
Introduction	

Neck	pain	is	a	common	disorder.	(1,	2,	3,	4,	5)	About	70%	of	adults	will	
experience	neck	pain	during	their	lifetime,	and	its	point	prevalence	in	

the	general	population	is	around	22%.	(1,	2,	4,	5)	After	low	back	pain,	neck	
pain	is	the	most	common	reason	patients	give	for	seeking	chiropractic	care,	
and	the	second	most	common	reason	for	the	use	of	spinal	manipulation.	(1,	
6,	7)	Treatment	of	neck	pain	is	costly	in	terms	of	utilisation	of	health	care	
services,	disability,	compensation	payments	and	lost	work	productivity.	(7,	8)		
	 The	cause	of	neck	pain	is	multifactorial	and	can	be	due	to	musculoskeletal	
conditions,	trauma,	systemic	conditions,	infections,	inJlammatory	conditions	or	
neoplasm.	(1,	4)	Usually,	the	underlying	cause	of	neck	pain	is	non-speciJic	and	
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cannot	be	related	to	a	particular	pathology	as	a	cause	of	the	presenting	symptoms	(4,	5)	
Numerous	reviews	(2,	3,	9,	10,	11)	have	assessed	the	evidence	for	the	effectiveness	of	cervical	
spine	manipulation	and	mobilisation	in	the	treatment	of	non-speciJic	neck	pain	with	mixed	
results.	(1)	Very	few	clinical	trials	have	studied	manual	therapy	for	subacute	neck	pain,	(8,	12,	13,	
14)	with	the	research	emphasis	being	placed	on	those	subjects	with	complaints	lasting	for	longer	
than	6	months.	(14)		
	 There	is	much	discussion	in	the	literature	about	the	risk	of	stroke	caused	by	cervical		
manipulation;	however,	Cassidy	et	al	(15)	found	the	risk	of	stroke	associated	with	GP	or	
chiropractor	visits	was	equal.	(1)	This	suggests	that	cervical	manipulation	may	not	be	a	cause	of	
stroke,	but	associated	with	a	stroke	in	progress.	Chiropractors	need	to	be	aware	that	some	
patient’s	presenting	with	head	or	neck	pain,	may	have	a	stroke	in	progress.	(16)	
	 Welcha	and	Boone	suggest	that	cervical	adjustments	may	result	in	parasympathetic	responses,	
whereas	thoracic	adjustments	result	in	sympathetic	responses.	(17)	Historically	chiropractors	
have	suggested	the	positive	effects	of	chiropractic	adjustments	on	musculoskeletal	and	visceral	
health.	(18,	19,	20)	Some	studies	have	investigated	chiropractic	vertebral	subluxation,	spinal	
manipulative	therapy,	and	cranial	adjusting	in	relation	to	autonomic	function.	(17,	18,	19,	20,	21,	
22,	23,	24,	25,	26,	27,	28,	29,	30)		
	 The	purpose	of	the	following	two	case	studies	was	to	investigate	how	a	novel	combination	of	
temporal	sphenoidal	reJlexes,		chiropractic	manipulation,	viscerosomatic	reJlexes,	and	foot	
reJlexology	could	have	a	positive	effect	on	cervical	spine	range	of	motion.	(31,	32,	33)	

Case	Reports	
Case #1

	 This	case	is	a	38	year	old	female	with	chronic	(17	years	duration)	neck	and	low	back	pain.	She	
demonstrated	limited	cervical	range	of	motion	unresponsive	to	multiple	prior	interventions.	
Cervical	range	of	motion	evaluated	Jlexion,	extension,	right	and	left	lateral	Jlexion	and	rotation.	
Prior	to	the	adjustive	procedure,	the	patient	had	marked	restriction	of	range	of	motion	and	noted	
exquisite	pain	when	limits	of	range	of	motion	were	reached	in	all	directions.	

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

Methods/Intervention	
	 This	novel	intervention	utilises	sacro	occipital	technique	(SOT)	protocols	for	analysis	and	
treatment,	temporal	sphenoidal	(TS)	reJlexes,	cervical	manipulation,	and	foot	reJlexology	to	treat	
chronic	cervical	pain	associated	with	limited	range	of	motion.	
	 A	general	assessment	of	lumbar	range	of	motion	is	assessed	initially.	SOT	Category	II	protocols	
are	performed,	as	appropriate,	including	a	rib	cage	assessment	by	stretching	the	patients	arms	
over	their	heads.	If	there	is	reduced	motion	on	one	or	both	sides,	this	is	treated	by	releasing	the	
ipsilateral	psoas	or	sometimes	also	the	quadratus	lumborum	muscles.	Then	the	patient’s	pelvis	is	
assessed	for	torsion	and	any	sacroiliac	joint	instability	(category	two).	If	a	category	two	
imbalance	is	found	then	that	is	treated	before	proceeding	to	the	cervical	spine.	
	 The	cervical	spine	is	analysed	with	the	patient	supine.		Side-bending	the	head	right	and	left	is	
performed.	The	side	that	has	no	side	bend	or	shows	restriction	(lateral	Jlexion	only,	not	rotation)	
is	chosen	as	the	posterior	cervical	side.	The	posterior	cervical	side	is	then	rotated	to	the	opposite	
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side	and	the	doctor	palpates	for	intersegmental	muscular	congestion,	swollen	facets	or	painful	
articular	facets.	
	 Once	the	most	painful	cervical	articular	facet	is	identiJied,	the	head	is	turned	toward	the	
opposite	side.	TS	reJlex	points	are	palpated	searching	for	the	most	sensitive	point	(e.g.,	Cervical	3	
would	relate	to	either	Thoracic	4	or	5,	or	Lumbar	1)	as	determined	by	patient	sensitivity	to	
palpation.	
	 The	region	of	cervical	vertebra	congestion	is	held	in	the	downward	position	with	the	head	
turned	so	the	TS	reJlex	region	is	placed	upwards.	The	doctor	manipulates	the	tender	TS	reJlex	
approximately	15	seconds	and	then	has	the	patient	give	a	deep	cough.	This	is	repeated	until	
sensitivity	at	the	TS	reJlex	point	is	relieved,	which	usually	takes	less	than	a	minute.	
	 With	the	head	turned	away	from	the	posterior	cervical	side,	we	have	the	patient	look	down	
towards	their	feet	as	the	head	is	moved	slightly	into	Jlexion	while	exhaling.	A	cervical	adjustment	
is	made	as	the	patient	moves	their	head	upward	and	looks	at	the	doctor’s	eyes	while	inhaling.		
	 Utilising	the	occipital	Jibre	CMRT	relationship	and	TS	reJlex	point	relationship,	a	speciJic	organ	
will	be	determined	to	be	used	with	the	foot	reJlexology	aspect	of	the	treatment	protocol.	
Generally	these	point(s)	will	be	very	painful.	They	are	manipulated	with	pressure	for	about	15	
seconds	followed	by	having	the	patient	cough.	The	manipulation	and	coughing	are	repeated	until	
the	pain	is	gone,	approximately	1-2	minutes,	at	which	time	the	other	foot	is	evaluated	and	treated	
in	the	same	manner.	

	 Maintaining	the	same	position	as	when	manipulating	the	TS	reJlex	the	head	is	maintained	in	
this	same	position	and	the	cervical	spine	is	then	adjusted	in	the	following	manner.	Initially	the	
patient	is	instructed	to	look	footward,	tilting	chin	downward,	and	exhale	and	then	have	the	
patient	look	upward,	tilting	chin	upward,	and	inhale.	At	the	instant	the	patient	inhales	and	both	
tilts	head	and	looks	upward	the	doctor	makes	the	cervical	adjustment.	If	the	patient	prefers	the	
doctor	can	also	adjust	the	cervical	spine	using	SOT’s	cervical	stairstep	procedure.	
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	 Once	completed,	the	patient’s	lumbar	and	cervical	ranges	of	motion	are	re-assessed	and	
compared	to	their	initial	presentation.	
	 SpeciJic	care	for	case	#1	involved	releasing	any	imbalance	in	the	psoas	and	supine	pelvis	
(category	two).	Cervical	congestion	was	found	at	C4	bilaterally,	with	a	TS	reJlex	point	on	the	
contralateral	side	at	the	T6	region	also	bilaterally	and	the	TS	reJlex	points	were	manipulated	until	
no	longer	sensitive.	C4	was	adjusted	on	the	right	and	left	side	and	associated	T6	reJlex.	Per	
DeJarnette’s	protocol,	CMRT	procedures	for	the	pancreas	were	performed	along	with	related	foot	
reJlexology	points	related	to	the	pancreas.	
	 SpeciJic	care	for	case	#2	involved	releasing	any	imbalance	in	the	and	supine	pelvis	(category	
two).	Cervical	congestion	was	found	at	C7	on	the	right,	with	a	TS	reJlex	point	on	the	contralateral	
side	at	the	T9	region	on	the	left	which	was	manipulated	for	15	seconds	and	having	the	patient	
cough	until	TS	reJlex	sensitivity	was	eliminated.	In	retesting	right	lateral	Jlexion,	the	patient	still	
reported	upper	thoracic	pain.	Therefore,	occipital	Jibres	were	assessed	and	an	area	one,	Jibre	7,	
was	noted	on	the	left	without	sensitivity.	Occipital	Jibre	technique	adjustment	was	used	to	T2	on	
the	right	and	CMRT	myocardial	reJlex	work	was	utilised.	Foot	reJlexology	for	the	heart	reJlex	(area	
below	the	little	toe)	on	the	right	was	very	sensitive.	After	15	seconds	of	stimulation,	the	foot	
reJlex	became	non-painful.	Cervical	reJlex	area	lateral	side	of	‘big	toe’	was	also	very	painful.		After	
1½	to	2	minutes	of	manipulation	this	reJlex	point	also	became	non-painful.	

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

Discussion	
	 In	both	cases	the	patients	presented	with	long	term	cervical	spine	discomfort	and	limited	
range	of	motion	that	improved	following	treatment.	Clinically	attempts	have	been	made	to	add	or	
eliminate	one	or	other	aspect	to	the	presented	method,	but	what	has	been	presented	appears	to	
be	consistently	effective	for	the	treatment	of	chronic	cervical	spine	pain	with	associated	limited	
range	of	motion.	This	improvement	in	pain	and	increase	in	range	of	motion	has	been	found	to	be	
an	effective	tool	to	assess	patient	progress	and	response	to	care	in	the	long	term.	(34)	
	 There	have	been	studies	that	have	demonstrated	a	relationship	between	cervical	spine	
manipulation	and	improved	cervical	range	of	motion.	(31,	32,	33)	A	relationship	between	the	
cervical	spine	and	sacroiliac	joint	and	a	relationship	between	a	category	two	(sacroiliac	
instability)	and	cervical	spine	extensor	isometric	strength	(36)	and	lumbar	range	of	motion	(37)	
have	been	discussed	in	the	literature.	(35)	
	 Temporal-sphenoidal	(TS)	lines	or	reJlexes	was	Jirst	introduced	by	MB	DeJarnette	in	1965	(38)	
and	later	further	investigated	and	developed	by	ML	Rees.	DeJarnette	had	already	investigated	and	
developed	reJlex	methods	of	analysing	patterns	of	vertebral	imbalance	using	trapezius	(39)	and	
occipital	Jibre	palpation	(40	)and	treatment	methods.	The	TS	reJlex	was	an	additional	tool	using	
patient’s	report	of	pain	to	palpation	at	a	region	surrounding	the	temporal	and	greater	wing	of	the	
sphenoid,	essentially	the	region	of	temporalis	muscle	insertion.	He	postulated	that	sensitivity	at	
speciJic	points	superior	portion	of	the	temporalis	muscle	insertion	near	the	squamous	portion	
related	to	thoracic	1	through	7	(anterior	to	posterior)	whereas	thoracic	8	through	12	(anterior	to	
posterior	related	to	regions	near	the	temporal	eminence	towards	the	mastoid	process.	The	
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anterior	portion	of	the	greater	wing	of	the	sphenoid	related	to	lumbar	vertebra	1	through	5	
(inferior	to	superior)	and	sensitivity	at	the	occipitomastoid	suture	to	the	parietomastoid	suture	
regions	was	related	to	the	pelvis.	(38)	
	 The	thoracic	and	lumbar	points	of	sensitivity	along	the	TS	lines	were	determined	by	
DeJarnette	and	Rees	to	have	a	relationship	to	DeJarnette’s	occipital	Jibre	vertebral	relationships	
as	described	in	chiropractic	manipulative	reJlex	technique	(CMRT).	(41)	CMRT	methods	have	
been	gaining	evidence	in	recent	years	as	evidenced	by	studies	on	animals,	(42,	43)	a	patient	with	
situs	inversus,	(44)	a	controlled	clinical	pilot	study,	(45)	and	a	small	randomised	controlled	study.	
(46)	
	 As	chiropractors	have	been	exploring	the	treatment	of	nonmusculoskeletal	conditions	with	
manipulative	procedures,	(47)	incorporating	foot	reJlexology	into	a	patient	clinical	encounter	
seemed	reasonable.	Foot	reJlexology	treatments	apply	pressure	to	speciJic	points	or	areas	of	the	
feet.	According	to	the	principles	of	reJlexology,	areas	of	the	feet	correspond	to	different	parts	of	
the	body,	and	applying	pressure	to	these	areas	can	affect	the	corresponding	parts	of	the	body.	In	
some	cases,	pressure	may	also	be	applied	to	the	hands	or	ears.	(48)	
	 For	thousands	of	years,	techniques	similar	to	reJlexology	have	been	used	in	Egypt	and	China.	A	
technique	called	‘zone	therapy’	was	developed	in	the	early	20th	Century	by	an	American	physician	
named	William	Fitzgerald.	He	suggested	that	maps	of	the	foot	could	be	used	to	diagnose	and	treat	
medical	conditions.	He	divided	the	body	into	10	zones	and	labeled	what	he	believed	to	be	the	
corresponding	parts	of	the	foot.	He	proposed	that	gentle	pressure	on	the	foot	could	bring	relief	to	
the	corresponding	zone.	(48)	
	 In	the	1930s,	Eunice	Ingham,	a	nurse	and	physiotherapist,	further	developed	these	maps	to	
include	speciJic	reJlex	points.	Zone	therapy	was	renamed	‘re<lexology’.	ReJlexology	charts	have	
diagrams	of	the	feet	with	corresponding	parts	of	the	body.	The	right	foot	corresponds	to	the	right	
side	of	the	body,	and	the	left	foot	corresponds	to	the	left	side.	(48)	
	 Evidence	for	this	method	of	care	is	limited	but	studies	suggesting	its	effectiveness	are	slowly	
emerging.	Recent	research	has	found	foot	reJlexology	helpful	in	treating	speciJic	female	
conditions,	(49,	50,	51)	respiratory	disorders,	(59,	60,	61)	various	other	disorders,	(62,	63,	64,	65,	
66,	67,	68,	69)	and	as	a	part	of	oncology	treatment.	(52,	53,	54,	55,	56,	57,58)	
	 As	with	any	case	report	or	series,	without	a	control	group	or	comparison	intervention	it	is	
difJicult	to	rule	out	regression	to	the	mean,	ideomotor,	or	placebo	effects.	However,	the	chronicity	
of	the	patient’s	presentation,	the	previous	unsuccessful	methods	attempted	to	resolve	their	
condition,	and	the	successful	response	to	the	speciJic	intervention	makes	compelling	evidence	for	
further	study.	

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

Asia-Pacific Chiropractic Journal Feenstra & Blum, 6



	

	

Cite: Feenstra H, Blum CL. Integrating temporal-sphenoid reflexes, sacro-occipital technique procedures, and reflexology 
for treatment of chronic cervical pain and reduced range of motion: A report of 2 cases. Asia-Pac Chiropr J. 2022;3.1 URL 
apcj.net/papers-issue-3-1/#FeenstraBlumReflexes 

	

Asia-Pacific Chiropractic Journal Feenstra & Blum, 7

Charles	L	Blum	
DC	

drcblum@aol.com

Harvey	Feenstra	
DC	

Private	Practice,	Cortland,	OH	
drfeenstra777@gmail.com	

mailto:drfeenstra777@gmail.com
mailto:drcblum@aol.com
http://apcj.net/papers-issue-3-1/#FeenstraBlumReflexes
https://vimeo.com/722810918


References	
1. Gemmell H, Miller P. Relative effectiveness and adverse effects of cervical manipulation, mobilisation and the activator instrument in 

patients with sub-acute non-specific neck pain: results from a stopped randomised trial. Chiropr Osteopat. 2010; 18: 20. 

2. Aker PD, Gross AR, Goldsmith CH. Conservative management of mechanical neck pain: systematic review and meta-analysis. BMJ. 
1996;313:1291–6.  

3. Gross AR, Hoving JL, Haines TA, Goldsmith CH, Ka T, Aker P, Bronfort G. A Cochrane review of manipulation and mobilisation for 
mechanical neck disorders. Spine. 2004;29:1541–8.  

4. Tseng YL, Wang WTJ, Chen WY, Hou TJ, Chan TC, Lau FK. Predictors for the immediate responders to cervical manipulation in patients 
with neck pain. Manual Therapy. 2006;11:306–15.  

5. Cassidy JD, Lopes AA, Yong-Hing K. The immediate effect of manipulation versus mobilisation on pain and range of motion in the 
cervical spine. J Manipulative Physiol Ther. 1992;15:570–75.  

6. Bale A, Newell D. Chiropractic for neck pain: a pilot study examining whether the duration of the pain affects the clinical outcome. 
Clinical Chiropractic. 2005;8:179–88.  

7. Hurwitz EL, Coulter ID, Adams AH, Genovese BJ, Shekelle PG. Use of chiropractic services from 1985 through 1991 in the United 
States and Canada. Am J Public Health. 1998;88:771–6.  

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

9. Hurwitz EL, Aker PD, Adams AH, Meeker WC, Shekelle PG, Barr SS. Manipulation and mobilisation of the cervical spine. A systematic 
review of the literature. Spine. 1996;21:1746–60.  

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

11. Bronfort G, Haas M, Evans RL, Bouter LM. Efficacy of spinal manipulation and mobilisation for low back pain and neck pain: a 
systematic review and best evidence synthesis. Spine Journal. 2004;4:335–6.  

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

13. Haneline MT. Chiropractic manipulation and acute neck pain: A review of the evidence. J Manipulative Physiol Ther. 2005;28:520–5.  

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

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

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

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

18.  Budgell B.S. Reflex effects of subluxation: the autonomic nervous system. J Manipulative Physiol Ther. 2000;23(2):104–6. 

19.  Driscoll MD, Hall M.J. Effects of spinal manipulative therapy on autonomic activity and the cardiovascular system: a case study using 
the electrocardiogram and arterial tonometry. J Manipulative Physiol Ther. 2000;23(8):545–50. 

20. Igarashii Y., Budgell B. Case study-response to arrhythmia to spinal manipulation: monitoring by ECG with analysis of heart rate 
variability. Chiropr J Aust. 2000;30(3):92–9. 

21.  Hart JF. Manipulation-induced subluxation and associated cardiac arrhythmia. Dig Chiropr Econ. 1991;33(4):68–9. 

22.  Connelly D.M. The effect of cranial adjusting on hypertension: a case report. Chiropr Tech. 1998;10:75–8. 

23.  Carrick FR. Changes in brain function after manipulation of the cervical spine. J Manipulative Physiol Ther. 1997;8:529–45.  

24.  Sato A, Swenson RS. Sympathetic nervous response to mechanical stress of the spinal column in rats. J Manipulative Physiol Ther. 
1984;7:141–7. 

25.  Tran T, Kirby J. The effect of upper thoracic adjustment upon the normal physiology of the heart. J Am Chiropr Assoc. 1977;11s:58–62. 

26.  Briggs L, Boone WR. Effects of a chiropractic adjustment on changes in pupillary diameter: a model for evaluating somatovisceral 
response. J Manipulative Physiol Ther. 1988;11(3):181-9.  

27.  Harris W., Wagnon R.J. The effects of chiropractic adjustments on distal skin temperature. J Manipulative Physiol Ther. 1987;10(2):57–
60.  

Asia-Pacific Chiropractic Journal Feenstra & Blum, 8



28.  Eingorn A.M., Muhs G.J. Rationale for assessing the effects of manipulative therapy on autonomic tone by analysis of heart rate 
variability. J Manipulative Physiol Ther. 1999;22(3):161–5.  

29.  Sato A, Sato Y, Schmidt RF. Reviews of physiology, biochemistry and pharmacology. vol. 130. Springer-Verlag; Berlin: 1997. The impact 
of somatosensory input on autonomic functions. 

30.  Bolton PS, Kerman IA, Woodring SF, Yates BJ. Influences of neck afferents on sympathetic and respiratory nerve activity. Brain Res Bull. 
1998;47:413–9.  

31.  Cassidy JD, Lopes AA, Yong-Hing K. The immediate effect of manipulation versus mobilization on pain and range of motion in the 
cervical spine: a randomized controlled trial. J Manipulative Physiol Ther. 1992 Nov-Dec;15(9):570-5. 

32. de Camargo VM, Alburquerque-Sendín F, Bérzin F, Stefanelli VC, de Souza DP, Fernández-de-las-Peñas C. Immediate effects on 
electromyographic activity and pressure pain thresholds after a cervical manipulation in mechanical neck pain: a randomized controlled 
trial. J Manipulative Physiol Ther. 2011 May;34(4):211-20. Epub 2011 Mar 21. 

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

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

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

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

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

38. DeJarnette MB. Temporal-sphenoidal research project 1965. Privately Published. Nebraska City, NB. 1965. 

39. Cashman S, Eaton S, Bonello R, Leslie J. The relationship between the trapezius muscle and spinal segments T1 to L5. 1st Annual 
Sacro Occipital Technique Research Conference Proceedings: Las Vegas, NV. 2009: 17-8. 

40. Mootz R, Jameson S, Menke M.  Inter and Intra-Rater Reliability of Occipital Fiber Palpation. Proceedings of the Fifth Annual 
Conservative Health Science Research Conference Oct 1986: 37-9. 

41. DeJarnette MB. Chiropractic manipulative reflex technique. Privately Published. Nebraska City, NB. 1966, 1981. 

42. Thompson JE, Bockhold H, Blum CL. Sacro Occipital Technique: Occipital Fiber Technique on Canine. J Chirop Ed. Spr 2012;26(1):135.  

43. Thompson JE, Bockhold H, Blum CL. Sacro Occipital Technique: Occipital Fiber Technique on Equine. J Chirop Edu. 2010 24(1):142. 

44. Zablotney J, Blum CL. Chiropractic care and the Situs Inversus patient: Modifying technique to match anatomy. J Chirop Ed. 
2009;21(1): 119. 

45. Dal Bello F, Dal Bello Veronica, Raupp JM, Santos LN. Alterations of dyspepetic signs and symptoms in patients presenting with 
gastroesophageal reflux disease following chiropractic treatment. J Chirop Edu. 2010 24(1):124. 

46. Butafava J, Dal Bello F, Blum CL. The alterations of the dyspeptic signs and symptoms of patients with gastritis following chiropractic 
treatment: A small randomized controlled study. J Chirop Ed. Spr 2012;26(1):85.  

47. Hawk C, Khorsan R, Lisi AJ, Ferrance RJ, Evans MW. Chiropractic care for nonmusculoskeletal conditions: a systematic review with 
implications for whole systems research. J Altern Complement Med. 2007 Jun;13(5):491-512. 

48. Natural Standard: An organization that produces scientifically based reviews of complementary and alternative medicine (CAM) topics. 
http://www.intelihealth.com/IH/ihtIH/WSIHW000/8513/34968/360060.html?d=dmtContent 

49. Lee YM. [Effect of self-foot reflexology massage on depression, stress responses and immune functions of middle aged women] Taehan 
Kanho Hakhoe Chi 2006;Feb, 36(1):179-88. Korean.  

50. Lee YM.  [Effects of self-foot reflexology on stress, fatigue, skin temperature and immune response in female undergraduate students]. 
[Article in Korean] J Korean Acad Nurs. 2011 Feb;41(1):110-8. 

51. Jang SH, Kim KH. [Effects of self-foot reflexology on stress, fatigue and blood circulation in premenopausal middle-aged women]. 
[Article in Korean] J Korean Acad Nurs. 2009 Oct;39(5):662-72. 

52.  CS, Hamilton J, Macrae G, et al. A pilot study to evaluate the effect of reflexology on mood and symptom rating of advanced cancer 
patients. Palliat Med 2002;Nov, 16(6):544-5. 

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

Asia-Pacific Chiropractic Journal Feenstra & Blum, 9

http://www.intelihealth.com/IH/ihtIH/WSIHW000/8513/34968/360060.html?d=dmtContent


54. Stephenson NL, Swanson M, Dalton J, et al. Partner-delivered reflexology: effects on cancer pain and anxiety. Oncol Nurs Forum 
2007;Jan, 34(1):127-32. 

55. Yang JH. [The effects of foot reflexology on nausea, vomiting and fatigue of breast cancer patients undergoing chemotherapy] Taehan 
Kanho Hakhoe Chi 2005;Feb, 35(1):177-185. Korean.  

56. Quattrin R, Zanini A, Buchini S, et al. Use of reflexology foot massage to reduce anxiety in hospitalized cancer patients in 
chemotherapy treatment: methodology and outcomes. J Nurs Manag. 2006 Mar;14(2):96-105. 

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

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

59. Lee YM, Sohng KY. [The effects of foot reflexology on fatigue and insomnia in patients suffering from coal workers' pneumoconiosis] 
Taehan Kanho Hakhoe Chi 2005;Dec, 35(7):1221-8. Korean.   

60. Brygge T, Heinig JH, Collins P, et al. Reflexology and bronchial asthma. Respir Med 2001;95(3):173-9. 

61. Wilkinson IS, Prigmore S, Rayner CF. A randomised-controlled trail examining the effects of reflexology of patients with chronic 
obstructive pulmonary disease (COPD). Complement Ther Clin Pract 2006;May, 12(2):141-147. Epub 2005;Dec 27. 

62. Bishop E, McKinnon E, Weir E, Brown DW. Reflexology in the management of encopresis and chronic constipation. Paediatr Nurs 
2003;Apr, 15(3):20-1. 

63. Mak HL, Cheon WC, Wong T, et al. Randomized controlled trial of foot reflexology for patients with symptomatic idiopathic detrusor 
overactivity. Int Urogynecol J Pelvic Floor Dysfunct 2007;Jun, 18(6):653-8.  

64. Carpenter JS, Neal JG. Other complementary and alternative medicine modalities: acupuncture, magnets, reflexology, and 
homeopathy. Am J Med 2005;Dec 19, 118(Suppl 12B):109-17. Review. 

65. Li CY, Chen SC, Li CY, et al.  Randomised controlled trial of the effectiveness of using foot reflexology to improve quality of sleep 
amongst Taiwanese postpartum women. Midwifery. 2011 Apr;27(2):181-6.  

66. Siev-Ner I, Gamus D, Lerner-Geva L, et al. Reflexology treatment relieves symptoms of multiple sclerosis: a randomized controlled 
study. Mult Scler 2003;9(4):356-61. 

67. Stephenson NL, Dalton JA. Using reflexology for pain management: a review. J Holist Nurs 2003;Jun, 21(2):179-91. 

68. Tovey P. A single-blind trial of reflexology for irritable bowel syndrome. Br J Gen Pract 2002;52(474):19-23. 

69. Park HS, Cho GY. [Effects of foot reflexology on essential hypertension patients]. [Article in Korean] Taehan Kanho Hakhoe Chi. 2004 
Aug;34(5):739-50.

Asia-Pacific Chiropractic Journal Feenstra & Blum, 10


	Case #1
	Case #2

