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Gonstead Listings
AS – ant/sup:  head and chin will be raised
R – head will be laterally flexed

P – posterior on one side (head is rotated)

Subluxation – a minor misalignment between two adjacent articulating surfaces that causes a problem

-the atlas subluxates lateral and superior ?
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Subluxation:

I) irritation ( 

1) inflammation (heat) – use heat-sensitive instrumentation (temposcope, nervoscope)
2) edema (swelling) – static palpation (run fingers lateral to SP) ( feel for puffy, spongy area over nerve root
3) mobility (reduced) ( motion palpation (most important of these 3 criteria)

-use MP as an orthopedic test to reproduce pain (6 ROM)

-MP the normal joint before palpating the abnormal joint (want find out what is normal for that patient)


II) hypertonicity


III) pain

-migraines, frontal, or one-sided headache:  adjust C7/T1 area

-suboccipital headaches:  adjust upper cervical

-hyperparasympathetics (ie acid reflux), adjust C1

-most important part of narrative report is the prognosis (esp to third party payers)

Compensation – for every subluxation there is a compensation (and vice versa)


-compensation is typically found above the subluxated segment; however, they can occasionally occur below

-minor misalignment that does NOT cause a problem



-No heat, No edema, incr motion (hypermobility)


-for every subluxation, there is a compensation


-most of the time the compensatory segment looks worse on X-ray then the subluxated segment

-if atlas subluxation, don’t forget to look at TMJ

-should always chew bilaterally when eating


-U/L chewing causes asymmetry
-the side the atlas keeps subluxating on, is often the side that the patient does NOT chew on

3 possibilities:  get better, get worse, or no change

-if patient gets worse, then could have adjusted the vertebra on the wrong side

-if patient doesn’t get any better, then likely you’re at the wrong level
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-xray is used to confirm what we’ve already found on the patient

-if xray disagrees, then patient could have had a more recent trauma since the xray was taken

Patient exam

-History, medications (ie statins), ACC (detailed case history of trauma), occupation
-statins can cause muscle aches and pains

-cholesterol levels should be measured after a 12-hour fast

-statin drugs destroy the liver and muscle tissue

-put the patient on CoEnzyme Q10, magnesium (relaxes muscle), fiber, vitamin C





-if have muscle cramps, put patient on magnesium



-do CRP/cardio blood test



-recommended book:  Drug induced nutrient depletion
-if hit from the side, the atlas would likely be subluxated (lateral) on the opposite side

-if hit from behind (C6/7)

-C6/7 ( thyroid problems (hypothyroid:  cold hands & cold feet)

Three tools:  temposcope, static palpation, motion palpation
6/3/08
-gonstead technique takes a FSAP and FSLat, on every patient

FS Lateral (more important than AP)

-disc space*


-spondylolisthesis / Base Posterior*


-ADI*


-compression fracture*


-lordosis & kyphosis (AP curves)*


-abdominal aorta (atherosclerosis, aneurysm, etc)


-sacral base angle

FSAP


-scoliosis


-pedicles


-listings* (but don’t need xray to find listings – palpation can give you your listings)

-transitional segment


-pelvis


-femur heights


-Acc vert

-gonstead technique takes a FSL on 14x36” film with two exposures (instead of one)

-FSAP is one exposure

Six stages of disc degeneration


1) D1 – very thick throughout (takes hours to days to develop)

2) D2 – thin at posterior portion (2-6 months)


3) D3 – gets thinner (no disc at posterior) (3-5 yrs)


4) D4 – starts to get thin throughout (5-10 yrs)


5) D5 – paper thin throughout (10-15 yrs)


6) D6 – no disc at all (15-20 yrs)



-can still restore some mobility, even if no disc
-Patient position

-Doctor position

-LOD

-Speed & timing
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Clarence S. Gonstead: 1898- Oct2, 1978


-Mechanical engineer


-graduated from Palmer 1923, learning Upper Cervical technique


-1943 – Naturopathic degree


-Mount Horeb, Wisconsin,  was where his first clinic was located

-“Do not be in a hurry.”


-spend the time to find the problem

Adjust:  improve, regulate, straighten, fix, restore, correct, harmonize

Manipulate: exploit, misuse, influence, maneuver, take advantage

Gonstead clinic:  opened in 1965 (with 150 employees)

29,000 sq feet just in the clinic


11 adjusting rooms

-Gonstead regretted building such a large complex, with so much overhead

-Cranwell recommends buying a commercial building: live in half, and practice in the other half

Parasympathetic:  Occiput – C6, L5, sacrum, pelvis (you will slow things down)
Symp: C7-L4 (you will speed things up)

-Gonstead technique recommends that you do not mix symp and parasymp systems
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Xray marking


-dots:  superior femur heads, l/s sacral junction, top of iliac crests, inf ischium, s1/s2 tubercle


-draw lines: 
-connect femur heads (femur head base line), 
-draw a parallel line through the superior sacral-groove dot (at l/s-sacral junction) 

-draw two more parallel lines (one through each dot on the superior portion of the iliac crests)

-draw two more lines through the ischium dots

(all these lines must be parallel with the first line)

-align the parallel instrument with the xray grid lines (or bottom of film) and roll it down to the superior femur head

-draw short line superior to the inferior femur head (parallel with the xray grid lines)

-align parallel perpendicular to femur head base line and draw a line through center of sacrum

-roll the parallel to the most lateral aspect of ilium and draw a vertical line here (parallel to previous line)

-draw 3rd vertical line through most lateral aspect of sacral ala

-draw 4th vert line through most medial aspect of right ilium

-repeat these three lines on left side

-draw horizontal line connecting the two sacral groove dots (dots 3&4) = sacral base line

-measurements:


-measure between iliac crest line and ischial line (in millimeters) = the innominate measurement (vertical)


-measurement femur head deficiency


-measure symphysis pube (as compared with vertical sacrum line)


-measure sacral alae (from center of sacrum to most lateral aspect of sacral ala)



-measure width of iliums (ilium shadow)

-gonstead objective is to restore mobility (not to straighten the spine)


A = anterior

P = posterior

IN = internal rotation (only refer to innominate)

EX = external rotation (only innominate)

I = inferior

S = superior

R = right

L = left
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Innominate (reference point is the PSIS)


-cannot go straight superior nor straight anterior


-AS ilium:  PSIS goes ant/sup (ONLY in comparison to the opposite side)



1-is on the side of the shorter innominate measurement (on AP film)



2-produces smaller projected obturator foramen vertically



3-causes a decr lumbar lordosis



4-raises the femur head level



5-causes spongy edema at the PI margin of the SI joint



6-leaves the sacrum posterior on the involved side


-PI ilium:  PSIS goes pos/inf


1-is on the side of the longer innominate



2-produces a larger projected obturator foramen vertically



3-causes an incr lumbar lordosis



4-lowers the femur head level



5-causes spongy edema at the post/sup margin of the SI joint



6-leaves sacrum anterior on the involved side


-EX: PSIS has moved away from the center of the sacrum, and pubic bone crosses center sacral line


-larger obturator foramen horizontally



-ilium shadow is narrower



-foot toes in



-tight gluteal muscles



-medial knee pain


-IN:  


-smaller obturator horizontally


-ilium shadow is wider



-foot toes out



-flaccid gluteal muscles

-first find out what bone is subluxated, second give it a listing

-typically, edema of SI joint is at the inferior portion of the SI joint

-if pain, edema at top part of SI joint, then often L5 subluxation

-just because a bone is listed does not mean it is subluxated


-it is only subluxated if it has decr motion
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-pubic symphysis moves to the IN side

-9 innominate listings:  ASEx, ASIn, PIEx, PIIn, AS, PI, In, Ex, In-Ex

-ASIn, PIEx are the most common
-find it, except it, fix it, leave it alone
-utilize LOD to correct the AS or PI

-PI line of drive

-utilize torque (twisting of wrist) to correct the In or Ex

4 cardinal rules:


-patient positioning (so patient is relaxed)



-if patient is not relaxed, he will fight you


-doctor positioning



-if doctor is not relaxed, patient will feel that


-LOD (through disc plane line)


-speed & timing

PIIn – contact inferior and medial to the PSIS
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-ASIn:  smaller obturator in both dimensions, smaller innominate measurement, larger ilium shadow

-if one side is ASIn, the other is PIEx

-anatomical leg deficiency:  knee replacement, fracture/injury, congenital, polio


-can diagnosis true leg deficiency if no PI/AS on xray (in theory)


-adjust first and see if patient reacts favorably (fix the physiological problem and often the body will adapt favorably)


-then consider heel lift

-physiological leg deficiency:  subluxation of foot, knee, hip, SI, sacrum  

-PI ilium will cause the femur head to appear lower


-expect to find a short leg on side of PI
-AS/PI subscript = difference in innominate measurement (AS is always shorter)

-In/Ex subscript = pubic symphysis measurement
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Rules for correction

1. For every 5mm of AS or In correction, the femur head height will be lowered 2mm

2. For every 5mm of PI or Ex correction, the femur head height will be raised 2mm

MD – measured deficiency
AD – actual deficiency

ie,  if AS5 In5 on left and femur head MD of 10mm on the right


-the femur head is lowered by 4mm on the left (5 for the AS and 5 for the In)



-then 6mm of AD on the right

ie, if AS10Ex5 on left, and 5mm of left femur head MD (when adjusting, more emphasis on AS LOD, then on Ex torque)

-to correct the AS, lower femur by 4mm


-to correct Ex, raise femur by 2mm


-result:  femur head AD will be 7mm on the left

-the higher/larger subscript will be the major
-major = subluxation

-minor = compensation

ie, AS5Ex10 and zero mm MD


-lower MD by 2mm (or AS) and raise it up 4mm (for Ex)


-AD will be 2mm on right 

Sacral misalignment
-posterior rotated sacral ala


-as it goes posterior, you see more of the sacral ala, and the center line moves to opposite side

-SP’s rotated to the opposite side

(either Ex or posterior sacral ala, or both cause center line to move)

Four potential sacral misalignments involving the SI articulation are as follows:

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

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

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

4. Posterior and inferior rotated sacrum on the left (PI-L)
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-wider sacral ala is the side that is rotated posteriorly

-if post sacrum to the left, expect the SP’s to be rotated to the right

-in Gonstead, we’re only concerned with sacral ala inferiority if it occurs on the side that has gone posterior
-only utilize this chart when innominate listing on the same side as the sacral ala subluxation:

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, adjust the sacrum to the ilium

3. If the listing is PIIn, with the In predominating, adjust the sacrum to the ilium

Adjusting Ilium to Sacrum

1. If the ilium 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 to the sacrum

3. If the ilium listing is ASEx, with the Ex predominating, adjust the ilium to the sacrum

-ie if PI, Ex, or PIEx on the same side as a posterior sacrum, adjust the ilium
-if posterior sacral ala on opposite side of ASIn, then adjust the one that has least motion (but don’t adjust both)

-larger subscript is the major portion and therefore the predominate listing

-ie if AS10Ex2, and a posterior sacrum on that side, then adjust the sacrum
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-if both sides are equally subluxated, then go to the lateral film


A – ramrod spine



-major subluxation:  innominate on AS or In side (sacral compensation)


B – hyper lordosis



-then major is side of PI and/or Ex


C – normal AP curvature



-go to ilium on side of 5th lumbar body rotation (spinous will be on opposite side)

-PIEx and ASIn are the most common

-just because they’ve got a listing, doesn’t mean they’re subluxated

-major objective in treating the patient:  restore mobility

-if PIEx (Left) and P-L sacrum, then adjust the PI ilium

L5/S1
	Sacral Base Posterior (BP)
	Spondylolisthesis

	-Coccyx/rectal pain (anterior apex of sacrum)

     -particularly in pregnant women
	

	-Break in George’s line at L5/S1
	-George’s line is broken at L4/5 AND at L5/S1

       -L4 and sacrum are continuous with each other

	-Narrowed disc space on anterior & increased posterior disc space
	-posterior disc space is smaller & anterior disc space increases

	-Bilateral sciatica (butt, post thigh pain)
	-bilateral buttocks, or bilateral post thigh pain (sciatica)

	-only seen on lateral film
	-only seen on lateral film

	-decreases the lordosis
	-tends to increase lordosis


4 things that could make the sacrum go posterior:  AS, ASIn, In, or sacral base posterior

-any time the patient has the same symptoms, same dermatome, bilaterally, simultaneously, then think body chemistry:


-ie cancer, diabetes
-if a spondylo is asymptomatic, then LEAVE IT ALONE

Sacral Base Posterior


-contact:  S1


-LOD:  inferior to superior with an arc on the thrust (use inferior hand, hand heel)

Spondylo


-contact:  sacrum



-one of the few times when you do not contact the involved vertebra (use inf hand, pisiform)

-LOD:  superior to inferior

Misalignment of the coccyx


-because of its location at the apex of the sacrum, the coccyx is especially subject to trauma,  The direction of misalignment is usually straight anterior, but accompanying lateral deviation may also occur.  The anterior misalignment is seen on the lateral film,.  On a clear AP film, lateral deviation may be sometimes found. 

The coccygeal listings are as follows:

1. anterior (A) ( the only Gonstead listing that has just one letter
2. anterior and Right (A-R)

3. anterior and left (A-L)
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-as sacral base goes posterior, the coccyx goes anterior

-A-R and A-L are also atlas listings

L5-C2
-we are concerned with the superior vertebra of the motor unit


-how has the superior vertebra misaligned in relation to the vertebra below it

-the major Gonstead subluxation/misalignment is Posteriority

-first focus on fixing the posteriority


-typically as a vertebra goes posterior, it also drops inferior

1) Increased anterior disc space

2) Decreased posterior disc space

3) Increased superior interspinous space

4) Decreased inferior interspinous space
-From L5 up to C2, the FIRST letter of all subluxations is “P”


-corrected through LOD (P-A)

Compensation – is NOT always above the subluxation, but usually is
-the Gonstead listing system is a spinous laterality listing system (as opposed to a body rotation listing)

-the SECOND letter of all Gonstead listings (L5-C2), is spinous laterality:  “R” or “L”


-either PR or PL


-corrected by LOD:  Lateral to medial

-on the side of spinous laterality, what is the condition of the disc space?


-either open (superior = “S”), closed (inferior = “I”), or same as opposite side


-THIRD letter:  list the condition of the disc space on the side of the spinous laterality



-ie  PRS or PRI 


-corrected by torque



-Open Wedge on right:  ALWAYS clockwise torque



-Open Wedge on left:  ALWAYS counterclockwise torque

-stand on, thrust on, and contact on the open-wedge side
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Lumbar misalignment

-If the spinous is rotate to the open side of the wedge, the complete listings are PLS or PRS


-it is not necessary to specify the contact point since it is always the spinous process

-if spinous is rotated to the closed side of the wedge, it is listed PLI-M or PRI-M

-the point of contact, which is the mamillary process, is designated by the letter “M”

Scoliosis

-is it right or left?

-side of convexity is the side of scoliosis

-is it simple or rotatory?


-if spinous is on the convex side, we have a simple scoliosis


-if spinous on concave side, then rotatory scoliosis

-always stand on, contact on, and thrust on the open wedge (convex) side
-anytime the third letter is “S” then you have a Simple scoliosis


-the contact point will be the Spinous process

-anytime the third letter is “I” then you have a rotatory scoliosis


-contact point will be mamillary (LOD:  P to A; with torque), but no lateral to medial LOD


-anytime the third letter is “I”, you must list the contact point
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Treatment for acute disc:


-adjust every 6-8 hours (2-3x/day) as long as patient is in acute condition, then adjust once a day



-side posture kick/pull move is one of the best moves for acute disc


-ice for 15-20 minutes (not more than 20min at a time)

-walk around after done icing – helps to reduce edema


-do everything possible to avoid lumbar flexion



-when lying down and getting up, do so on your side and with your hand/elbows



-when sneezing/coughing, extend your neck rather than flex



-when defecating, do not lean forward


-take bromelain with vit C (1000mg tablets, and take 4-5 tablets per day)


-take B6 and magnesium (magnesium helps to reduce constipation)

Four peculiar L5 listings:  PLS-M, PLI-SP, PRS-M, PRI-SP


(SP = spinous process)

-open wedge on the right is always clockwise torque
-open wedge on the left is always counterclockwise torque
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Knee-chest table patient position


1) SHOULDERS:  level with or lower then pelvis


2) THIGHS:  a little more than 90deg to abdomen

3) KNEES:  knees apart, but still supported by the knee cushion

4) HANDS:   under face-piece, with palms up

4) THROAT:  be able to get three fingers under mandible
Patients that should NOT go on knee-chest table:

-acute or antalgic
-geriatrics

-ankylosing spondylitis or rigid spine (or ramrod spine)

-hip or knee replacements

-pediatrics

-knee chest table is predominantly for patients who are bigger than you and for pregnant ladies 
-Patient position

-Doctor position

-LOD

-Speed & timing

-all L5 listings must have the contact point attached (SP or M)
-if see PRS-M, PLS-M, PRI-SP, or PLI-SP, then it must be L5
L1-4 (9 basic listings):  P, PR-SP, PRS, PRI-M, PR-M, PL-SP, PLS, PLI-M, PL-M
L5:  PRS-SP, PRS-M, PRI-SP, PRI-M, PR-SP, PR-M, PLS-SP, PLS-M, PLI-SP, PLI-M, PL-SP, PL-M

-need contact point if:


1) no third letter


2) third letter is an “I”


3) L5
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T/S listings

PR-Sp, PRS, PRI-T, PR-T, PL-Sp, PLS, PLI-T, PL-T

-Definite Scoliosis:  PR-T & PL-T


LOD in L/S and T/S:  through disc plane
-from mid-thoracic on up, recommended to stabilize the head
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-as vertebra subluxates posterior, it also drops inferior

-more inferiority = closer convergence point with the adjacent vertebra (angle formed by adjacent endplates)

If headaches, ask:


1) where are your headaches? Front, back, entire head, one side or the other, etc



-if HA across the front, usually sublux in lower c/s



-suboccipital HA:  C1/C2



-HA on one side:  upper c/s on the same side



-migraine:  lower c/s


2) when


3) what
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Subluxation:

-incr anterior disc space
-decr posterior disc space
-inf interspinous space decr

-sup interspinous space incr

PRS


 LOD:  PA, lat to medial, inf to sup, with clockwise torque

“-Inf” = inferior (only in cervicals)
“-La” = lamina (C2-C7)

Simple scoliosis LOD:  P to A, and lat to medial

Rotatory scoliosis LOD:  strictly P to A (no lat to medial)
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C2-C7 listings:

p, p-inf, pr-sp, pr-sp-inf, prs, prs-inf, pri-la, pri-la-inf, pr-la, pr-la-inf, pl-sp, pl-sp-inf, pls, pls-inf, pli-la, pli-la-inf, pl-la, pl-la-inf

scoliosis:  


left:  pr-la, pr-la-inf


right: pl-la, pl-la-inf

ATLAS


-irritated articular capsule causes lateral mass to go superior and lateral


-head leans to opposite side

Occiput aka condyle


-if atlas-occiput irritated capsule, then occiput goes superior and lateral and head tilts to opposite side

Xray marking (upper cervical)


LATERAL FILM



-on lateral film, put dots on odontoid process




-odontoid line (vertical)




-odontoid perpendicular line


-dot at post and ant tubercles of atlas and draw a line b/n the two




-*A-P atlas plane line*



-foramen magnum line, on lateral film, denotes the occiput


AP FILM


-transverse atlas plane line


-axis plane line


-transverse condyle line
-atlas subluxation:


-first letter is “A”


(first two letters come off lateral film)
(condyle, ilium and coccyx can also have “A” as the first letter)

-if eyelid twitch, then often an atlas subluxation on opposite side
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-AS atlas is the most common of the three atlas possibilities

-the third letter is the side (of the atlas) that has gone superior and lateral


-third letter is the most important part of atlas subluxation
-only concerned with atlas rotation if it occurs on the side of atlas laterality

-lateral mass is wider on the side that has gone anterior

-ie ASRA


-nose and chin up in the air = AS


-“R” = superior on the right ( patient bends head to the left (restricted lat flexion to the right)


-last “A” = nose rotated to the left (restricted rotation to the right) (right side of atlas is Anterior)


-the side of anterior atlas is the side of restricted rotation

-if the two lines on AP film are parallel, then do not have an atlas problem


(transverse atlas plane line & axis plane line)

Atlas listings:


A-R, ASR, AIR, A-RA, ASRA, AIRA, A-RP, ASRP, AIRP, then repeated for Left side


(A-R is also seen on the coccyx)

1) visual presentation

2) instrumentation

3) motion palpation (and static)

4) xray confirmation
A-R


-no second letter


-two lines on lateral film are parallel (head is straight ahead)


-head laterally flexed to left (“R”)



-atlas is superior and lateral on the right side

ASR


-head will be up in the air

AIR


-nose and chin tucked down

A-RA


-fourth letter:  “A”, superior lateral atlas has also gone anterior, rotating the head to the left side

ASRP


-head bent to left


-nose and chin rotated to the right


-which lateral mass would appear wider?  Left  (the Right appears more narrow)
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(PI ilium:  expect femur head to be low = short leg)
Atlas cont…

AI:  anterior tubercle has dropped inferior
A-:  two lateral lines are parallel (head is level)

AS:  anterior tubercle is superior (nose and chin are up in the air)

Third letter tells us:  

-the Side of involvement

-side of restricted lat flexion

-side of contact

-wider atlas mass = side of anteriority

-if no fourth letter, then lateral mass width is the same on both sides
-*if transverse atlas plane line and axis plane line are both parallel, then no third letter, and therefore no atlas problem
AS condyle:  

-predominantly sustained in birth canal trauma (suction, forceps, or other methods of pulling baby out)
-foramen magnum line and AP atlas plane line converge posteriorly


-decreased OA (occiput-atlas) space

PS condyle:

-foramen magnum line and AP atlas plane line converge anteriorly

-symptoms of both AS and PS condyle are the same (due to supposed pressure on the cord)
Contact points:


T = transverse (only in T/S)


LA = lamina (only C2-C7) 


M = mamillary (only L/S)


SP = spinous (C2-L5)











the guy with the bow tie

