than one or two instructions /
at a time.

Is disorganized. \/ e

Loses things necessary to complete tasks \/
{i.e., Homework). s N4

Goldstein, S. and Goldstein, M. "Hyperactivity Why Won't My Child Pay
Attention 2" 1992.
This form is reproduced from your course book.
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TOAD Observation Schedule

Child: {Livimmad

Date: A\ Qcut 200K

Teacher: (7 ceione | Start Time: 1\ -\S e Finish Time: (\- SO~
Activity: Ca~aoieoc, | Location: Qesoutd (Scy oL
Observer: (7 e onureO . Interval:

15 Seconds

1

2

3

4 g 7
)

6 il

7

8 \ /
9
10

Interpretation

1.  Total the number of points for the first category (Talking Out of Tum) and divide by
10 (the number of observation periods). This provides a figure for the average
number of misbehaviours in a given interval of time.

Repeat this procedure for the other three behaviours (Out of Seat, Attention

Probluns.Dismption)tndtbeneompuetooneonwochﬂdrmwhomnot
perceived as problematic.

This schedule may be repeated to test the efficacy of your management plan.
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e daZedt 72078

Was I paying attention?

i

11

12

v
13 \/

14

13

16

i
W
ot

& |
Z
o7
/

19

20

How did you do today? )
Your ratiog 1 2 3 é) 5
Not so OK Good Very Super

Teacher rating 1 2 @ 4 5

Do the ratings agree (within one point)?
If they do, you get 2 points!

Figure 10.2: Self-cvaluation form (from Kendall and Braswell, 1993).
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MAZEM 2010

PRESCHOOL AND TODDLER QUESTIONNAIRE FOR PARENT

Compared with other children, my child:

Yes No

Seems as if he is driven by a motor.
Is constantly on the go.

Has trouble staying in one place for
even short periods of time.

Pays attention only to very stimulating
events and then for only short periods
of time.

Doesn’t adapt well to change.

Becomes overemotional easily.

Cries frequently and with great intensity.

Is usually unpredictable in behaviour and
routines such as sleep and meals.

Seems more excitable than other children.

Often acts without thinking.
Leaves even simple tasks unfinished.

Usually pays attention for only a few
minutes at a time.

Becomes frustrated easily.

t

f\

Goldstein, S and Goldstein, M. " Hyperactivity Why Won't My Child Pay

Attention ?" 1992,

This form is reproduced from your course book.
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Compared with other children, my child:

Yes No

3\

Seems more excitable.

\

Often acts without thinking. — -
Cries easily and often. e
Has difficulty controlling emotions. —ean

Can’t seem to sit still in the car, restaurants,
church, etc, ——

LR

H
|

Fidgets when seated. -e--

\

|

Leaves many tasks unfinished. —ee-

Usually pays attention for only short periods
of time, sana

NN

Pays attention if sufficiently motivated,
such as playing a video game. -

|
'
'

Becomes frustrated easily. e

XN

Acts 100 young.

Is overactive.

ilf\i

(AR A

Daydreams.

Can't follow more than one or two instructions
at a time. X0

Is disorganized. i

Loses things necessary to complete tasks
(i.e., Homework). s

Goldstein, S. and Goldstein, M. "Hyperactivity Why Won‘t My Child Pay
Attention 2" 1992.
This form is reproduced from your course book.

137



TOAD Observation Schedule

Date: faZey 70O

Teacher: @ oA O

Finish Time: 2_- 45 2

Activity: Conedd, -

o

Observer: @ ol

Slole|w|a|v|s|w o= IS

Interpretation

1.  Total the numbetofpointsfonheﬁrstwego«y(l'alkingOutomen)anddivideby
10 (the number of observation periods). This provides a figure for the average
number of misbehaviours in a given interval of time.

Repeat this procedure for the other three behaviours (Out of Seat, Attention

Problems, Disruption) and then compare to one or two children who are not
perceived as problematic.

This schedule may be repeated to test the efficacy of your management plan.
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pare MAZOK OO

e vl
‘.!l;rlg:»' [
KL

AL

-

Was 1 paying attention?

yes no yes no
1 11
2 \/ 12 \/
3 _/ 13 \/
4 \,/ 14 /
3 \/‘/ 15 5 /
6 \t/ 16 L/
7 \/ 17 \/
8 \/ 18 \_/
9 v/ 19 v/
10 v 20 \/
Figure 10.1: Self-obseryation form.
How did you do today?
Your rating 1 2 @ 4 5
Not so oK Good Very Super
hot good

Teacher rating 1 2 3 @ 5

Do the ratings agree (within one point)?
if they do, you get 2 points!

Figure 10.2: Sclf-evaluation form (from Kendall and Braswell, 1993).
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Treatment regimes adjustments

We have reduced the treatment intervals to whenever the patient feels he requires them. He is able to
detect the tensions and dysfunctions within his own body now, and indicates to his parents when he feels that
this has occurred. He visits approximatefce every 3 months or following a growth spurt. He is maintaining his
diet plan and the use of the omega 3,6 and 9 supplemEn osseous lesions found originally are not
maintained by the body treatment to treatment. | am able to sustain balance wittdrbbdy with use of a
general body adjustment as a treatment. If an osseous lesion is located this is addressed within each treatment.
I have found that following a growth spurt the upper dorsal spine and in particular D4 seem to revert back to the
origind lesion patterning. This will perhaps be the case until he has stopped growing, and we can ntiaéntain

mature spine without the lesions.

ADHD case study evaluation.

The patient has maintained a combination of supplements and dietary control. Hetnased for
treatment and has reduced the frequency of his visits. He recently had a few behaviour problems within the
classroom. However, his parents have recently separated. Gagepostulate that the improvements could have
been produced by his matuignand would have been a natural progression. We would be unable to test this
hypothesis in this particular case. We would need to have several more case study subjects and monitor the

LINEANBaa ¢oAGK yR gAdK2dzi GKS Gshidbed dowWrSayfdis®eachds Sepokt G A Sy
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that he is calm within the classroom again.sl&kternal vector of his paresfiseparation is beyond our control,
and children that have not been assessed as autistic or ADHD may well have suffered with behavienrsprob

under similar circumstances. There are several books that cite parental separation, bereavement and other

OKIyaSa Ay K2YS tAFS OANDdzraidlyoOoSa a Ll2aarotsS NBI a

The patient may have responded to sgjf ashe positive vector aspposeal to my actual treatment and
we should beathis in mind. If we were to continue this study | would need to have several practitioners

involved so as to rule myself out as the positive vector.
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Appendix 12

Asthmac Physiological centreBiagram
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