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PD Talk: Become the Strongest Version of You, Regardless of Your 
Diagnosis 

Presented by: Dr. Neil Koppel, DC (Doctor of Chiropractic) Date: August 19, 2026, 3:00 p.m. Format: 
Webinar Presented for: Parkinson’s Association of Southwest Florida 

About this transcript: Timestamps are estimated based on the pacing of the recording and are intended 
as a navigation aid; they are not exact video timecodes. “Dr. Neil Koppel” identifies the presenter 
throughout. “Moderator” identifies the association staff member who welcomes attendees and closes 
the session. “Technical Support” identifies brief remarks from staff assisting with slides during the 
presentation. The source recording provided for this transcript ends as the floor is opened for questions, 
before Dr. Koppel’s follow-up introduction or any audience questions were fully captured. 

 

Welcome and Introduction (Estimated 00:00) 

Moderator: Good afternoon, everyone, and thank you for attending another PD Talk brought to 
you by the Parkinson’s Association of Southwest Florida. Today we’re happy to have Dr. Koppel 
with us to talk about living your best life despite your diagnosis. 

Dr. Koppel has been a chiropractor and acupuncturist for more than 25 years and has been a 
friend of the association for several years. I know you’ll all learn something today, and I hope 
you’ll have some follow-up questions for us at the end. Dr. Koppel, the floor is yours. 

Dr. Neil Koppel: Hi there. We’re going to go right into the webinar, and I’ll be happy to take 
questions afterward, so let’s get started. 

Moderator: Registered. 

Technical Support: Are you ready for the next slide? 

Opening: You Are Not Your Diagnosis (Estimated 00:01) 

Dr. Neil Koppel: All right, everyone. I’m Dr. Neil Koppel, and here we go: Becoming the 
Strongest Version of You. 

When you look at this picture, you don’t know anything about these two people. You don’t 
know how old they are, their health history, or what they’ve been through. All you see is two 
people walking forward. That’s how I want us to think about Parkinson’s disease today. 

A diagnosis tells us about a medical condition. It doesn’t tell us who a person is, what they’ve 
accomplished, what they enjoy, or what they’re still capable of becoming. 
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So before we talk about posture, movement, the brain, or the nervous system, I want to start 
with something more important: you are not your diagnosis. Parkinson’s disease can change 
the way you move. It can affect your confidence and your independence, and it can even 
change what you expect from yourself. 

Here’s something I want you to think about. Sometimes the hardest part isn’t only what your 
body can no longer do — sometimes it’s starting to believe that you can’t do something 
anymore. It’s like putting a fence around yourself before you’ve even found out how far you 
can go. 

So today, I want us to focus on what we can still influence. Becoming the stronger version of 
yourself doesn’t mean pretending Parkinson’s disease isn’t there. It means understanding what 
has changed, understanding what we can work on, and continuing to work toward the best 
version of yourself that’s possible. 

What Parkinson’s Disease Changes: Beyond Tremor (Estimated 00:03) 

Dr. Neil Koppel: So if Parkinson’s disease isn’t your identity, what exactly does it change? 

Most people hear the word “Parkinson’s” and think of tremor first. But Parkinson’s disease is 
much more than a tremor. It can affect how fast you move and how large your movements are 
— a change known medically as bradykinesia, meaning movement becomes slower and smaller. 

Parkinson’s disease can also cause rigidity, meaning the muscles feel stiff or tight. It can change 
the way you walk: you may take shorter steps, shuffle your feet, or have more trouble getting 
started or changing direction. It can also affect your balance, coordination, and posture. 

How These Changes Interact: A Conversation Between Brain and Body (Estimated 
00:04) 

Dr. Neil Koppel: Here’s where this becomes really important for what we’re going to talk about 
today: these changes don’t happen one at a time. They affect each other. 

Think about it this way. If the way you walk changes, your body may find a different way to hold 
itself. If your posture changes, the way your muscles and joints carry your weight can change 
too. And if your walking and balance change, your brain starts getting different information 
from your feet, joints, and muscles. 

Your brain uses that information constantly. It’s almost like your body is always sending your 
brain little messages: here’s where I am, here’s how I’m moving, here’s where the ground is, 
here’s my balance. Your brain takes all of these messages and uses them to decide how to 
move. 
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So Parkinson’s disease isn’t simply a problem with movement — it’s a conversation between 
your brain and your body. And when that conversation changes, it can change the way you 
move. 

What the Brain Needs to Move Well (Estimated 00:06) 

Dr. Neil Koppel: That brings us to the next question: what does your brain need from your body 
to move well? 

If the brain and body are always talking, what does the brain actually need? Information. Your 
brain receives information from your body all day long, and from the world around you too. 

Your eyes tell your brain what you’re seeing. Your inner ear helps your brain know where your 
head is and helps you keep your balance. Your feet tell your brain what you’re standing on, 
where your weight is, and how much pressure you’re putting into the ground. Your muscles and 
joints tell your brain where your arms and legs are and how they’re moving. Your sense of 
touch tells your brain about pressure, contact, and texture. 

Think of your body as a giant information system, sending messages to your brain all day long. 
Your brain takes all of those messages, puts them together, and decides: where am I, what am I 
doing, and what should I do next? 

That’s basically what we mean by sensorimotor integration — a big medical term for something 
pretty simple. Your brain takes information from your body and uses it to help you move, and it 
happens so quickly that you don’t even have to think about it. 

A Simple Demonstration: Touching Your Nose (Estimated 00:07) 

Dr. Neil Koppel: Let me give you a simple example. Close your eyes for a second, and touch 
your nose. Go ahead and try it. 

You don’t have to see your nose to find it. Your brain already knows where your hand is and 
where your nose is, and it uses information from your muscles and joints to guide your hand 
right where it needs to go. 

That’s your brain and body working together, and it’s happening all day long — when you walk, 
stand up, turn around, reach for something, step over an object, and especially when you’re 
trying not to lose your balance. 

Why the Quality of Information Matters (Estimated 00:08) 

Dr. Neil Koppel: Here’s the important part: the quality of that information matters. Think about 
a Global Positioning System (GPS) device. If it has good information about where you are, it can 
give you good directions. But if the information is wrong or confusing, the directions suffer. 
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Your brain works the same way. It depends on the information coming from your body, and if 
that information changes, the way your brain responds can change too. 

This is where posture becomes really interesting. Posture isn’t just about looking upright. When 
you change the position of your body, you also change the position of your joints, muscles, 
head, and feet — and that can change the information being sent back to your brain. 

So here’s an interesting question: if changing the position of your body can change the 
information going to your brain, what happens when we change posture? That’s where I want 
to take you next. 

Posture and the Nervous System: The 2023 Forward-Head-Posture Study (Estimated 
00:10) 

Dr. Neil Koppel: We’ve established that your brain constantly receives information from your 
body and uses it to help control movement. Now let’s take that one step further. Posture isn’t 
just about looking upright — the position of your head and neck changes the position of your 
entire body, and when your body’s position changes, the information sent to your brain can 
change too. 

There’s a study I want to share because it looked directly at this idea. In 2023, researchers 
Mustafa, Diab, and Harrison published a study in the Journal of Clinical Medicine titled 
“Forward Head Posture Influences Somatosensory Evoked Potentials and Somatosensory 
Processing in Asymptomatic Young Adults.” The key word is asymptomatic — these were 
people with no symptoms. 

The researchers studied 120 young adults: 60 with forward head posture and 60 without, using 
a measurement of how far forward the head was sitting. Rather than simply labeling someone’s 
posture as “good” or “bad,” they measured how the nervous system was handling sensory 
information, using a test called a somatosensory evoked potential (SEP). 

An SEP is a complicated name for a fairly simple idea: it measures how the nervous system 
responds as sensory information travels through it — similar to checking the speed and quality 
of a message traveling through a phone system. 

The researchers found that people with forward head posture showed differences in several 
nervous system measurements compared to people without it. As the forward head posture 
became more pronounced, some measures of sensory processing — sensorimotor integration 
— became less efficient. 
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So what does that mean? The takeaway isn’t simply that “bad posture looks bad.” The more 
interesting takeaway is that the position of the body can be linked to measurable changes in 
how the nervous system processes information. 

What the Study Does and Does Not Show (Estimated 00:12) 

Dr. Neil Koppel: I want to be careful here, because we have to separate what this study actually 
showed from what we might assume it means. These participants did not have Parkinson’s 
disease — they were young, healthy people without symptoms. 

So this study does not prove that forward head posture makes Parkinson’s disease worse. It 
does not prove that fixing posture improves Parkinson’s disease, and it definitely does not 
prove that chiropractic care can treat Parkinson’s disease. That’s not what the study was 
designed to answer. 

What it gives us is one interesting piece of the puzzle: posture and the nervous system are not 
completely separate. The way we hold our body can be linked to changes in how the nervous 
system processes information. 

Now think back to Parkinson’s disease, which can already affect movement, posture, walking, 
balance, and motor control. That raises an interesting question: if the position of the body can 
affect the information going to the brain, what happens when someone already has a 
neurological condition that affects movement and posture? That’s where I want to take you 
next. 

[Dr. Koppel paused briefly here to reorient after a momentary mix-up with his notes and slides, 
then continued.] 

The Mechanical Side of Parkinson’s Disease (Estimated 00:14) 

Dr. Neil Koppel: Now let’s talk about the two different sides of Parkinson’s disease. There’s the 
neurological side — changes within the nervous system that affect movement, coordination, 
balance, posture, and gait. But there’s also a mechanical side that can develop alongside those 
neurological changes. 

As the way you move changes, your body has to adapt. You may move more slowly, take 
shorter steps, spend more time in a forward-stooped position, or swing your arms less. You 
may start using certain muscles differently than you did before. 

When those movement patterns continue over time, they can change the way forces are 
distributed through the body. That’s what I mean by mechanical loading. Your muscles, joints, 
ligaments, and other tissues are constantly dealing with forces as you stand, walk, turn, sit, and 
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move — and when movement changes, those forces change too. For some people, that can 
contribute to stiffness, discomfort, reduced mobility, and pain. 

That can potentially lead to a cycle: a neurological change makes movement more difficult, 
which changes the way you move, which changes your posture and gait, which changes the 
mechanical demands placed on your body. If that continues and contributes to pain, stiffness, 
or reduced mobility, movement can become even more difficult. Now you’re not just dealing 
with the original neurological change — you’re potentially dealing with a mechanical challenge 
alongside it. 

I want to emphasize the word “potentially.” This isn’t saying that every person with Parkinson’s 
disease develops this exact cycle, or that mechanical problems cause Parkinson’s symptoms. It’s 
simply recognizing that the neurological and muscular systems don’t operate independently — 
they interact. We can’t necessarily change every aspect of the neurological disease, but there 
may be parts of this mechanical picture we can influence. 

Can We Influence the Mechanical Side? (Estimated 00:17) 

Dr. Neil Koppel: That brings us to the next question: if we can influence these mechanical 
factors, can that actually make a meaningful difference for someone with Parkinson’s disease? 

We’ve spent some time building the foundation. We know Parkinson’s disease is a neurological 
condition that can affect movement, posture, walking, balance, and coordination. We’ve talked 
about how your brain constantly receives information from your body, and how changes in the 
way you move can also change the way your body works mechanically. 

So now I want to ask a simple question: can we actually influence the mechanical side? I want 
to be clear about what I’m asking. I am not asking whether we can cure Parkinson’s disease — 
we can’t. I am not asking whether we can stop Parkinson’s disease from progressing — we 
can’t. And I am not asking whether chiropractic care should replace your medication, your 
neurologist, or your other healthcare providers — it shouldn’t. 

What I’m asking is much simpler: can we improve some of the things Parkinson’s disease 
affects? Can we improve mobility? Can we improve posture? Can we help with pain? Can we 
improve function? 

Rather than just giving you my opinion, let’s look at what the research actually shows. We’ll 
start with a real person, because it’s easier to understand this when we’re talking about a real 
person instead of just ideas. We’ll look at what this person was dealing with, what was done, 
and what changed. I also want us to keep in mind what a single case study can and cannot tell 
us — good science isn’t just about looking at what works, but also about understanding the 
limits of what we can say. Let’s look at the first case. 
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Case Study 1: A 59-Year-Old Man with Parkinson’s Disease (Estimated 00:19) 

Dr. Neil Koppel: Let’s move from theory to an actual person. This case study was published in 
the Journal of Physical Therapy Science in 2019. It involved a 59-year-old man who already had 
Parkinson’s disease. 

I want you to notice what he was dealing with. Yes, he had a tremor, but that wasn’t his only 
problem. He was having freezing episodes — moments when his feet suddenly feel stuck to the 
floor even though he wants to keep walking. He had a shuffling walk and bradykinesia (slow, 
smaller movements), and he was using a cane. He also had low back pain and right knee pain, 
and when doctors examined his spine and posture, they found significant changes in the way 
his body was aligned. 

So think about what we’re describing: there was a neurological problem, but there was also a 
mechanical problem happening alongside it. Think about a car for a moment — the engine 
might have a problem, but that doesn’t mean the tires, wheels, or steering can’t have a 
problem too. You may need to address both. That’s what makes this case interesting. 

Case Study 1 Treatment Program (Estimated 00:22) 

Dr. Neil Koppel: The patient went through a Chiropractic BioPhysics (CBP) program, which 
included exercises designed to improve posture, spinal traction, spinal adjustments, and gait 
training. This is important: it was not simply a case of someone “getting adjusted.” It was a 
larger program that worked on posture, movement, and walking, and the patient received 38 
treatments over about five months. 

Case Study 1 Results and Limitations (Estimated 00:23) 

Dr. Neil Koppel: The authors reported improvements in several areas, including posture, 
walking balance, hand tremor, low back pain, knee pain, and quality of life. Interestingly, they 
followed up with this patient 21 months later and reported that the improvements in posture 
had largely been maintained. That’s a significant finding. 

I want to be clear about what this study does and does not tell us. This was a case report, 
meaning we’re looking at one person’s experience. There was no comparison group, so we 
can’t say that chiropractic treatment cured his Parkinson’s disease, and we can’t say that 
chiropractic treatment alone caused all of these improvements, since the treatment program 
had several parts. 

But the case does give us something important to think about. Even when someone has a 
neurological condition like Parkinson’s disease, they can also have physical problems that may 
be worth addressing. We may not be able to change the diagnosis, but we may be able to work 
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on things like posture, movement, pain, balance, and function. We don’t have to fix everything 
to improve something. 

Case Study 2: A 68-Year-Old Woman with Parkinson’s Disease (Estimated 00:24) 

Dr. Neil Koppel: So was this just one interesting case, or do we see something similar in other 
people with Parkinson’s disease? Let’s look at another case — one that’s different from the 
first. 

This is a 2022 case report published in the Journal of Medicine and Life, titled “Chiropractic Care 
of Parkinson’s Disease and Deformity.” It involved a 68-year-old woman who had been living 
with Parkinson’s disease for six years. 

Her biggest problems weren’t just tremor or slow movement. She had a great deal of neck pain, 
along with stiffness and pain in her hands — over time, her hands became so deformed that 
opening and closing them became difficult. She also had a very stooped posture with a forward 
head and neck position, which the paper describes as “drop head posture.” 

So once again, we’re seeing the same basic idea: there was a neurological condition, but there 
were also physical and mechanical problems happening alongside it. 

Case Study 2 Treatment History and Program (Estimated 00:25) 

Dr. Neil Koppel: Before starting this program, she had already received other medical care. She 
was taking Parkinson’s medications, including levodopa, carbidopa, and pramipexole. She also 
received steroid injections and Botox injections, but even with those treatments, her neck pain 
and hand problems continued to get worse. 

She was then referred for chiropractic rehabilitation. Again, I want to emphasize the word 
“rehabilitation” — this was not simply an adjustment. Her treatment used several methods, 
including spinal manipulation, treatment for tight muscles, traction, custom supports for her 
hands, and other forms of therapy. Once again, this was a multimodal program, meaning 
several types of treatment working together. 

Case Study 2 Results and Limitations (Estimated 00:26) 

Dr. Neil Koppel: After about nine months, the researchers reported some important changes. 
Her pain went from 8 out of 10 to 2 out of 10 — a significant change. Her Parkinson’s Disease 
Questionnaire score, which measures how Parkinson’s disease affects a person’s daily life and 
quality of life, went from 68 to 32 — cut by more than half. They also reported improvement in 
her hand deformity, posture, and postural stability. 
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I think this case is interesting because it brings us back to something we discussed at the 
beginning: the diagnosis doesn’t tell the whole story. Parkinson’s disease didn’t disappear, and 
the underlying disease wasn’t cured, but other problems affecting this person’s life did 
improve. That matters, because we sometimes assume that if we can’t fix the main disease, 
there’s nothing left to work on. That’s not true. We may not be able to change the diagnosis, 
but we may still be able to improve a person’s comfort, movement, and ability to function. 

As with our first case, we need to be careful about what we conclude. This was another case 
report — one person, no control group — and because several treatments were used together, 
we can’t tell exactly how much each one contributed to the improvement. I would not present 
this as proof that chiropractic care treats Parkinson’s disease; that’s not what this study proves. 

What it does show us is something more practical: even when we can’t change the diagnosis, 
there may still be physical problems we can work on. That’s really the theme of this entire 
presentation — we’re not treating the diagnosis, we’re treating the person who has the 
diagnosis. 

What These Two Cases Tell Us (Estimated 00:28) 

Dr. Neil Koppel: We’ve looked at two individual cases. But here’s an even bigger question: are 
these just two interesting stories, or is there broader evidence that exercise and rehabilitation 
can actually help people with Parkinson’s disease? 

Dr. Neil Koppel: How do I move to the next slide? 

Technical Support: There you go. 

Dr. Neil Koppel: Thank you. Before I move on, I want to take a step back and ask what we can 
actually take away from these two cases. 

First, the diagnosis is still there — Parkinson’s disease is still a neurological condition. Neither 
case shows that Parkinson’s disease was cured, reversed, or stopped. That’s not what these 
studies tell us. 

What they do show is that other problems can happen alongside Parkinson’s disease — things 
like posture, pain, stiffness, walking, balance, and everyday movement — and that we may be 
able to work on those things. That’s an important difference. We may not be able to change the 
diagnosis, but we may be able to change some of the things the diagnosis makes harder. 

That’s where I want to focus. Improvement doesn’t have to mean making Parkinson’s disease 
disappear. It might mean walking a little farther, standing a little taller, having less pain, moving 
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more easily, feeling more confident, or being able to do something today that you couldn’t do 
six months ago. Those are the things that matter. 

Recap: What Two Case Reports Can and Cannot Tell Us (Estimated 00:29) 

Dr. Neil Koppel: I also want to be fair about the research we’ve looked at. Both studies were 
case reports, meaning we’re looking at individual people, not large groups. They’re interesting 
and encouraging, but they don’t prove that chiropractic care caused all of these improvements 
— there was no control group, and each treatment program had several parts working 
together, so we have to be careful about saying any one treatment caused a given result. 

What these cases do show is that people with Parkinson’s disease can have physical and 
movement problems alongside their neurological condition, and some of those problems may 
be things we can work on. We don’t have to fix everything to improve something. We’re not 
trying to change the diagnosis — we’re trying to help the person living with the diagnosis 
function as well as possible. 

Moving from Case Reports to Larger Evidence: The Gandolfi Trial (Estimated 00:31) 

Dr. Neil Koppel: Now I want to move beyond these two individual cases. What happens when 
we look at a much larger body of research on exercise and rehabilitation in Parkinson’s disease? 

This next study is important because we’re no longer looking at just one person. It’s a 
randomized controlled trial published in 2019 in Parkinsonism and Related Disorders by 
Gandolfi and colleagues. “Randomized controlled trial” sounds like a big medical term, but the 
idea is simple: instead of following one person’s story, researchers study a group of people and 
randomly assign them to different groups. That gives researchers a better way to compare one 
treatment with another. 

Gandolfi Trial Design (Estimated 00:32) 

Dr. Neil Koppel: The study included 37 people with Parkinson’s disease who had a forward-bent 
posture. The researchers wanted to answer a specific question: can targeted rehabilitation 
actually improve that forward-bent posture? 

One group received a special program focused on the muscles and movements of the trunk — 
the middle part of the body. This program used mirrors and other feedback to help participants 
recognize and correct their posture, along with exercises for trunk control and everyday 
movements. The other group received a more traditional rehabilitation program. Both groups 
trained for about 60 minutes a day, five days a week, for four weeks. 

Here’s something I really like about this study: the researchers didn’t simply ask, “Do you feel 
better?” They measured what was actually happening — how far forward the person’s body 
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was leaning, their balance, movement, pain, falls, and quality of life — so they had real 
numbers to compare. 

Gandolfi Trial Results (Estimated 00:34) 

Dr. Neil Koppel: After four weeks, the group doing the special trunk program showed greater 
improvement in their forward-bent posture than the group doing the regular program. They 
also showed greater improvement in both dynamic and static balance at follow-up. 

This is different from our first two studies. We’re no longer looking at just one person’s story — 
we’re looking at a group of people, comparing two different approaches. That’s why this type of 
study gives us stronger evidence. And notice what the researchers were working on: posture, 
body awareness, and trunk control — the same brain-and-body ideas we’ve been discussing. 

This study doesn’t tell us that chiropractic care treats Parkinson’s disease; that’s not what it was 
designed to show. What it tells us is something more basic and important: even with 
Parkinson’s disease, some parts of movement and posture can still be trained. Your diagnosis 
doesn’t mean your body has stopped learning. Your brain and body can still practice, adapt, and 
improve certain skills. The diagnosis may not be something we can change, but the way you 
function within that diagnosis may be something we can influence. 

Broader Evidence: The 2022 APTA Clinical Practice Guideline (Estimated 00:36) 

Dr. Neil Koppel: So posture, balance, body awareness, and movement can be trained. What 
else can we influence? We’ve established that these things can be influenced, but I don’t want 
you to leave here thinking there’s one treatment that fixes everything — there isn’t. Movement 
itself is one of the most important tools we have, and this is where the research becomes even 
broader. 

In 2022, the American Physical Therapy Association (APTA) published a clinical practice 
guideline on physical therapy (PT) for people with Parkinson’s disease in the Journal of Physical 
Therapy. The authors reviewed a large body of research and made recommendations about the 
types of exercise and therapy that can help people with Parkinson’s disease. They strongly 
support aerobic exercise, strength training, balance training, gait training, external cues, task-
specific training, and community-based exercise. 

Understanding the Recommended Exercise Types (Estimated 00:37) 

Dr. Neil Koppel: When we talk about becoming stronger, we’re not just talking about lifting 
weights — we’re talking about training the things Parkinson’s disease is making harder. Think of 
it like going to school: if you want to get better at math, you practice math; if you want to get 
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better at reading, you practice reading. If you want to get better at balance, walking, or getting 
out of a chair, you practice those things too. 

That’s the idea behind targeted exercise. Aerobic exercise helps keep your heart and lungs 
working well and helps you stay active longer. Strength training helps you build and maintain 
the strength you need for everyday life. Balance training helps you practice staying steady, and 
gait training helps you practice walking. External cues — like a visual line on the floor, a sound 
or rhythm, or counting your steps — give your brain an extra signal to help with movement. 

This matters because Parkinson’s disease doesn’t affect everyone the same way. One person 
may need to work mostly on balance, another may need to build strength, and another may 
need help with walking or freezing. So the goal isn’t simply “exercise” — it’s training the specific 
things that are limiting you. And we have more evidence for this. 

Large-Scale Review: 40 Trials, Over 1,600 People (Estimated 00:38) 

Dr. Neil Koppel: One large review examined about 40 randomized controlled trials involving 
more than 1,600 people with Parkinson’s disease. This research, indexed in PubMed (the 
National Library of Medicine’s database of biomedical literature), found that exercise could 
improve walking speed, stride length, step length, and overall walking performance. 

At this point, I think we can say something with confidence: movement is not something we 
should give up on because of a Parkinson’s diagnosis. The research tells us that exercise and 
rehabilitation should be an important part of managing the challenges Parkinson’s disease 
creates. 

Notice something about everything we’ve discussed so far: we’re not trying to pretend 
Parkinson’s disease isn’t there. We’re training the things we can still influence. And that brings 
us to the question I really want to address today: if exercise and rehabilitation are so important, 
where does chiropractic care fit into this picture? 

Where Does Chiropractic Fit? (Estimated 00:39) 

Dr. Neil Koppel: So where does chiropractic care fit? I want to answer that clearly: chiropractic 
care does not replace your neurologist, your medication, your physical therapy, or your exercise 
and rehabilitation program. 

Parkinson’s disease care works best when the different members of your healthcare team work 
together. Think of it like a team: your neurologist has one job, your physical therapist has 
another, your exercise program has another, and your chiropractor may have another. They all 
have different jobs, but they’re all working toward the same goal — you. 
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I don’t see chiropractic care as competing with those other parts of your care. I see it as 
potentially being another piece of the puzzle. 

Reframing the Question: What Can Chiropractic Safely Address? (Estimated 00:40) 

Dr. Neil Koppel: The question isn’t “can chiropractic care cure Parkinson’s disease?” The 
evidence doesn’t support that. The better question is: are there physical and joint problems 
that chiropractic care can safely evaluate and address in someone who has Parkinson’s disease? 
That’s a much more reasonable question. 

People with Parkinson’s disease can have problems with posture, walking, stiffness, pain, and 
joint movement. Those problems don’t automatically disappear just because the underlying 
condition is neurological. Think about it this way: if a neurological condition makes walking 
harder, and you also develop back pain or stiff joints, now you have two problems making 
movement harder instead of one. If we can safely address that second problem, we can make 
movement a little easier — and that’s where conservative care may have a role. 

Being Honest About the Limits of the Evidence (Estimated 00:41) 

Dr. Neil Koppel: The research we’ve looked at today gives us some interesting examples, but I 
also want to be honest about its limits. Research on chiropractic care for Parkinson’s disease is 
still limited, and much of what we looked at today consists of case reports. Those cases are 
interesting and encouraging, but they don’t prove that chiropractic care caused all the 
improvements we saw, and they don’t give us the same level of evidence we have for exercise 
and rehabilitation. 

So I’m not telling you that chiropractic care is a treatment for Parkinson’s disease. I’m saying 
that chiropractors may have a role in caring for the person who has Parkinson’s disease — and 
that distinction matters. If someone has neck or back pain, stiff joints, or mechanical problems 
with their posture, those things can potentially be evaluated and addressed. If helping with 
those problems allows someone to move more comfortably, exercise more easily, or stay 
independent longer, that’s meaningful. 

But it should always be part of a bigger picture. Your neurologist manages the neurological side 
of your care. Your rehabilitation team works on movement and function. Exercise helps you 
build and maintain physical ability. And chiropractic care can potentially help with appropriate 
muscle, joint, and mechanical problems. Different people, different jobs, one goal: you — 
better movement, better function, more confidence, more independence, and a better quality 
of life. That’s where I believe chiropractic care fits. 

Putting It Into Practice: Six Areas to Work On (Estimated 00:43) 
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Dr. Neil Koppel: If all these pieces are available to us, the next question is: what do we actually 
do with them? We’ve talked about the diagnosis, what Parkinson’s disease can change, how the 
brain and body work together, posture, balance, walking, and the physical problems that can 
accompany Parkinson’s disease. We’ve looked at the research and talked about where 
chiropractic care may fit into the bigger picture. Now let’s make this practical — what can you 
actually work on? 

1. Movement 

Don’t stop moving just because movement has become harder. You may need to slow down, 
use support, or break a movement into smaller steps — that’s okay. The goal isn’t perfect 
movement; the goal is to keep moving safely. 

2. Strength 

Strength isn’t just about lifting heavy weights. It helps you get out of a chair, climb stairs, carry 
things, and stay independent. 

3. Balance and Walking 

These are skills, and like any skill, they can be practiced. Practice standing, walking, turning, and 
stepping, and use whatever cues work for you — counting, lines on the floor, or a beat or 
rhythm. 

4. Posture and Mobility 

Don’t assume stiffness and loss of movement are things you simply have to accept. Work on 
your range of motion and your posture, and if you’re having pain or trouble moving a joint, 
have it checked. 

5. Adaptation 

This one is really important. Sometimes we think that if we can’t do something the way we 
used to, we shouldn’t do it at all — but that’s not always true. Sometimes you just need a 
different way to do it. 

Think about driving: if one road is closed, you don’t abandon the car and go home — you find 
another road. That’s what adapting means. You may use a visual cue, a sound or rhythm, a 
support, or ask someone for help. Adapting isn’t giving up; it’s finding another way forward. 

6. Connect With Your Care Team 

You don’t have to manage Parkinson’s disease by yourself. Your neurologist has a role, your 
physical therapist has a role, your exercise program has a role, and your chiropractor may have 
a role when there are appropriate muscle and joint problems to address. You have a role too — 
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in fact, you’re at the center of it all. Everyone on your care team is there to help you move, 
function, and live as well as possible. 

Key Takeaways (Estimated 00:47) 

Dr. Neil Koppel: Here’s what I want you to take away from today. You may not be able to 
control everything Parkinson’s disease changes, but there are still things you can influence. You 
can work on your strength, your mobility, your balance, and your walking. You can work on 
your posture. You can adapt, and you can keep moving forward. 

Becoming stronger doesn’t mean becoming the person you were before your diagnosis. It 
means becoming the strongest version of yourself that you can be today. 

Closing: Becoming the Strongest Version of You (Estimated 00:48) 

Dr. Neil Koppel: Let me bring you back to where we started. When we looked at that picture at 
the beginning, we didn’t know anything about the two people in it — their age, their health 
history, what they’d been through, or what challenges they were facing. All we knew was that 
they were moving forward. That’s really the message I want to leave you with today: 
Parkinson’s disease is part of your story, but it doesn’t have to become your identity. 

There may be things Parkinson’s disease changes that you can’t control. There may be things 
you have to adapt to, and things that take more effort now than they used to. But that doesn’t 
mean there’s nothing left to work on. You can still work on your strength, mobility, balance, 
walking, and posture. You can still exercise, adapt, and set goals. 

Those goals will look different for every person in this room. For one person, it might mean 
walking a little farther. For someone else, it might mean getting out of a chair without help, 
playing with grandchildren, getting back into an exercise class, having less pain, or feeling 
confident enough to go somewhere alone again. Those are all victories, and they matter — 
because becoming stronger isn’t about pretending Parkinson’s disease isn’t there. It’s about 
recognizing what has changed, recognizing what you can influence, and continuing to work 
toward what’s possible. 

You may not be able to choose the diagnosis you were given, and you may not be able to 
control every symptom. But there are still things you can work on, strengthen, and improve — 
there’s still a stronger version of you to work toward. Becoming the stronger version of you 
doesn’t mean becoming the person you were before your diagnosis; it means becoming the 
strongest version of the person you are today. 

So when you leave here today, I don’t want you to ask, “What can Parkinson’s disease stop me 
from doing?” I want you to ask, “What can I still work toward?” Your diagnosis is part of your 
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story, but it doesn’t have to write the ending. That is what I mean by becoming the stronger 
version of you, regardless of your diagnosis. 

Thank you all for bearing with me through this presentation. I hope it touched on some helpful 
points and added some information to what you already know. 

Closing and Opening for Questions (Estimated 00:51) 

Moderator: Thank you so much for that presentation. While people are taking themselves off 
mute, please feel free to introduce yourself and tell us a little about you, Dr. Koppel, if there’s 
anything you’d like to add. 

Dr. Neil Koppel: Sure. My name is Dr. Neil Koppel, and I practice chiropractic— 

[The recording provided for this transcript ends at this point, before Dr. Koppel’s introduction or 
any audience questions were captured.] 


