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CHRONIC INTRACTABLE PAIN RELIEVED BY COX® TECHNIC 
 

presented by  
Chris A Humble DC CCSP CSCS 

Certified Cox® Technic chiropractic physician 
Humble Chiropractic PC 

Ponca City OK 
(580)762-1122 

August 24, 2009 
 
HISTORY:   
 A twenty five year old, white, married mother of two presented to my office on March 2, 
2009, upon referral from her pain management physician Dr. Sidney Williams, MD, DAAPM.  Her 
diagnosis was chronic intractable pain due to post laminectomy cervical syndrome (722.81) and 
thoracic IVD displacement (722.11). Dr. Williams provided a copy of his February 26, 2009, 
examination findings in which he states that the etiology of the pain involved post surgical pain, 
and failed back/neck surgical factors. (See Addendum 1.) Dr. Williams included a handwritten 
note dated February 26, 2009, stating he preferred that no “sudden manipulation or snapping 
manipulation” be given to his patient.  
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 This patient was well aware of her medical situation. At age nineteen, she had lifted 
something overhead and experienced left shoulder pain. When she went to the local emergency 
room the examining doctor told her she had pulled a muscle in her shoulder and would be fine. 
She experienced neck and shoulder pain off and on for three or four years. The pain would switch 
from her left to her right shoulder depending on her activity level. She was working as a medical 
transcriptionist at the time. In January 2008 she sought treatment at a local chiropractic office. 
The doctor treated her with HVLA manipulation and EMS and heat. The patient states that the 
first treatment made her feel better but on subsequent visits she would feel worse after the 
treatment. After a series of treatments the DC referred her for an MRI which showed a bulging 
disc at C5/C6. He then referred her to a spinal surgeon. An orthopedist performed the C5/C6 
fusion in May 2008. The surgeon advised her to seek additional treatment for the pain when he 
dismissed her.  She sought care from a pain management physician and physical therapist. 
 An examination and X-Rays were done at the author’s office on March 2, 2009. On our 
intake form of March 2, 2009, her chief complaint was “fibromyalgia; retroverted 
spondylolisthesis of L4 on L5, post cervical discectomy and fusion and chronic pain”. Her pain 
drawing covered the spine, her left leg to her foot and both shoulders. She stated that her main 
complaint was constant back pain with occasional left leg pain. At that time she rated her pain 
an eight on a VAS from one to ten. Within the past twenty four hours she had taken morphine, 
hydrocodone, Cymbalta and Lyrica. She had a lumbar MRI done on February 25, 2009, which 
revealed a T11-12 disc bulge mildly effacing the thecal sac.  
 
EXAMINATION: 
 
Physical: 
 On examination she stood 5’2” tall, weight was 150 lbs, with a resting pulse of 104 bpm 
and blood pressure of 113/76. Cervical range of motion in flexion was 60 d, extension 40 d, right 
rotation 60 d, left rotation 45 d. Pain was noted in the mid thoracic area on flexion and left 
rotation. Cervical compression produced pain at T6. Lumbar range of motion was 70 d on flexion, 
20 d on extension, right lateral flexion was 30 d, left lateral flexion was 40 d. Low back pain was 
elicited on all movements at the end range. Right and left shoulder ranged of motion was within 
normal limits without pain. Joint dysfunction/fixation was noted at C1/C2, T3/T4/T5, T9/T10, and 
L3/L4/L5. Prone leg length demonstrated a right short leg of 3/8 inch.  (See LETTER TO REFERRING 
PHYSICIAN – Addendum 2. Note: Such letters are excellent to share our care with colleagues.) 
 
Imaging: 
 AP and lateral lumbar X-Rays revealed an anterior sacral base with extension subluxation 
of L4 on L5, a 4 mm left short leg, right lateral flexion subluxation of L4 on L5. There was no 
evidence of the spondylolisthesis she thought she had. The lateral cervical film demonstrated the 
anterior fusion of C5/C6 with mild hypo lordosis.   
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(See Addendum 3 – MRI Report – for more information.) 
 
TREATMENT: 
 After reviewing the patient’s examination and radiographic findings with her and 
explaining the rationale behind the treatment, a series of treatments were begun the day 
following the examination. Treatment was performed on the seventh generation Cox® Table by 
Track Corporation. This allowed the doctor to perform long y axis decompression while applying a 
small steady force into the areas of joint dysfunction. No forceful HVLA thrusts were given to this 
patient. The treatment was well tolerated and the patient expressed some relief after the first 
treatment. The patient was given Cox® exercises one through three initially and graduated 
quickly to one through seven and flexion/extension stretches on a stability ball. Glucosamine 
sulfate and chondroitin sulfate in the form of Discat Plus were to be taken daily. Electrical muscle 
stimulation in the form of interferential therapy and moist heat were applied after the Cox® 
spinal decompression in the office. 
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 On her second visit, this patient stated she felt better and had slept well for the first time 
in months. On her seventh treatment this patient brought a note from Dr. Williams which reads, 
“Your treatments are helping. Thank you very much.”  
 

 
 
A total of ten treatments were given over a period of six weeks. This patient was released from 
active care and told to return for evaluation and/or treatment if her symptoms returned. On July 
1, 2009, she returned for follow up stating her pain had returned although not to its previous 
level. One week later she stated that she was feeling much better again and had resumed doing 
her stretching and strengthening exercises at home.   
 
SUMMARY: 
 Overall this patient was very satisfied with her care. This was a challenging case that until 
three years ago when I started doing the work with the new Cox® Tables would have been very 
difficult to treat. (I have been in practice for twenty three years.) The addition of long y axis 
decompression and the ability to manipulate under distraction is a powerful tool.   
 
Respectfully submitted, 
Chris A. Humble DC, CCSP, CSCS 
 



Cox Technic Case Report #76 – Chris Humble DC CCSP CSCS – 9/09 
 

6

 
ADDENDUM 1 – Examination by MD 
 

 

Her  was 
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ADDENDUM 2 - LETTER TO REFERRING PHYSICIAN 
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ADDENDUM 3 – MRI REPORT 
 


