Gonstead Notes
Spring 2010


Introduction

Tuesday, January 12, 2010

10:25 AM

 

· Clarence Gonstead
· Born: July 24th 1898 in South Dakota
· Graduated 1923 from Palmer
· Died: October 2nd 1978
 

· Midterm will be in hour 14 of class time
· ASRA (Atlas Listing)
· *A = anterior                    (*important*)
· S = anterior tubercle is superior (pt presents nose up)
· *R = Right Side Superior (pt head is lateral flexed to L, or restriction on R)
· A = R side Rotated Anteriorly (R restricted rot, pt head is rot to L)
 

· Most commonly subluxated vertebrae are C1 & L5
· Look for referred pain
 

· Subluxation: a minor misalignment between 2 adjacent articulating surfaces that causes a problem
 

· Irritation = inflammation = heat
· Instrumentation -> nervoscope -> temposcope
· Swelling (edema) = Static Palpation
· Decreased Motion (hypomobility) = low ROM = Motion Palpation
· Considered an Orthopedic Test
· *Most Important Criteria*
· Look for Referred Pain
 

· For every subluxation there is also a compensation!
· Compensation is usually found above subluxation
· Compensation is defined as a minor misalignment between 2 adjacent articulating surfaces that DOES NOT CAUSE a problem
· No inflammation
· No irritation of nerve root
· No Heat
· No Edema
· HypERmobility 
· Adaptive!
· Over time, a segment which is compensating can eventually become subluxated.
 

· Main Objective: Take care of the patient until you have obtained and maintained optimal functional mobility!
 

· Most of the time when you treat someone with no results, you are treating 1-2 vertebrae to high
 

 

View X-Ray ----------------------(
Where is the subluxation???

 

We can't tell just by looking!
Need to Palpate!

Check Pt's ROM

*Find the subluxation on the 

PATIENT, not the xray!*

 

Just because it looks bad doesn't mean its causing a problem!
It has to cause a problem to be a subluxation.

 

Often the subluxated vertebra will look normal and the compensatory segment will look much worse.

 

· What happens with patient:
· Gets better
· Gets Worse
· No Improvement
· Includes if its better at first but chronically returns
 

· Working with the patient
· Get Hx
· ALL medications they are taking included
· What they take, how long, how often dosage
· Statin drugs will destroy CoQ10
· Get details of any trauma
· How they hurt themselves tells you what is hurt and how to fix it
· Exam
· Ortho
· Neuro
· Chiro
· Instrumentation
· SP
· MP
· Visual
· Xray
· FSAP (14x36)
· What we see
· Scoliosis
· Pedicles
· Listing Confirmation
· Pelvic Unleveling
· Transitional Sements
· Vertebral Artery Calficiation
· Wedging
· Lateralisthesis
· Femur heights
· Accurate Vertebral Count**
· How we take it
· Pt arms forward
· 2 exposures
· Primary ray thru GH joint, colimated to 14x17
· Lower the tube and shoot another 14x17 with central ray through hips
· FSLat (14x36)
· MOST IMPORTANT VIEW
· What we see
· Compression fracture
· Spondylo/base posterior  
· May affect AA

· AP Curves of the spine
· Sacral Base Angle
· Disc Spaces**
· IVFs
· Abdominal Aorta*
· Could burst or knock plaque loose if we adjust this
· Prevertebral soft tissue
· How we take it
· Spot shots only if necessary
· FIX IT! On the patient!
· First, give the patient a report of findings
· Techniques
· Leave it alone
 

 

· Patient will ask
· Can you fix me
· How long will it take
· Depends on 4 things
· Chronicity - how long has it been
· Age of Pt
· Occupation - ADLs
· Overall Health
· SUMMARY
· Find it on the patient (SP, MP, Etc)
· Accept it
· Fix it
· Leave it alone!
 

 

 

Xray Marking

Tuesday, February 09, 2010

10:39 AM

 

· Dots #1 and 2 at the most superior portion of the femur heads
· Connect these two with the FEMUR HEAD BASE LINE (FHBL)
· Roll parrallel up to superior sacral groove dot
· Dots #3 & 4 at the sacral groove
· At superior dot, using parallel, draw a line at the side of the inferior dot
This makes the SACRAL BASE LINE
· Dots #5 & 6 at the superior portion of the illiac crests
· At each dot, draw lines parallel to the FHBL
· Dots #7 & 8 at the inferior portion of the ischial rami
· At each dot,  draw lines parallel to the FHBL
· Align the parallel with the gridlines or with the bottom of the film, and raise/lower it to the level of the superior femur head, and draw a small line at the side of the inferior femur head
· Dot #9 at the second sacral tubercle
· With the parallel at 90* to the film, draw a line down through tubercle dot, all the way down to cross the pubic bone
· Dot #10 at the center of the pubic symphasis
· With the parallel 90* to the film, draw a line at the outside of the sacral ala and at the inside of the illiac crest
· MEASURE
· Top to bottom from superior crest line to bottom of ischial rami line on each side
· LEFT/RIGHT INNOMINATE MEASUREMENT
· Line above FHBL to the line above the inferior femur head,
· Put number off to the side and label it LEFT/RIGHT FEMUR HEAD DEFICIENCY
· Place center scale of the parallel (with 0 on the symphasis pubis dot) measuring out to the vertical line that was the central sacral line
· Put this at the bottom center Symphasis Pubes Measurement
 

 

 

 

Abbreviations

Thursday, February 11, 2010

9:50 AM

 

A = Anterior

P = Post

IN = internal

EX = external

R = Right

L = Left

I = Inferior

S = Superior

 

Contact Points:

T = Transverse Process (T/S Only)

LA = Lamina (C2-C7 Only)

M = Mammilary (L/S Only)

SP = Spinous Process (C2-L5)

 Listings

Thursday, February 11, 2010

9:53 AM

 

· LISTING DOESN'T MEAN SUBLUXATED
· Pelvis
· The reference Point for all innominate listings is the PSIS
· Rotates on a pivot point around the sacrum
· Listing as how it relates to the opposite innominate
· Will affect the view of the obturator on the xray 
(becomes smaller vertically with AS PSIS)
· Smaller innominate measurement is the side of AS illium
· If one innominate is AS, the other will ALWAYS be PI
· The SUBLUXATION is found on the patient! Based on which doesn't move
· 4 possibilities
· Neither is subluxated (they both move equally)
· R PI
· L AS
· Both are subluxated (1 subluxated, other compensated then subluxated)
· Determine which is subluxated and adjust that ONE
· AS
· On the side of the shorter innominate measurement
· Produces a smaller projected obturater foramen vertically
· Decresed lumbar lordosis
· Raised the femur head level
· Causes spongy edema at the PI margin of the SI joint
· Leaves scarum posterior on the involved side
· PI
· On the side of the longer innominate measurement
· Produces a larger projected obturator foramen vertically
· Increased lumbar lordosis
· Lowers femur head level
· Causes spongy edema at the PS margin of the SI joint
· Leaves the sacrum anterior on the involved side
· Internal/External
· Internal (IN)
· PSIS closer IN toward the sacrum
· The measure from sacaral tubercle to the PSIS will be smaller
· Symphasis pubes will be over toward the IN side
· Toe out on same side 
· bracing will exacerbate this
· Symptoms (one or more):
· Pelvic pain
· LATERAL Knee pain
· Lumbar/Thoracic/Cervical Pain
· Infertility
· External (EX)
· PSIS farther OUT from the sacrum
· The measure from sacral tubercle to the PSIS will be larger
· Center sacral line crosses over the EX public bone
· Toe in on same side
· bracing will exacerbate this
· Symptoms (one or more):
· Pelvic pain
· MEDIAL Knee pain
· Lumbar/Thoracic/Cervical Pain
· Infertility
· 9 Total Innominate Listings
· L/R ASEX
· L/R ASIN**Most Common
· L/R PIIN
· L/R PIEX**Most Common
· B/L IN-EX
· Correct AS, PI with LINE OF DRIVE! (when found by themselves)
· Achieved by position of forearm
· Correct IN, EX with Torque!
 

· 4 Areas where subluxation requires trauma:
· Innominates
 

· Leg Length
· Anatomical 
· Heel lifts are used permanently
· Physiological
· Due to a subluxation
 

· Subscripts
· For AS / PI
· Number is the difference in the innominate measurement
 

 

· Rules for Correction (5-2)
· For every 5mm of AS or IN correction, the femur head will be lowered 2mm
· For every 5mm of PI or EX correction, the femur head will be raised 2mm
· For AS5 - the AD will be 2mm
· For AS5IN5 - the AD will be 14
 

· MD - Measured Deficiency
· As measured on xray
· AD - Actual Deficiency
· After adjustment
 

 

 

 

Andrea’s Notes – NOT COMPLETE
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