Tuesday, January 06, 1998:  (Day 1)

Overview of course

Thursday, January 08, 1998:

No Class Comp Boards II

Tuesday, January 13, 1998:  (Day 2)

· Subluxation: A minor misalignment between two adjacent osseous articulating surfaces.  That causes a problem.  This can include extremities.
Problem:

· Irritation:  how does body respond to that irritation?  How do we look for theses things?

· 1)  Inflammation / Heat:  Instrumentation
· 2) Edema/Swelling: Static palpation along intertransverse process area lateral to spinous process.

· 3) Decreased Motion / Hypomobility: Motion palpation, 6 ROM’s.  Decreased ROM ( Fixation 

· Pain:  not a consideration or criteria that we look for in Gonstead.

· Pain can be utilized but it is subjective.

· Referred Pain can help but pain should not be an exclusive indicator of subluxation.  Not where pain is but do not rely on it.

· Redness:  Take note of it but do not utilize it as the only criteria for treating patient in that area.

· Posture:

· Skin lesions or irritation:  

Major objective is to restore optimum functional mobility.  “This will come back to haunt you”

Thursday, January 15, 1998:  (Day 3)

Subluxation definition will be on the test.

· With each subluxation, there is a compensation.

· Compensation:  a minor misalignment between two adjacent osseous articulation surfaces that does not cause a problem

· Problem:

1. Heat

2. Edema

3. Diminished mobility.

· Compensation will not produce head or edema and will be hypermobile.

· You find subluxations or problems on the patient.  You cannot find the problem on the x-ray because you cannot feel heat, see edema or see diminished mobility.  First thing you should do is find the problem on the patient rather than just going to the x-ray and finding what appears to be out of place.

· Compensatory segment usually looks worse on x-ray than the subluxated segment.  This is from the first page of the Gonstead Book.

· Adjust the subluxation to restore optimum functional mobility.  Do not adjust the compensation because it is already hypermobile.

· If subluxation is not taken care of, over time the compensation can become subluxated.  When the segment has diminished mobility we know it is turned into a subluxation.

· Parasympathetic: Condyles ( C5/6 , L5, Sacrum and Pelvis

· Sympathetic C-6 ( L5

Tuesday, January 20, 1998:  (Day 4)

Most of the time the compensation will be above subluxation.

Subluxated atlas or occiput will have compensation below.

Go to the x-ray to confirm or rule out what you thought you found.

FSAP




FSLat

1.  Listings



1.  Base Posterior Spondylothesis

2.  Pedicles



2.  ADI


3.  Scoliosis



3.  A-P Curves ******

4.  Accurate Vertebral Count

4.  Disc Space

5.  




5.  Weight Bearing

6.




6.  Fracture

Thursday, January 22, 1998:  (Day 5)

6 Stages of Disc Degeneration:  Action Notes Page 4

D1

3-7 Days
Acute, Swollen throughout, Edematous.  

D2

3-7 Months
Posterior and anterior decreased.

D3

3-5 Years
Wide on anterior and posterior is getting thinner.

D4

5-10 Years
Approximate at back and front is getting thinner.

D5

10-15 Years
Paper thin disk but it is there.

D6

15-20 Years
Almost no disk and vertebrae fused.
Chronic

Why is this important to us?

1. You can tell where the problem is, what it is and how long it has been there along with how it happened

2. It will also give an indication of how long it is going to take to correct the problem.

1. Hx / Acc / Occ

2. Exam

1.  Ortho/Neuro

2.  D.C. Exam

· SP

· MD

· Instr

· Acc Vert

3. X-Ray

4. Dx

5. Tx

6. Leave it alone.

Tuesday, January 27, 1998:  (Day 6)

Skipped Class

Thursday, January 29, 1998:  (Day 7)

Get gonstead book, this stuff could be confusing.

Femur head base line connects the two lines at the head of the femurs and will be used as a landmark for the rest of the marking. This will come back to haunt you.

Sacral Base Line:

Inomonate measurement bilateral:
Femur head deficiency:  measure between femur head base line and line above that is horizontal to the grid line.

Illeum shadow measurement:  104mm of left illeum shadow.  This measure often gets mixed up with innominate measurement.  Make sure you do not get these confused on the midterm.

Tuesday, February 03, 1998:  (Day 8)

· Left innominate measurement is measure of inominate bone.

· From psis to most medial portion of ileum.  104mm of left ileum shadow measurement and 98 mm of right ileum shadow.

· Central sacral line to lateral aspect of sacral ala.  This is sacral ala measurement.  65mm of left sacral ala measurement and 55 mm of right sacral ala measurement.

Femur head base line

Every other line should be 90 degrees or parallel in theory.

Superior aspacts of both iliac crests to femur head base line and pubic bone.

Sacral base line goes from both sacral notches.  Idealy paralell to femur head base line.

Letters used in Gonstead analysis, and the words they abbreviate:

A – Anteriro

P -  Posterior

IN – Internal rotation (only in pelvic area)

EX – External rotation (only in pelvic area)

R – Right

L – Left

I – Inferior

S- Superior

CONTACT POINTS:

T – Transverse process (thoracic)

LA – Lamina (Cervical)

M – Mamillary (Lumbar)

SP – Spinous process (C2 – L5)
PSIS is point of reference for innominate bone.

AS has shorter innominate measurement and obturator is smaller vertically.  This does not mean that they are subluxated, you must check the patient to find diminished mobility.

Just becaue a listing is there does not mean it is subluxated.

If one ileum is AS the other has to be PI but that does not mean either one is subluxated for sure.

Chart out of book

THE AS ILEUM (in order of improtance)

AS is on shorter inominate.  The measurement is sorter, not he inominate.

AS produces a smaller obtorator foramen projection Vertically

PI produces a sarger projected obturator foramen vertically.
Thursday, February 05, 1998:  (Day 9)

Did not take notes today.  Went over 9 listings of Ileum on x-ray and how to find subluxation.

Tuesday, February 10, 1998:  (Day 10)

Class cancelled.  Cranwell is a no show

Thursday, February 12, 1998:  (Day 11)

Last lecture we talked about the nine different innominate measurements

Point of reference is PSIS

· AS: give anominate measurement that is shorter than the other side

· ASIn: see on an x-ray, rule of thumb is on that x-rya on patient, left inominate is subluxated and has diminished mobility.
· ASIn:  will always eliminate any one of the four listing by themselves.
· AS

· PI

· EX

· IN

Line of drive takes care of the first two letters, torque takes care of the second two letters.

· PIEx

· ASIn

LOD is determined by position of forearm

Torque is twisting of the wrist.  This is either clockwise or counter clockwise.

Utilize 4 things to use osseous adjustments: (demonstrating adjustments)

1. Patient positioning
2. Doctor positioning so doctor is relaxed.

3. Line of drive
4. Speed-Timing is very important.

Torque is clockwise on the left PIEx and counterclockwise on the right PIEx.

Left ileum PIIn torque would be clockwise.  Right ileum PIIn would be counterclockwise.

AS: inominate measurement is smaller.  Obturator is smaller verticlly

ASIn: obturator would be smaller obturator both ways

PIEx: Obturator bigger both ways.

IN:  Ileum shadow is bigger.

PIEx:  left ileum.  

PIIn:  walking will exacerbate worse than sitting.  Ileum is stuck posterior and it needs motion to walk.

Symphisis pubis always moves toward IN side and therefore pubic bone that crosses center sacrum line is EX.

KNOW TOE IN AND TOE OUT AND FLACID OR TIGHT GLUTEAL MUSCLES IN RELATION TO SACRUM.

1.  Physiological short leg:

· Subluxation of ileum, knee, femur head, sacrum ect…

2.  Anatomical Short leg:

· Leg just is not as long as opposite side due to injury, trauma, surgery, or just born that way.

· Polio or osteomyelitis may also be a cause.

3. Combination of the above two.

As inominate subluxates, it will have affect on femur head as it appears on the x-ray
Tuesday, February 17, 1998:  (Day 12)

Page 26 in gonstead book.

Talking about innominate  subluxations and affects on femur heads and leg length.

As inominate subluxates the femur head will go the same direction as appears on x-ray
· PIEx:  femur head will appear low.  As inominat goes down and out, the femur head will go down and out.  This will be the side of SHORT leg. (changed angulation of center plumb line)

· ASIn:  Femur head will appear high on x-ray but give you a longer leg.

Physiological short leg

Anatomical short leg

Combination of the above two (most common)

5-2

Subscripts:

· Inominat from top to bottom (L) 270, ® 280:  Side of AS is (L) (shorter inominate is side of AS)

· Difference of two measurements is 10 (subscript)

· IN subscript & EN subscript is measurement from pubic symphysis to sacrum

Subscripts tell us:

1. Which is the major portion of that misalignment

2. Indicates line of drive vs. torque for the adjustment.  

5-2 rule

Rules for correction (Page 30)

1. For every five millimeters of AS or In correction, the femur head height will be lowered tow millimeters.

2. For every five millimeters of PI or EX correction, the femur head height will be raised two millimeters.

KNOW THIS STUFF:

PI5 with fermur head deficiency of 2mm (measured deficiency)

A.D.= Acutal deficiency

M.D.= Measured deficiency

Thursday, February 19, 1998:  (Day 13)

JMPT Nov/Dec 1997 Page 607: Article called the “SACROILIAC JOINT”
He highly recommended this article

Subscripts and how to derive them

5-2 correction factor

MD = Measured deficiency

1. Inominate misalignment will have effect on the femur head

2. AS will bring leg superior,  PI will bring it inferior

3. Put subscripts in to see how much effect it will have.

4. EX will make it appear lower on X-rya

5. AS obturator smaller vertically.

6. EX obturator smaller horizontally.

Tuesday, February 24, 1998:

RULES FOR CORRECTION
Regardless of which inominate you correct you will still have same AD on the same side.

Lateral X-Ray

AS ileum causes loss of AP curves

Thursday, February 26, 1998:

· The posterior rotated sacral Ala will appear wider.  This is not a posterior sacrum.  This is a posterior rotated sacral ala.

· To list this as a posterior rotated sacral ala we must have some criteria.

1. Entire spines from L5 up to and including C2 spinouses have rotated to the opposite side.  (most important)

2. 6-7 millimeters of difference in measurement of sacral ala measurement.  Sacral ala to spinous.

3. No scoliosis  (least important)

Four potential sacral misalignment involving sacroiliac articulation are as follows.

1. Posterior rotated sacral ala on the right (P-R)

2. Posterior rotated sacral ala on the left (P-L

3. Posterior and inferior rotated sacral ala on the right (PI-R)

4. Posterior and Inferior rotated sacral ala on the left (PI-L)

Before you can list that the sacrum has gone inferior, you must rule out malformation of the sacrum.

· Draw a line through sacral foraminas and see if they are parallel or converge.

· If all of the sacral foramina lines are parallel to one another and parallel to sacral base line, you can rule out malformation of the sacrum.
UTILIZE CHART ONLY IF YOU HAVE A SUBLUXATED ILIUM ON THE SAME SIDE THAT THE SACRAL ALA HAS ROTATED POSTERIORLY ON!

Adjusting Sacrum to Ilium

1. If the ilium listing is AS, In, or ASIn, adjust the sacrum to the ilium

2. If the listing is ASEx, with the AS predominating (larger subscript), adjust the sacrum to the ilium.

3. If the listing is PIIn, with the In predominating, adjustthe sacrum to the ileum.

Adjust Ilium to Sacrum:

1. if the ileum listing is PI, EX, or PIEx, adjust the ilium to the sacrum

2. If the ilium listing is PIIn, with the PI predominating, adjust the ilium ot the sacrum.

3. If the ilium listing is ASEx, with eht EX predominating
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