Aut hordos Foreword and

This text is not a labor of love; it is a work of necessity. Many years ago

(after owning medical clinics) | realized that common sense, logic,
reason and critical thinking were anathema to the field of allopathic
health care or traditional medicine. The Leape study, released in 1994

by the Journal of the American Medical Association, showed that more

than 100,000 patients die annually from routine medical practice. Not
malpractice. The right diagnosis, the right drugs, just an imperfect
therapy. Yet , medi cine continued to |o
ICD-9 named label.

Even after the New England Journal of Medicine ! released a study
proving that over ninety percent of allopathy drug research is tainted
with pharmaceutical manufacturer biases, foggy statistics and
practically no independent patient safety controls, mainstream medical
physicians called for chiropractic and other alternative heath care
providers to walk lock-step into the world of the gold standard

placebofi controlled, blinded studies of their therapies. Yet,
chiropractic does not Kill over 200,000 people per year by mistakes.?
Qur mar ket penetration is such that i f

as medicine, we would be killing at least 10,000-20,000 Americans per
year. Yet chiropractic continues to be the safest form of professional
health care, if we are to believe our malpractice insurance carriers.

A great misdirection has occurred. The mainstream allopaths have
made the crusader call to curb chiropractic and other alternative heath
care methods. They point out our lack of research (not accurate), safety
(they have no moral authority to even evaluate safety), and waste of
money (they are loss leaders when it comes to ROI). And yet the public
listens.

Although this book is not designed as a historical critique of the
sociocultural authority of allopathy in the United States, one must note
that because of this authority, a certain amount of medicalization has
crept into chiropractic. | am not speaking of the use of ultrasound or
throwing an ice pack on a swollen knee. | am not referring to the use of
the ICD-9 Code Book for listing Chiropractic Diagnosis (who publishes
that text?), or the proper use of a symptom history to complete the
chronological health record of the patient. What | am speaking of is
elementary yet much deeper: an ontological commitment to how we
view the patient and their objective findings.

! NEJM, Vol. 347:1335-1341, October 24, 2002.

2 JAMA, 1998; 279:1200-1205, Ann Pharmacother. 2000 Dec; 34(12):1373-9, JAMA, 2000
Nov 1; 284(17):2184-5; Emerging Infectious Diseases. Vol. 4, No. 3, July Sept 1998. JAMA,
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Chiropractic in general brandi shes the
the patient as a whole. It claims it does not have tunnel vision when
looking at the patient, that it does not take the allopathic approach of
separating individual body systems and functions. It is claimed that
chiropractic looks at the cause of the problem. Before the demand to

be accepted by our allopathic colleagues, DCs did their analysis
(examination and diagnosis) with limited use of medical diagnostic
labels.

Still, chiropractic will look at X rays and state that the cause of the
problem is the rotated L5 vertebra visualized on the X ray. There is
virtually no difference between a 100.9-degree fever and an abnormally
rotated L5. Both entities are an efferent (output) reaction driven by
sensory input into the central nervous system (CNS). Poor sensory
input leads to poor efferent motor output.

Many chiropractors would see this subluxated L5 as the problem,
adjust it and yet the patient goes out into the parking lot and the L5

slips out again. When this patient returns, we comment that he is not
Ohol dingdé his adjustment or the patient
place. The chiropractor will blame the weakness of the patient, the
damage done by having the subluxation for so long, or some other
interpretation that suggest the limitation of the poor fragile human
body.

The allopath does the same exact thing. He will look at the human
body as being overwhelmed by powerful germs and needing the help of
drugs and potions. The human body needs our help; what did it ever
do without us allopathic physicians? This is the underlying error of
allopathy.

Chiropractic is little better, although the profession gives lip service to

the mantra oO0Othe power that made tTihe bo
belief that the body can, if left alone, heal itselfé e x c e p t of cour
the segmental subluxation or disc wedge or reduced curve. The
chiropractor will analyze the patient, and then st at e t hat t he
problem is a rotated L5 or a short leg or a lost curve. The chiropractor

will adjust that rotated vertebra five, fifteen or fifty times and yet the L5

can remain rotated, or worse, r et urn to a oOnormal é pos
found in a textbook. Yes function determines structure just as in its

turn structure determines, demarcates -that is, places definite limits on
function. But perhaps we have a myopic view of the functional

Il imitations of the human body. We al |
minute miled and Vapahd ovekheadxliét sturinsd the0 0
scientists and PhD nay-sayers. We have all marveled at amputee
marathon runners and single moms with severe physical handicaps
continue unfettered. Daily we develop and analysis radiographs of



patients that have moderate to severe degeneration in their skeletal
system yet are functional intact and relatively pain-free.

Are those listings a structural weakness or strength? Are those listings
a physiological adaptation or a pathological change? Does structure
determine function, or does function determines structure, or does each
determine and modulate the other, and if the later, how can that be?

Interestingly, those chiropractors that perform manipulation under
anesthesia (MUA) know firsthand that these listings disappear when
the motor cortex is inhibited. Pain going down the right lower extremity
with a rotated L5 on the right does not equate to an adjustment of L5
on the right. The human body that has been adapting to the internal
and external environment constantly for 6.2 million years just may
need that rotated L5 to maintain its survival tenacity.

Even in the pain-free population | have never seen a model-perfect
Sspine. Even after 10,000 patients.
statistically different. This model, with perfectly aligned spinous
processes, only exists in chiropractic textbook drawings and one or two
film studies that are included in textbooks.

My conviction to help more patients forced me to read the neurological
theory and neuroscience texts more carefully. | also looked into the
study of education and learning theory in Western nations and realized
that we had long ago abandoned the teaching of critical thinking and
logic in secondary schools, not to mention our colleges and health care
programs.

If the human body is truly a self-regulating, self-adapting machine that
is constantly adapting to the internal and external environment at all
times and has been for the last 6.2 million years, then perhaps the
human body intrinsically has more knowledge than the chiropractor
about the whys and reasons for the chronically misaligned L5.

The allopathic approach in chronic conditions is to see the body as
we ak and i mperfect. The fact t hat
problem. If one truly understands that the human nervous system, the
entirely controlling and regulating system of the body, has been
surviving and adapting for 6.2 million years, it follows that the narrow
egocentric thought of the traditional chiropractor that the chronically
subluxating L5 is not needed is ludicrous. This L5 subluxation, which
is produced by the discrete, deliberate, efferent activity of the motor

L5

cortex, is perhaps required for a great

finite intellectual capabilities can assess. The L5 misalignment is
intended to be there; it is an adaptation to the external and internal



environment, formed by t h e body6s i nnat e intel

rotated L5 is needed in the short term.

Perhaps the human body, controlled and regulated by the central
nervous system, is not an imperfect weak organism, which needs our
outside influence to adjust or medicate. Perhaps the human body is an
efficient machine that continually adapts and modifies body functions to
survive and preserve the species.

After many years of chiropractic practice, | stopped looking at
symptoms, diagnoses, subluxation patterns, and unpredictability of
treatment and began to gaze in disbelief at what | had been missing in
thousands of patients: The human body, controlled by the nervous
system, is natureds most ogical oganesm.dtisd
designed and driven for a purpose

Some would maintain that the purpose of human life is survival. If it
were truly geared for survival first, would chronic pain or cancer be a
survival mechanism? The survival tendency comes indirectly. The
human nervous system is geared for efficiency. Energy efficiency
(metabolic efficiency) of physiological functions, originating in the CNS
of course, leads to survival in the correct environment. Any inefficient
neurological program would lead to inefficient physiological processes,
thus producing decreased survival capacity for the individual, offspring
and/or species. The metabolic cost of neural information processing
has been neglected by theorists attempting to understand the basic
mechanisms of brain function. The large metabolic cost of neural
processing imply s that metabolic and local physiologic efficiencies will

be critical for a humandés survival and

of natural selection and physiological refinement.

Consequently, the patient that comes in with a chronic (not acute) L5
right rotation should be considered a magnificent adapted machine
geared towards energy efficiency. By removing our allopathic goggles
and looking from a vitalistic viewpoint at the human body, the chronic
L5 right rotation can be seen as the best short-term energy-efficient
adaptation that 6.2 million years of evolution, modification and survival
through immediate energy efficiency could marshal. With these
conclusions, | stopped seeing chronic short legs and a chronic L5RR as
subluxations but adaptations of an efficient body doing the best it could

to conserve energy in the here and now. Although a few weeks, months
or years down the road the body could be damaged by these
adaptations, energy efficiency in the immediate is the primary purpose of

life.



This explains why some adaptations are deleterious to the body years
later. ATP must be conserved now, not next week. The conservation of
energy and efficiency of adaptation is simply in the immediate . These
vertebral rotations were reactions, efferent motor instructions and
adaptive contractions. They were
system, but expressions of efficiency. These efficiencies were outputs.
The input of the information must be where the interference would
exist. A lack of needed input is where the subluxation must lie. It is in
the front end of the equation not the outcome. The input and
processing is where there is a challenge. The afferentation and central
managing of the information is where the interference exists.
Interference only can be determined years later as an efficient current
reaction leads to physiological stress long-term.

Long ago | stopped blaming my computer for all the errors it produced.
If the hardware and software were in working order, the machine would
simply produce from the input loaded into it. Similarly, the thalamus
(as the integrator and filter of all sensory information, except smell) is
the primary focus of the functionally based chiropractor. L5 cannot
even misalign chronically without cortical firing. Sensory cortical firing
originates with thalamic firing into the sensory cortex. Our perceived
and unperceived reality begins and stops at the thalamus.

Thousands of pieces of information go to the diencephalon for
integration. If all this sensory information came to consciousness, we
would be overwhelmed by the bombardment. The thalamus takes all
the sensory information filtered in from the body, the cerebellum and
brain stem, tweaks it and sends it on to the sensory cortex (and other
parts of the CNS) for the motor cortex to act upon.

When we put a heel lift in we are essentially putting a Band-Aid on an

out put . The oOshort | eg pr obgaina Mdce lihe s

efferent action potentials leave the cortex secondary to the afferent
input and sensory information from the internal and external
environment, itds too | ate.

In the chronically subluxated patient, the brain is not processing or
organizing the flow of sensory impulses in a manner that gives the
individual good, precise information about himself and his world

Remember, the thalamus takes all this input (afferent) information,
filters and integrates that information, then sends it to the sensory

al

cortex (and other areas) for applicatic

an efferent program that is as efficient as the limitations of matter will
allow. Once this program runs for any length of time, the CNS, whose
primary purpose is energy efficiency, becomes sensitized and the



program, for good or ill, takes less and less sensory information to run.
The program is habituated.

For example, pain (nociception) input to the CNS may be increased due
to activation or sensitization of peripheral sensory afferents. The
barrage of nociceptive impulses results in sensitization (functional
neuroplasticity efficiency) of second- and third-order neurons in the
CNS. In this way, sensitization may play a role in initiation and
maintenance of chronic pain, fibromyalgia and other pathological
functions. Or in addition, there is a possibility of a program for liver
dysfunction that is set up because it has been running efficiently for
some time. (For example, ATP that was utilized to assess and integrate
a liver function program in the midbrain was scavenged by other parts
of the midbrain to help run the breathing program).

This efficiency is the driving factor of human survival. Although it is
not necessarily always beneficial, it is always, if the thala mus is intact |,
immediately energy efficient. Immediate short-term energy savings that
hopefully leads to long-term energy efficiency and functional
effectiveness of the process is the goal of the CNS.

This efficient reorganization is termed neuroplasti city. Studies suggest
that the process of plastic reorganization is a nervous system-wide
phenomenon, involving both cortical and subcortical structures and
programs. Contrary to classical beliefs, recent work also suggests that
the final outcome of the reorganization process is not necessarily
beneficial, since it can lead to abnormal perceptual experiences, such
as the phantom limb sensation, pain and dysponesis.

It is on this foundation that we can build a chiropractic analysis that
tests for input, then adjust that input into areas that are utilized by the
thalamus and CNS to produce the long-term positive physiological
results. This functional analysis approach respects the embedded
ability of the brain to integrate the afferent signals bombarding the CNS
to produce efferent motor programs that are instantaneously efficient.

In stroke or CP we get a flexion contracture. In the allopathic mind-set,
stretching the contracture is appropriate, but this does not follow
clinical logic. By stretching the biceps, we are increasing somato-
sensory representation of the bicep. The bicep is doing its jobf
contractingfi that is all muscles can do. The true problem in a stroke is
lack of inhibition.  So if we stimulate the triceps, the flexion contracture
will improve. Amazingly this can happen right in front of the patient, in
a single visit. If we can change the input, the output can change.

In cerebral palsy there is lack of extension, so if we can increase
somato-cortical representation of the extensors, subsequently the
representative flexion ocontracturebo
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successful techniques used in the OPol i
Adeli Suit Concept) that summarily increases the cortical
representation of under-represented musculature, not increasing the

CNS representation of the contracted muscle.

In chiropractic offices every day, we are stretching tight muscles
(increasing cortical representation of the agonist), instead of stimulating
CNS representation of the antagonist and allowing the CNS balance
tone across the joint. The positive result is usually instantaneous.

Take a step back to determine if the utilized therapy is simply applying

a Band-Aid on symptoms/outputs that the body is producing. Any
therapy can rattle enough sensory input into the midbrain to decrease
nociception. This is the classic gate theory of pain control. But again,

is efficiency being put into the system? If you are constantly adjusting

the same segment, perhaps the botddy annede
every time you adjust the segment, t he
it back out again. The goal of too many chiropractors is to produce an

imaginary perfect spinal alignment.

The goal of the patientds body i s ingmmeoc
dynamic equilibrium (gait and motion).

If one could uncover a window into the thalamus and grasp what
segment or articulation adjustment would provide the greatest amount
of sought proprioceptive sensory input, then the CNS could produce the
most efficient efferent output.

Phil osophically this may seem innovati
Theoryo9 7, Charles Grossf6s oONeurogene:
death of a dogmandd ilnl i 20001 enkovds WO r

system/CNS intercommunication in early 2000 has demonstrated that
essentially everything we knew about fundamentals of neurology is
limited and inaccurate.  Consequently it will take a full generation
before these amazing o0discoveriesd can
accepted mainstream basic science. It will be even longer before these

new discoveries of basic science (reality) are applied to the clinical
sciences. Meanwhile, it will be the patient that suffers from the lack of

the cliniciands understanding.

The understanding of positive neuroplasticity is basic and logical to
those in the fields of athletics and sports. In golf, for example, if | head
out to the driving range without my golf pro, and | hit several hundred
balls with an inefficient grip, | am training my nervous system (through
repetitive neuroplasticity that leads to efficiency of the efferent
program/effort) to slice the ball. It will then take many hours of effort
(through appropriate afferent input into the CNS) to unlearn the very

Vil



neurologically efficient program that allows me to hit the ball
inefficiently. Practice does not make perfect, perfect practice makes
perfect.

Take, for example, any weight-lifting activity. When one heads to
the health club to lift weights for the first time, the initial gains in
strength are not from massive growth of muscle tissue. In fact, the
initial gains come from increased recruitment of motor units and
through the learned, efficient use of less ATP. Yes, as you get
stronger, the body utilizes less energy as intramuscular and
intermuscular coordination become more efficient. This plasticity
occurs at the CNS level and in the PNS (Peripheral Nervous System).

It is basic that decreasing thalamic filtering would give immediate
results in the first few days/weeks of a new weight-training program,
although the rate of gain is not long-lasting. One must increase the
stress to the body progressively to encourage ongoing gains. These
gains then become local and global through various physiological
adaptations.

Again, to clarify, plasticity refers to how circuits in the CNS change 9
organize and reorganize & through an efficient response to sensory
(afferent) input.

Another Look at Plasticity in the Patient

0The brain will do anything it can t
Dr. Joseph Fe rezy

President, The International Academy of Chiropractic Neurology

Periods of rapid change or plasticity occur in the brain under four main
conditions: when the immature brain first begins to process
sensory/input/afferent information (developmental plasticity); second,
when changes in the body, like a problem with eyesight, alter the
balance of sensory/input/afferent received by the brain (activity-
dependent plasticity); third, when we alter our behavior or motor
actions (efferent activities) based on new sensory information (plasticity
of learning, memory and motor learning); and fourth, following damage
to the brain (injury-induced plasticity). Mechanisms that produce all
four types of plasticity are modifications in the efficiency of connections,

or synapses, between CNS and PNS cells

So if every time we adjust a patient we are applying proprioceptive
afferent input into the thalamus and subcortical areas, it begs to
reason that every adjustment can influence efferent output for the good

or bad. We may clear up LBP (Low Back Pain), but are we helping the
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body? Are we setting up an efficient neurological processing program
that is inefficient?

Neuroplasticity does not consist of a single type of morph ological
change, but rather includes several different processes that

occur throughout an individual 6s |
cells are involved in neuroplasticity, including neurons, glia, and

vascular cells.

As connections that are not needed are  functionally  or
morphologically removed/pruned, other connections are
strengthened by neo -arborization of new synapses and other means
to allow for a more powerful response (more neurons firing) and

more coordinated response.

If the nervous system controls the body, should we look at what
sensory input will increaset he bodyds efficiency?
bodyds most i mportant neurol ogical f

Many patients have come into my practice with stacks of records that
indicate they have been repeatedly adjusted in the same area. Some of
their pain goes away, but it would go away if Ben Gay were rubbed on
it, a TENS unit used on it, or other sensory stimulation was placed into
that area to increase by another sensory modality bombardment other
than nociception or widening of the sensory receptive field.

This explains how the pain went away but returned after time to the
same area. The pain-generating segment, L5, may indeed have
inflammation that causes nociceptors to fire, but there may be an area
that is not painful or representative on X raybya owedged or
that if adjusted will cause this L5 to be less painful. More importantly,
if we do adjust this painful, inflamed L5, putting powerful
proprioceptive input into the CNS, do we cause another efferent
inefficiency to occur, like an un detected weakness in the cardiovascular
system ?

The pain may actually resolve, but has the chiropractor assisted the
CNS in producing a more efficient output for survival? Why do we not
adjust and manipulate a swollen, inflamed, painful knee but we
manipulate a swollen, inflamed, painful L5 facet joint on the right?

I have heard it said many timesfi only by chiropractorsfi that an
adjustment could never do harm or damage. But this does not follow
the theory that if the chiropractic adjustment can be a powerful force
for health improvement, then it can also have deleterious effects if
improperly applied. The pain may abate at L5 but do we know for sure

iX
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that we have not caused non-physiological neurophysiological

partitioning of energy elsewhere? Neurophysiological partitioning is the
shunting of available ATP and energy resources from one functional
area of the CNS to the currently most important component of the
brain. Did we get rid of the LBP but cause the patient heart
arrhythmias months later? Did we leave the patients basic physiological
process (breathing, heart rate, blood pressure) in an improved state
after each adjustment?

This manual addresses a system of subluxation detection that attempts
to answer this question. This is by no means a scientific tome. Please
consider this a set of seminar lecture notes on a tonal model of
chiropractic analysis.

Fred A. Clary, D.C.
April 2007



