Gonstead
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I. Overview

a) Determining where problem is

i) Instrumentation

(1) Tests heat

ii) Static palpation

(1) To find edema

iii) Motion palpation

(1) Most important

(2) Do to reproduce pain

II. Subluxation

a) In Gonstead= a minor misalignment between 2 adjacent articulating surfaces that causes a problem

b) KISS- find it, adjust it, leave it alone
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I. Subluxation- a minor misalignment between 2 adjacent articulating surfaces that cause a problem

a) Where is it?

i) Heat 

(1) With inflammation

(2) Use instrument- temposcope, nervoscope

ii) Edema

(1) Find thru static palpation

(a) Run fingers lateral to sp, will find a nerve root between tp or mamillaries

iii) Motion

(1) Most important

(2) Find thru motion palpation

(3) 6 ROM

(4) looking for hypomobility and fixation possible over time

b) Pain

i) Referred- pain not where problem is

c) Ex: bulging discs from L1- S1

i) Only one giving problem was L3/L4 

ii) Pain was running down medial knee

d) Goal of treating: To restore optimal functional mobility
i) Don’t adjust bc of how it looks on x-ray

ii) Find the subluxation on the pt, not x-ray

iii) If it ain’t broke, don’t fix it

e) 3 outcomes

i) gets better

(1) bc- correct listing, vertebra and LOD

ii) stays the same

(1) bc- on the wrong vertebra

iii) gets worse

(1) bc- on correct vertebra, wrong LOD and contact 

iv) gets better, but symptoms come back

(1) bc- treating the compensatory segment, so look above or 1 or 2 vert below

II. Compensation

a) For every subluxation there is a compensation

b) A minor misalignment between 2 adjacent articulating surfaces

c) Will find it above the subluxation except in occiput, TMJ or in bite 

d) Difference between subluxation and compensatory segment

i) No heat

ii) No edema

iii) Increased motion- hypermobility

(1) As your doing ROM, doesn’t exacerbate symptoms

e) Don’t adjust it! Leave it alone!
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I. New pt

a) Get Hx

i) When did it start?

ii) How did it happen?

iii) Detail

iv) How can glenohumeral joint sublux

(1) Ant or sup 

v) List of meds pt is on

(1) Bring a list in on first visit

(2) m/c side effect of statin drug

(a) destroys CoQ10

(b) so supplement CoQ10

(3) Birth control pills

(a) Changes the way body processes B vits

(b) Pt could get fatigued

(4) Hair loss- test hair for metals

(a) Aluminum- should be 0-2, pt had 55

(b) Drysol- drug for sweaty hands and feet

vi) Occupational Hx

vii) Accident hx

b) Exam

i) Physical

ii) Ortho

iii) Neurological

iv) Chiropractic

(1) Instrumentation

(a) Heat sensitive instruments

(2) Visual

(a) When atlas subluxates, most of the time you will have problems with ear on same side

(3) Static palpation

(4) Motion palpation

(a) It’s the chiropractic orthopedic exam

c) X-ray

i) Do not treat without current X-rays
ii) NCMIC

iii) In Gonstead, take FS A-P and FS lateral

(1) 14X36 film

(2) FS lat

(a) Taken on 1 piece of film with 2 exposures 

(i) First exposure- 14X7 with primary ray thru head of humerus

(ii) Second exposure- 14X7primary ray thru iliac crest 

(iii) Therefore, can’t get accurate vertebral count

(b) If only have 1 piece of film, take a lateral rather than an A-P

(c) Cant find on FSA-P, but can on a lateral

(i) *Disc condition 

(ii) Aorta 

(iii) A-P curves 

(iv) *Spondylolisthisis/ Base post (B.P./ sacrum goes post)

(v) C-1 A-P

(vi)  Prevertebral soft tissue

(vii) ADI

(viii) *Compression fracture 

(ix) Weight bearing

(3) FSA-P

(a) Taken in 1 exposure

(b) Can’t find on FSlat, but can on A-P

(i) Scoliosis/ towering

(ii) *Listings- where SP and discs are 

1. Confirmation of listing

(iii) Femur head height/ pelvis

(iv) Accurate vertebral count

(v) Spina Bifida 

iv) To confirm what you found

v) To eliminate things- CA, osteoporosis, atherosclerosis, 

d) Treatment

i) Use your technique to restore optimal functional mobility to the joint

e) Leave it alone

i) If there is good ROM, no heat, no pain

II. List of things to do

a) Find the problem 

b) Accept it 

i) Adjust where motion recreates problem

c) Fix it

d) Leave it alone

i) If not, you make a chiropractically induced subluxation 
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I. 6 stages of disc degeneration

a) D-1

i) Time period

(1) 2-3 days

ii) Presentation

(1) Acute, disc bulge

iii) See pt every 6-8 hours 

iv) Symptom free within 10 days-3 weeks 

b) D-2

i) Time period

(1) 3-6 months

ii) Presentation

(1) Decreasing posterior disc space

c) D-3

i) Time period

(1) 3-5 years

ii) Presentation

(1) Decreasing anterior and posterior disc spaces 

d) D-4

i) Time period

(1) 5-10 years

ii) Presentation

(1) Posterior disc space is gone 

(2) Anterior disc space is decreasing 

e) D-5

i) Time period

(1) 10-15 years

ii) Presentation 

(1) Paper thin disc space

f) D-6

i) Time period

(1) 15-20 years

ii) Presentation

(1) No disc left between vertebrae

iii) Lost all mobility- fixation 

iv) Can get some mobility with adjustments

v) Relief within 3-4 months

II. Do Not mix the systems

a) Autonomic nervous system

i) Parasympathetic

(1) Occiput, C1-C5 on C6, L5, sacrum and pelvis

(2) Adjusting C1 and sacrum slows down patient 

(a) If have tachycardia, diarrhea, eye twitch, restless sleep, adjust parasympathetics

(3) Dysphagia- adjust C1

ii) Sympathetic 

(1) C6/7- L4 on L5

(2) Adjusting sympathetics helps patients with sleeping all day, constipation, etc 

b) If have both symptoms, decide what’s more important and adjust there 

c) Objective in Gonstead: be specific, precise and accurate for constant results

III. Dr. Clarence S. Gonstead

a) Born: July 24, 1898
b) Died: Oct 2, 1978
c) Graduated- University of WI with mechanical enginerring 
d) Had rheumatoid arthritis, was bed ridden
i) Got adjusted
e) Graduated from Palmer in 1923
f) Graduated from Minnesota school of Naturopathy in 1943
g) Brings up nutrition on last visit so that chiropractic gets all the credit 
h) You are what you eat/ digest/ absorb/ utilize/ eliminate
i) Came up with listing system (1st in chiropractic)
j) First to relate autonomics to spine 
i) And wrote it down 
k) Quote: “First, spend all the time necessary to carefully and precisely find and correct a pt’s problem. Do not be in a hurry. Check and re-check your x-ray, your palpation, instrumentation, and visualization. Second, remember that Chiropractic always works. When it does not seem to, examine your application, but do not question the principle. Third, be prepared when the demand for chiropractic care increases. Study the spinal column and the nervous system every chance you get. Our future will be the results.”
IV. Ronald Reagan
a) Supported chiropractic 
b) Started at a radio station WOC- World of Chiropractic in Davenport
V. VSC
a) Abberant relationship between 2 adjacent articular structures that may have functional pathological sequelae, causing an alteration in the biomechanical and/or neurological  
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I. Adjust 

a) Convert, improve, right, regulate, mend, straighten, arrange

II. Manipulate

a) Exploit, command, govern, misuse, handle, sway, take advantage, influence
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I. Xray marker- parallel

a) Make sure it rolls

b) Straight scale from 0-260 mm

II. Xray marking A-P

a) Hang xray with pt right and right of view box and your right on right

b) Step 1- place dots 

i) 1 and 2-at superior femur heads

ii) 3 and 4-at sacral groove- where lumbar vert meets sacrum

iii) 5 and 6-superior iliac crest

iv) 7 and 8- most inferior portion of bilateral ishemium

v) 9 and S1

vi) 10- center and horizontal of symphysis pubis

c) Step 2- draw lines- 

i) Femur head base line- Connect 2 femur head dots 

ii) Take parallel and align it with femur head line roll it up to connect superior sacral groove dot

(1) Make a line at sacral groove that is most inferior

(2) It may indicate the sacral ala has dropped 

iii) Draw a line at most superior portion of each superior iliac crest dots 

iv) Draw line at ichium dots parallel to femur head dots 

v) Use grid lines from cassette or bottom of film to align parallel and roll it up to superior femur head- draw line superior to inferior femur head 

(1) Will never be parallel to femur head base line

vi) Place parallel 90 degrees to femur head base line, roll it over to center of sacrum- draw a line through S1 to center of sacrum, stop and draw a short line at bottom

(1) It should go through pubic symphisis, if not, may have rotation

(2) Line is perpendicular to femur head base line

vii) Go to most lateral aspect of right and left innomimnate and make a line

viii) Draw a line to lateral aspect of right and left sacral ala

ix) Draw a line at most medial aspect of right and left sacral ala

x) Sacral base line- draw a line connecting 2 sacral groove dots 

xi) In ideal situation: all lines in pelvic area will be either parallel or perpendicular to femur head base line 

d) Step 3- measure between lines

i) Take parallel and line it with iliac crest and measure to ishium

(1) Ex: 195 mm of left inomnate measurment 

(2) Do same to right: 197 mm of right inomnate measurement 
ii) Measure between superior femur head to line above where opposite side femur head would be 

(1) Ex: 1 mm of left femur head deficiency
iii) Measure center 0 line to center pubic symphysis and measure to line where draw where symphysis pubs was

(1) Syphsis pubes measurements
iv) Measure sacral ala- center 0 line on parallel on center sacral line- measure from center to most lateral line 

(1) Ex: 60 mm of left sacral ala measurement
(2) Perpendicular to femur head base line

(3) Do to both sides

v) Measure from medial ilium to lateral ilium 

(1) Measure the ilium shadow
(2) Ex: 104 mm of left ilium shadow

(3) Do both sides
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I. Main objective

a) Restore mobility

b) Not to straighten spine

II. Chart in book 

a) A= Anterior

b) P= Posterior

c) IN= Internal 

i) (Rotation in inomnate)

d) EX= Exterior 

i) (Rotation in inomnate)

e) R= Right

f) L= Left

g) I= Inferior

h) S= Superior

i) *T= Transverse Process

i) Only in T/S

j) *LA= Lamina

i) C2-C7 only

k) *M= Mammillary

i) Only in L/S

l) *SP= Spinous

i) C2-L5

*= Contact points for adjusting

III. A-P misalignment

a) Listings in inomnate

i) Point of reference- PSIS

ii) List inomnate compared from right to left

iii) Inomnate rotates, not just inferior and superior

(1) Ex: AS PSIS

(a) Effects inomate measuremnt- makes it smaller than the other side

(b) Other side will be PI with a larger measurement

(c) Won’t know which is subluxated until motion palpation

(i) 4 options- one or the other is subluxated, neither or both are subluxated

(d) Will make obturator smaller vertically than the other side

(e) The PI ilium obturator will be larger vertically 

(f) Edema will be at superior portion of the AS PSIS

iv) Summary

(1) AS Ilium- in order of importance

(a) On the side of shorter inomnate measurement

(b) Makes a smaller projected obturator formamen vertically

(c) Causes decreased lumbar lordosis

(d) Raises femur head level

(e) Causes spongy edema at posterior inferior margin of SI joinr

(f) Leaves sacrum posterior on the involved side

(2) PI Ilium- in order of importance

b) Horizontal listings- EX and IN

i) PSIS goes EX

(1) PSIS away from center of sacrum

(2) Pubic bone crosses center sacral line

(3) Distance between center of sacrum and PSIS increases

(4) Ilium shadow measurement narrower 

(5) Obturator larger horizontally

(6) Toe in

(7) Tight musculature (gluteal)

ii) PSIS does IN

(1) PSIS goes toward center of sacrum

(2) Syphisis pubes moves to other side 

(3) Distance between center of sacrum and PSIS decreases

(4) Ilium shadow measurement wider 

(5) Obturator smaller horizontally

(6) Toe out

(7) Flaccid musculature (gluteal)

iii) Symptoms

(1) LBP

(2) Leg pain either side

(3) Knee pain on medial knee on EX side

(a) Lateral knee pain on IN side

(b) Referred pain

(4) Hip pain

(5) Decreased ROM

(6) Ankle pain

(7) T/S pain

(8) C/S pain

(a) HAs

(9) Most likely to have knee surgery with braces if child

(a) Causes more discomfort 

(10) Cryptosporidium- Most likely not to have descended testes 

(a) IN side- stretches ligament

(b) EX side- squishes testes

(c) Could have surgery for this

(11) Could have trouble getting pregnant 

(a) L3 subluxation could hinder menstural cycle
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I. 9 inomnate listings!!!

a) None are subluxated until motion palpation 

b) ASEx

i) Not common

ii) Measurements

(1) Inomnate meas smaller

(2) Ilium shadow smaller

(3) Obturator

(a) AS makes vertical plane smaller

(b) Ex- makes hoizontal plane larger

(c) Therefore, don’t depend on this measurement

c) ASIn

i) m/c

ii) measurements

(1) smaller obturator in both planes

(2) smaller inommate 

(3) smaller ilium shadow

(4) has toe out

(5) flaccid glut musculature

iii) adjusting

(1) torque

(2) LOD

d) PIEx

i) M/c

ii) Pain going down left thigh

iii) If hip- walking would aggrevate

iv) If Lumbars- walking would not aggrevate, sitting would 

v) L not moving on Trendelenberg, so sublux in vert plane

vi) No motion in horizontal plane

vii) Step 1- find out what bone

viii) Step 2- find the listing

ix) Measurements

(1) Innomnate measurement larger on PI side

(2) Obturator larger in both planes

(3) Ilium shadow narrower- on EX

(4) Toe in

(5) Tight glut mm

x) Step 3- fix it

(1) Use LOD to correct the PI, AS, IN and EX

(a) Position of forearm makes LOD

(b) So use inferior to superior LOD

(2) Use torque to correct IN and EX when they are in combo with PI or AS

(a) Torque is twitch of wrist 

(b) Depends on what side you are on 

(c) So torque counterclockwise if on Left

(d) Clockwise on Right inomnate

xi) PIEx- PSIS out, down and 

(1) Contact inferior and lateral to PSIS 

xii) LOD= inf to sup, Torque= L-counterclockwise, R- clockwise

e) PI/In

i) Measurements

(1) Obturator 

(a) PI- larger vert

(b) In- smaller horizontally

(2) Larger inomnate measurement

(3) Toe out

(4) Flaccid glut musculature

(5) Syphysis pubes moves to In side

ii) Opp inomnate ASEx, so either may be subluxated 

(1) Can list both inomnates, but either may be subluxated

(2) So Motion Palpate

f) AS

i) AS of 5 subscript 

ii) Inomnate measurement is 200, so PI inomnate measurement is 205 

g) PI

i) Lowered femur head

ii) PI of 5 subscript 

(1) Difference of inomnate measurements

h) IN

i) EX

j) INEX

II. Femur head heights

a) Changes with ilium misalignment 

b) Measure from head of femur to calcaneus

i) Femur

c) Anatomical leg deficiency

i) Legs not same length for many reasons

(1) Polio, hip replacements, broken bones

ii) Use a heel lift

(1) Not all the time!

(2) No scoliosis- no heel lift!

(3) Use heel lifts to stabilize!

d) Physiological leg deficiency

i) Patient has a subluxation

(1) In pelvis, sacrum, knee, ankle, foot 

ii) If ilium sublux PI, EX or PIEx

(1) Femur head lower

(2) Leg will be shorter 

iii) If ilium AS, IN or ASIN

(1) Femur head higher

(2) This changes the angulation

(3) Leg will be shorter on that side 

e) Combination of anatomical and physiological 

i) Most common

ii) Always treat physiological problem first!!!

f) Rules for correction (5/2 rule)

i) For every 5 mm of AS or IN correction, the femur head height will be lowered 2 mm

ii) For every 5 mm of PI or EX correction, the femur head height will be raised 2 mm

g) MD- measured deficiency- how much the femur head is lowered 

i) Measured from femur head base line and straight line 

h) PI sublux lowers femur head, so correction would raise it


i) For ever 5 mm of subscript, we will raise the femur head by 2mm 

ii) So actual deficiency will be 3 A.D.
(1) Actual deficiency

i) AS sublux raises femur head, so correction would lower it 

i) For every 5mm of subscript, we will lower the femur head by 2mm

ii) So actual deficiency will be 7 AD 

j) If PI on one side and femur head height def on the other, you have an anatomical leg def 

i) So may need a heel lift

k) AS and IN correction of PI and EX will lower the femur head 

l) PI and EX correction of AS and IN will raise the femur head

III. Sacrum

a) Sacral ala measurement

i) Center sacral line to lateral sacral ala

b) If sacral ala goes post to one side, it goes ant on the other 

i) Address the post side

ii) The post side will be wider 

c) Posterior sacrum

i) Wider measurement

ii) Can see more sacral ala and articulating process

iii) Center sacral line crosses over ant sacrum side 

d) Center sacral line crosses pubic bone

i) Either ilium on same side is EX

ii) Or sacrum on opp side has gone posterior 

iii) All spinus process would be going opp side as post sacrum

(1) P-L (post rotated sacral ala on the left) or P-R (post rotated sacral ala on right) for a sacral ala 

(2) So High TPs on same side as post rot sacral ala

e) P-R or P-L

i) Relates to sacral ala as it articulates with the inomnate 

ii) 2 criteria

(1) Rest of spine has SP rot to opp side and high TPs (mammillaries) on same side

(2) Sacral ala measurement is at least 6-7 mm bigger than opp side 

f) EX

i) One ilium AS and other PI but both aren’t moving 

(1) Once, one was subluxated and one was compensating

(2) Look at lateral film and the A-P curves 

(a) AS, or ASIn can give you loss of A-P curves 

(b) PI or PIEx can increase A-P curves 

(c) If lordosis is normal, look at inomnate on side of L5 body rotation as major and other inomanate as minor 

g) 4 potential sacral misalignments involving the SI

i) Posterior sacrum on the right (P-R)

(1) Posterior rotated sacral ala on the right

(2) Sacral ala appears wider on this side 

ii) Posterior sacrum on the left (P-L)

(1) Posterior rotated sacral ala on the left 

(2) Sacral ala appears wider on this side

iii) Posterior and Inferior sacrum on the right (PI-R)

(1) Inferiority only relevant with posteriority

(2) Sacral base line would connect with femur head base line, not be parallel to it

iv) Posterior and Inferior sacrum on the left (PI-L)

(1) Inferiority only relevant with posteriority 

(2) Sacral base line would cross the femur head base line ,not be parallel to it

h) Adjusting sacrum to ilium- only used if sacrum and inomnate subluxated on same side

i) If the ilium listing is A, IN or ASIn, adjust the sacrum to the ilium

ii) If the listing is ASEx, with the AS predominating, adjust the sacrum to the ilium

(1) AS has larger subscript

iii) If the listing is PIIn, with the In predominating, adjust the sacrum to the ilium

(1) In has larger subscript

i) Adjusting the ilium to sacrum- only used if sacrum and inomnate subluxated on same side 

i) If the ilium listing is PI, Ex, or PIEx, adjust the ilium to the sacrum

ii) If the ilium listing is PIIn, with the PI predominating, adjust the ilium to the sacrum

(1) PI has larger subscript

iii) If the ilium listing is ASEx, with the Ex predominating, adjust the ilium to the sacrum 

(1) Ex has larger subscript

j) Sacral base posterior (BP)

i) Break in geaorges line at L5 and S1

ii) Symptoms

(1) Hemorroid type pain, bi SI pain, bi EX, rectal pain- coccxydynia, BL toe in, seen in lat film

iii) Spondylolisthesis

(1) Break in Georges line L4, L5 AND S1

(2) Symptoms

(a) Bi sciatica

(3) If Asymptomatic- leave it alone!

(4) Disc space- ant gets larger, post smaller

k) Look for 4 things in first letter (PRS)

i) Wide ant disc space

(1) Palpation

ii) Decreased post disc space

(1) Palpation

iii)  Increased superior Interspinaous space

(1) On film

iv) Decreased inferior Interspinous space

(1) On film

IV. Lumbars

a) Listing

i) Posteriority

(1) L5-C2= P for 

ii) Spinous laterality listing 

(1) Example

(a) PR- spinous right

(b) High TP appears shorter on film

iii) Wedging

(1) Listed as what the wedge is listed as on the side of spinous laterality 

(2) Example

(a) Spinous R (PR) and wedge opened

(b) So PRS- superior vertebra, so typical wedging

(i) Will have restricted lat flex to the right

(ii) Large pedicle shadow on the left 

(c) Edema and heat over irritated nerve on side of spinous laterality  

(i) Don’t lay prone- edema disperses 

(d) TP always above the nerve root 

(e) AS laterally flex, spinouses move to opp side, unless subluxated

(3) If T8

(a) Relates to spleen

(b) Tired, immune symptoms, weak

(c) Sympathetics, adjust to stimulate them

(4) Example

(a) PLI

(i) Atypical presentation 

(5) PLS 

(a) Open wedge on l

(b) Rest lat flex on l

(c) High TP or mam on right  

b) Scoliosis

i) Label

(1) Right or left

(a) Based on convexity

(b) I have a left scoliosis

(2) Simple or rotatory

(a) Depends on side of spinous laterality

(b) Ex

(i) SPs on convex side, so simple

(ii) SPs in concavity, so rotatory

(c) Anytime the third letter (PRS) is an S, it’s a simple scoliosis 

(i) Contact point will be on the spinous 

(ii) Stand on, contact on and thrust on the open wedge side 

(iii) LOD

1. Spinous P-A

2. And lateral to medial 

3. Combine the 2 to go at a 45 degree angle 

4. Open wedge on right is Always clockwise torque

(d) Anytime the third letter (PRI) is an I, it’s a rotatory scoliosis
(i) Stand on, contact and thrust on the left

1. So contact the high mamillary

2. If T/S, put a T

3. If C/S put an LA for lamina

(ii) I means you need a contact point, so put a –M (PRI-M)

(iii) LOD

1. P-A

2. In a rotatory scoliosis, its only P-A

3. Use counter-clockwise torque for left open wedge Always 

ii) No wedging, no third letter

iii) When must you list the contact point

(1) When the third letter is an I

(2) When there is no third letter

(3) All L5 listings 

(a) Because you can differentiate between acute and chronic 

iv) Examples

(1) PR-SP


(a) Right simple scoliosis

(b) P-A and L-M with no torque

(2) PR-M

(a) Left rotatory scoliosis

(3) PR- SP

(a) No scoliosis

(b) Could contact the SP or mamillary, but since you want to get rid of posteriority, contact the spinous 

(c) P-A and L-M LOD with no torque

v) L3 on L4

(1) Medial knee pain 

(2) Anterior thigh pain

vi) PL-M

(1) P-A LOD

(2) In Lumbar spine

(3) SP in concavity

(4) Rotatory scoliosis

vii) PR-Sp

(1) LOD P-A and Lateral to Medial

(a) Always this LOD with Sp contact

viii) PLS

(1) Stand on left

(2) Contact Sp

(3) Left simple scoliosis

(4) LOD

(a) P-A

(b) Lateral to medial

ix) Acute

(1) Intermittent pain if no treatment throughout the years

(a) Comes back more frequent and lasts longer

x) Chronic

(1) See a compensation 

(2) May see a D5 or 6 disc on lateral 

xi) 4 peculiar L5 listings seen in chronic compensatory situations

(1) PRS-M

(a) Acute= PRS-SP

(2) PLS-M

(a) Acute= PLS-SP

(3) PLI-SP

(a) Acute=PLI-M

(b) Torque

(i) Clockwise

(4) PRI-SP

(a) Acute= PRI-M

V. Thoracic

a) Look for

i) Ant disc space wide 

ii) Inf interspinous space decreases

iii) Post disc space narrow

iv) Superior interspinoous space increases

b) Listings

i) PRS

(1) Right simple scoliosis

(2) Decreased lat flex on right 

(3) Big pedicle shadow on left

(4) Torque clockwise 

ii) PLS

iii) PLI-T

(1) List contact point bc I 

(2) LOD P-A

iv) 9 total 

c) Impbrication

i) Spinous projecting down in thoracics

ii) Contact the base of the spinous 

d) Adjusting

i) Patient position

ii) Doctor position 

iii) LOD

(1) Always through the disc plane

(2) Stand superior to contact 

(a) In lower lumbars

(b) Aloso in upper thoracics

(3) Stand over contact 

(a) In mid lumbars

(b) Also in mid thoracics

(4) Stand behind contact 

(a) In lower thoracics

(5) Stabilize head in mid thoracics up 

(6) Hand crosses midline in spinous contact, hand does not in TP contact

VI. Cervicals

a) C2-C7

i) Vertebral body plane lines

(1) On lateral film

(2) Line parallel with inferior body and draw line full length of parallel 

(3) With inferiority, lines cross posterior

(a) More inferiority, closer convergence point of lines

(4) Compensation 

(a) Vertebral body plane lines converge anteriorly 

(5) Normal C/S lordosis

(a) All lines converge off film

ii) Subluxations

(1) Patient will have suboccipital HA

(a) From anterior head cage

(b) Loss or diminished of P-A curves, so no resiliency 

(2) Tightness at C/T junction

(3) Parasethsia in arms and fingers

(4) Cold hands and feet

(a) Subluxatoin at C6/ C7 for thyroid 

(b) Will cause underactive thyroid because it’s in sympathetic system

(c) Will probably have whiplash injury

(i) Don’t need to be in car, can fall down stairs, etc

(5) Constipation

(6) Tired, lethargic, exhausted

(a) From no resiliency 

(b) Adjust lower C/S, Upper T/S 

(i) Because nerve innervation to thyroid 

(ii) Adjust and supplement iodine from seaweed and seafood 

(7) MPR

(a) Hypermobile

(b) Can adjust, but no permanent resolution 

(8) To adjust a PI vertebra

(a) So remove posteriority 

iii) Listing

(1) PRS-inf

(a) Inf= inferiority 

(b) Need to see it lateral film to differentiate between PRS and PRS-inf

(c) Inf- LOD inf to sup 

(i) Means lose lordosis

(ii) And P-A, so 45 degree angle 

(iii) Need torque to get rid of open wedge 

(iv) Still p-a and lat-medial and inf to sup  

(d) PRS- LOD P-A

(2) With I

(a) Need a contact point

(b) In C/S= LA

(3) PLI-LA-INF= PLI-LA

(a) Look at lateral for inf

(4) 9 basic listings, so 18 different listings 

VII. Atlas and occipital 

a) Upper cervical subluxation may cause SIDS

b) Anatomy

i) No disc btwn C1 and C2

ii) Have articular capsule 

(1) Becomes edemanous and causes atlas to go superior and lateral

c) Atlas

i) Heart rate changes 

d) Occiput 

i) Has articular capsule too

e) Marking

i) Lateral film

(1) At base and tip of odontoid

(a) Connect with a line

(b) Ondontoid line
(2) Draw a line perpendicular to this line 

(a) Ondontoid perpendicular line
(3) Atlas- dot at ant tubercle and center of post tubercle 

(a) Connect with a line

(b) A-P Atlas Plane Line 
f) Article- behavior optometery- 

i) Man- loss of sight after trauma 

(1) Chiropractic adjustments at C1 restored his vision 

g) Reverse cervical curve

i) Cervical pillow in a month because it could hurt unless restore mobility

ii) Get results with lower C/S adjustments

iii) Pt is tired Because C6-T1

iv) Arms and hands numb and tingling 

h) AP film marking

i) Draw vertebral body plane lines

ii) Transeverse Atlas Plane Line
(1) At dots on inferior portion of TP and lateral mass (or superior junction)

i) Listings of atlas- find on lateral film 

i) First letter= A

(1) Anterior 

(2) Can be from inomnate, coccyx, and atlas

ii) Second letter- what ant tubercle has done

(1) I= Inferior

(a) 2 lines- A-P atals plane line and ondontoid perpendicular plane line converge on ant

(i) Also diverge posteriorly 

(b) Nose and chin would be tucked in 

(2) S= Superior

(a) MOST COMMON

(b) A-P Atlas plane line and ondontoid perp plane line diverge on ant

(i) Also converge post

(c) Nose and chin up in air

(3) No second letter, so A-

(a) 2 lines are parallel to each other 

(b) Second most common 

(c) Looking straight ahead 

j) AP Listings

i) Third letter- what side is superior and lateral

(1) Most important letter

(2) R= right

(3) L= left

(4) Tells 

(a) Side of involvement  

(b) Restricted lateral flexion on same side as laterality 

(c) Side that is superior and lateral

(d) Side of contact on same side of third letter 

ii) AIR, ASR and A-R look same and A-P film, tell diff on lateral film 

iii) AIR

(1) Nose and chin down

(2) Head laterally flexed to left

iv) ASR

(1) Nose and chin up

(2) Head laterally flexed to left

v) A-R

(1) Look straight ahead

(2) Head laterally flexed to left

vi) List involved vert in relation to inferior vert 

k) Fourth letter- rotation 

i) Tells about rotation on side of involvement

ii) Determine by width of lateral mass

iii) Wider atlas lateral mass is side of anterior rotation  

(1) Can see more of the medial surface 

(2) Opposite for sacrum- wider is posterior rotation 

iv) Narrow lateral mass is side of posterior rotation 

v)  A= Anterior

vi) P= Posterior

vii) None 

l) AIRA

i) Nose and chin down

ii) Head lateral to left

iii) Nose rotated away 

m) A-RP

i) Nose straight

ii) Head to left

iii) Nose rotated to right

n) If axis plane line and transverse atlas plane line are parallel, pt doesn’t have an atlas problem because there is no superior or laterality (no third letter) 

o) Upper C/S subluxation 
i) TMJ
ii) Heart
iii) Stomach
iv) Eye- on opp side
v) Ear 
vi) Fatigue- no concentration 
p) Know xray, visual presentation and motion palpation 
q) Torque 
i) Eliminates superiority (so also laterality) 
r) If there is no fourth letter, neither lateral mass is wider 
s) Restricted rotation on the side that is anterior 
i) Opp of lateral flexion 
t) Parasympathetic sublux- condyle/ C1-C6, L5 and pelvis= hyper symptomatagy 
i) Can’t sleep, toss and turn, nightmares
ii) Eye problems- twitching, pain
(1) Opp side of third letter 
iii) Ear- ringing, conjestion
(1) Same side as third letter
u) Sympathetic- C-6/C7- L-4/L-5
i) C6 sublux- tired, loss of C/S curve
VIII. Occiput (aka condyles)
a) AP atlas plane line, ondontoid perpendicular line- if parallel, pt can have an atlas sublux, first 2 letters are A-
b) Foramen magnum line- on occiput on lateral film
c) A-P film- transverse condyle line- connect mastoid grooves

i) *If transverse atlas plane line and axis plane line are parallel, pt can not have a subluxation 
d) Lateral film- C2-L5- need to address posteriority
i) Atlas- laterality/ superiority need to address
ii) Condyles- 
	Nose and chin in air
	Nose and chin down

	AS atlas
	PS condyle

	AS condyle
	AI atlas

	
	

	
	

	
	

	
	

	
	

	
	

	
	


iii) Foramen magnum line and atlas plane line converge posterior when head in air 
(1) Decrease OA (occiput atlas) space
(2) Symptoms- hyper bc pressure on spinal cord 
(3) *sustained in birth canal trauma 
(a) forceps, suction or thumbs in mouth
(b) Adult- blow to jaw 
(c) Colic, ADD, hyperactive 
iv) PS condyle
(1) Anterior convergence
(2) Hyper symptoms
(3) Increased OA space 
(4) Trauma had to occur with subluxation (also ilium, coccyx) 
(a) Car accidents 
e) AS condyle- forceps use
i) Baby bangs head- try to adjust itself 
