Activator Special Technique (Track 1: Basic Protocols)
10/8/05

Activator Methods Essential Scan Protocol Wksh

Needs List for class:

1. Activator (III is fine)

2. Paperback lab book: Activator Methods Technique
Slides:

History:
· Founders: Warren Lee and Arlan Fuhr

· Dr Logan said some day there would be a “push-button” way to adjust Basic

· Experimented w/ dental impactor tools, center punch, stylis instrument, etc
· Hammer/anvil principle dental instrument (used to split wisdom teeth) ( many prototypes before modern activator tool designed

· “Mechanical force paper” – good because insurance requires a manual thrust be performed for reimbursement

· Diff Force Setting: retain Hz freq for spec amt of time to stimulate sufficient mechanoreceptors

· Act II: up to 50 Hz activated in the facets (setting # 2 is the highest force)

· Act III: ↑ Hz

· Preload dampening- dr can use as much preload w/out changing the force coming from the instrument

· The more mechanoreceptors you activate, the more nociceptors are inhibited

· JMPT: published many articles of Act research

· Research: Pins driven into SP’s then msr during adjustment ( showed motion ↑ intersegmentally (proven Act is osseous, not reflex technique)

· 22% increase in strength when adj removed spinal stiffness (what is the lasting effect???)

· Injection of saline in apophyseal jts (technically gaps the joint ( same as what happens w/ manual adjusting!!!!

· Defn:  “A motion segment in which alignment, movement integrity and/or physiological fx are altered although contact between jt surfaces remain intact.”  Gatterman & Hansen

· Video by Fuhr: used optoelectric techn to start reliability testing, isolation tests w/ light emitting diodes on body

· Hypothetical Relationship between leg length inequality and LBP (in book)

Biomechanical Effects of LLI

· Investigated the degree of LLI required to impose pelvic rotation (obliquity or AS/PI)

· A linear relationship was found btwn the ↑ in pelvic obliquity and the amt of LLI from 2/8 to 7/8 of an inch

· “Any amt of pelvic obl results in asymmetrical loading of assoc ligs predisposed them to chronic strain. This may result in symptomatology”

Leg Length Inequality and MM alterations

· Reported ↑ activity in the L/S back mm in response to artificially induced LLI

· LLI of >10 mm – found to elicit an EMG response 

· Anatomical vs. Functional

· Anatomical LLI

· Actual asymmetry or anomaly present w/in the LE

· May be either congenital or acquired

· May require Heel Lift

· Functional LLI

· Pelvic Deficiency

· Postural Asymmetry, Sub

· Correctable

Inter-examiner Reliability (Fuhr)

· 4 Examiners visually analyzed 30 subjects in the prone position (reliability was Fair to Good

Isolation Tests

· 2 Examiners checked for leg reactivity following C1/2 isolation test (chin tuck)

· Moderate Reliability was found

· Dewitt

· Optoelectric system: msr LLI using instrument
· 2 groups of subjects: 8 pts w/ chronic spinal com….

· Summary of Reliability

· Method
Reliability
Rating

· Radiography


Fair to Excellent

· Osseous Pain


Fair to Excellent

· ST Pain


Fair to Good

· Prone Leg Check

Fair to Good

· Thermal Device

Poor to Moderate
· Motion Palpation

Poor to Mod

· Static palpation

Poor

Sublux Theory

· Facilitated Segment: A spinal seg which responds to various stim in a more intense and prolonged manner than normal

· Isolation Test:

· A group of motion seg screened for facilitation via passive movement or active mm contraction

· If facilitation is present, an exg…..

Leg Check

1. Proper patient positioning on the table (Activator High/Low table)

a. Don’t let pt come up on their toes

b. Shins meet bottom of table

c. Check pockets for things ( false positive for pelvic obliquity (shirt pocket, belt buckles, etc)

d. Ok to hold on w/ hands for pt comfort when lowering table (instruct, touch pt)

e. If using flat table: get on from end of table and walk themselves down to lying position (gap of feet and table for leg checks)

f. May have to put on adjusting boots: flip flops are too loose, work boots

2. Visually observe to determine pelvic obliquity

a. Looking for inversion/eversion: body’s way to correct short leg!!!

i. Check pts shoes for where they are worn down ( recommend new shoes when necessary

3. Cup malleoli and bring together in midline (don’t put pressure on the feet and ankles ( affect achilles tendon and artificially lengthen leg)

a. Release the feet

4. Making the call (“6 pt landing”)

a. Thumb under the heel of shoe (flat, not fingertip)

b. Index finger post to lat malleoli and middle finger ant to lat malleoli

c. Dr stands in scissor stance (lean in to take out the flare) ( determine short leg ( Release the legs then go to paddle wheel
d. W/ finger catch at metatarsal-phalangeal junction (like a paddle wheel)

e. Get plantar flexion, rock back, then bring up to Position 2

5. Position 2: release legs from the 6 pt landing

a. Bring feet up at 90◦
b. Finger along base of shoe where sole and leather meet w/ thumb on bottom of shoe at the toes
c. Try to flatten out feet (↓ plantar flexion)

d. “Mirror image” of feet

e. Contraindications for Position 2: achiles rupture/sx

f. Looking at the EOP for midline ( check the “V” between the shoe heels

i. Want to see if the leg lengthens or shortens

Knees & Feet:

Three Possibilities of Leg Check Findings:

1. Short leg lengthens in Position #2 (m/c) ( begin w/ knee & feet

· Start w/ Knees:

· Pressure test confirms medial knee of the PD leg: adj thru MCL into the meniscus in inf/lat glide ( adjust the talus (down from med malleolus in PSLat LOD because it subluxes in an AIMed direction)

· Repeat on opp side

· M/C involvement of medial knee of PD leg (will be tender!!!)

· Pressure test confirms lat knee of PD leg: adj thru LCL into the meniscus in inf/med glide ( adjust cuboid (med side of foot - sublux AILat, adjust PSMed LOD) 

· Repeat on opp side
· Only adjust area that improved LLI upon Pressure test!!!!

· Go to Pelvis:

· Schematic of Pelvis (prone position) – in book (6 pt pelvic pattern)

Left Side PD: PI Ilium is on the Left

	Contact Pts for PI Ilium (on PD side)
	LOD
	Contact Pts for AS Ilium
	LOD

	Spine of Ischium (SMed from ischial tuberosity)
	PSLat
	Post. Base of sacrum
	½ lat to 1st sacral tubercle

	Under Sacrotub. Lig toward SI jt
	PSLat
	Crest of Ilium
	AIMed

	Iliac Fossa
	AS
	Ischial Tuberosity
	AI


· Only adjust where LLI improved upon Pressure test!!!!!

· Go to Pubic Bones:

· Pt squeeze knees together ( get LLI ( pt goes supine for adjustment

· PD side has Sup pubic bone ( inf LOD

· Inf pubic bone opp side of PD (has gone Inf)

· Technique: dr hand on top of pt hand ( start med to ASIS and go down till feel bone resistance ( ask pt to remove hand, dr confirms contact and adjust thru dr thumb

· LONG-SHORT Rule: (for isolation test)

2. Shortening of the short leg in Position #2 ( begin at L4

3. Level legs in Position #1 and in #2 ( begin by squeezing knees together (pubes)

Defn of Terms:

· Stress Test: performed by DR

· Gentle pressure in direction of subluxation

· If improves LLI, correct in opp direction of test

· Pressure Test: performed by DR (1st test after find PD)
· Gentle pressure in the direction of correction

· If improves LLI, correct in direction of test

· Must get pelvis lined up before get correct results w/ rest of the spine

· Isolation Test: performed by PT

· Basic Protocol for clearing the spine

· Long-Short Rule: if test causes PD Leg to lengthen=sublux on PD side

     If test causes PD Leg to shorten =sublux on OPP side

Begin:

· Pt steps on MIDDLE of platform: nothing in front pockets (prop body up)

· Shins against the platform

· Can hold on to sides of table (especially geriatrics) ( DR hand on low back when going down or coming up

· Talk to patient as to what is going on

· Neutral prone position: where testing begins (arms at sides w/ palms up)

· Steps:

· Visual observation: excessive shoe wear, inversion (tib ant mm), etc

· How old are shoes? (may need orthotics in 6 mos, or if 2 yrs get new pair of shoes

· Cup malleoli – bring into the center ( hands come off

· Six Point Landing:  DR at scissor stance, contact both feet at the same time (thumbs flat under heel of shoe); slight headward pressure

· Take out any supination, inversion

· Going to position 2: middle finger at metatarsals, lift up into “six-shooter” position (rock back – arching motion up to position 2)
Clear Pelvis (see above notes thru pubic bones)

Lumbar spine L5, L4, L2

**Levels based on frequency of subluxations and transitional segments
	VB Level
	Pt performs
	Extra

	L5
	PD arm on low back
	

	L4
	Opp PD arm on low back
	

	L2
	Both hands on low back
	

	T12
	PD arm up next to head
	Check rib: same test but inhale & hold

	T8 
	Both arms up
	Gallbladder

	T6
	Turn head to side of PD**
	Stomach

	T4 
	**Lift PD shoulder off table
	Asthma

	T1
	**Shrug shoulders and relax
	Heart

	T 1st Rib
	**Shrug and roll the ribs 
	Radicular symptoms!! (pull traps back when making adjustment – Inf)

	Scapula
	**Squeeze PD arm into side (check opp side for related subluxation by squeezing opp arm into side)
	Inf border subluxated toward tall leg (PD leg = medial scapula most of the time

	C7
	Return head to neutral
	Radicular symptoms

	C5
	Lift head off table (just lift chin)
	

	C2 
	Tuck chin to chest
	If shortens = C2 sublux opp PD side (headaches)

	C1
	Tuck chin
	If lengthens = C1 sublux on PD side

	Occiput
	Neutral body position
	


· Long short rule for adjusting (lengthens in Position 2 = on side of PD)
· LOD = AS in the spine (follow AP curves)
· Contact points:

· L/S= mamillary

· T/S= TP

· C/S= pedicle/laminar junction (LOD = AS in plane of facet)

· Atlas sublux ( LOD straight Med

· Adjust thru DR thumbnail (unless have Activator IV gun)

· Occiput = Inf Nuchal line (LOD = straight A thru thumb) ( check occiput 2x (possible to have on both sides – subocc HA’s, sinus)

· Headache that starts at occiput U/L and comes over head to the ipsilateral eye (suboccipital HA due to greater/lesser occipital n’s)

· Clinically: want to know if had LBP 1st or leg pain 1st (vice versa)
· If leg pain 1st = may be a disc (HNP, bulge)

· Important to have msr of calf mm’s weekly (looking for atrophy), send pt to ER if begin to have problems urinating!! ( compressive injury

· T10-T2 subluxation = ALSO do the opp rib (ILat)
· Floating ribs: do pressure test to find correct LOD

· .

· .

· .

	Long-short Rule

	Lengthens in position 2 = adjust on side of PD
	Shortens in position 2 = adjust on opp side of PD
	If Even = move on to next isolation test


Practice Tips:

1. Call new patients evening after their first visit to check and see how the adjustment went.

2. Send out welcome letters for new patients.

a. 2nd visit is the ROF

3. Billing/Documentation: bill for 2 tmt areas – get longer time for treatment and not red flag by saying every area in the spine was a problem (must be able to back up claim more than just a sublux in the area – prove it is causing hlth prob)

4. Keep time w/ pts as short as possible while still keeping the personal touch.
a. If pt has a question that will take a while, have them leave their # and Q’s at front desk and call them back

b. Always keeps promise to a patient (no matter what!!)

5. Activities of daily living: ask pt what it is they want to do that their condition is inhibiting them from doing. 

a. Gives you a goal to help the pt reach – more compliant to your tmt

b. EX: play golf thru 3rd hole w/out pain; be able to walk at the zoo/play w/ kids, etc

i. Wt loss: I can treat you at the wt you are now w/ good results, but we will work on this together to get better results (leg length asymmetry could be causing pain during walking and causing the pain ( keeps them from exercising)

ii. Can only take responsibility for what you do ( can’t change the things the pt is in control of (ex: of dentist removing cavities but can’t prevent them ( I can remove subluxations but I can’t change your lifestyle)

iii. Golfer/bowling/tennis: figure torsion injury

1. R handed golfer gets L torsion (explain layers of the disc ( cause disc to separate/degenerate

2. Twist on cart to the right and hold for 10 sec (do on odd # holes, etc)

6. Babies: (infant up to walking) – put in groove of table lying on back (mom on other side of table)

a. Roll knees together ( length assessment (look at creases on achilles tendon, use ruler/book across the heel for “6 point landing”
b. Adjust Atas (straight medial) on PD side (#1 setting thru thumb)

c. When kid can walk – treat as adult (depending on height, either lower like normal or pick up and put knees as certain point (legs in right place) and have them walk hands down straight

d. Act quickly because they won’t hold still (get good read on pelvis)

i. Tip: get PD and do knees all at once (2 fingers on each side of both knees ( usually not a knee problem; if get a pos – have to stress test all

ii. Next stress test AS and PI then adjust what you find
7. When you get a pt coming into your office  for non-musculoskeletal conditions ( you are doing your job!!!

a. Time pt is on the table – use for pt education (chief complaint is constipation, etc!)

b. Referrals for other conditions also

8. Acute Patients:

a. Antalgic, “hot low back” – can’t tolerate manual adjusting

i. With activator – can adjust while they are in acute pain (get relief)

1. Tips: not every one can go down flat – pain may increase as lower table – may need to stop table and give time to catch their breath then keep lowering ( if they “hike up the hip” – can put in SOT blocks to allow them to be lowered the rest of the way ( try to work block out if possible (will affect the LLI)
2. Block according to the PD finding: block at crest on AS side and trochanter at PI side

3. Biofreeze and massage “hot” SI jt (leave on blocks for awhile)

4. When bring up tell pt they may have pain: 

a. If feel “red hot poker at SI area” = support pt and have them walk around a little (12 steps wt bearing) ( put back on the table and recheck the leg ( fix again (not very stable) ( give instructions and send them home (don’t want them hanging around the office)

b. If just feel diffuse pain: ice 2-4x a day, don’t sit longer than 30 min at a time (keep motion in jt), don’t sit in straight/upright chair (ischial tube stress right into SI); see tomorrow

9. Scoliosis: find majors (base, apex, top)

a. Have to clinically assess which ones are the most important (will find many sublux in the basic scan – don’t adjust all!

b. Redistribute stresses and keep them out of pain (not goal to straighten spine ( improve fx and activities of daily living)

c. If make promises to straighten, you set yourself up to fail w/ pt if it doesn’t happen (if it does, the pt is that much more trusting in your ability)

10. Post-adjustment soreness: had it for a while, lig’s/mm adapt ( I’m correcting it and the body has to now readapt to new position (ex: braces: orthodontist tightens and it hurts until the teeth realign some more – don’t just crank into “right position” but in stages)

11. Pt that asks if that is all you are going to do today? – Analogy of surgon removing appendix and decides to remove the spleen while he is in there 

12. Double amputee – after isolation tests, check their arm reach above head
