Complete diagnosis

1) Tissue of origin (of pain)

2) Associated with (ie c/s seg dys)

3) Complicated by (ie structure stress, DJD, etc)

4) Aggravated by (ie lifestyle stresses, “student syndrome”, etc)
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-always ask the patient to point to where their pain is

History

1) pain

2) secondary complaints

3) general health (questions on chiropractic)
4) family history

-Initial differential diagnosis is developed from the history

-perform tests to confirm and narrow down your diagnoses

-then establish treatment plan and start working with patient
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-*(see dr. hartsuyker faculty website for slides)

-according to Hans Selye, stress is the nonspecific response of the body to the demands placed on it

*two systems involved:


1) Lymphatic system



-Thymus, WBC count, general immune responsiveness


2) Adrenals



-energy level, anti-inflammatory activity

Initial body response to stress:


Dip in hormonal and immune activity

*Resulting health problems: 


-headaches, upset stomach, rashes, insomnia, ulcers, high BP, heart disease, stroke

-should expect to see a slight rise in BP (5-10 pts) upon standing

-a fall in BP is orthostatic hypotension

*Stress is Multi-Factorial


-Physical



-too hot, too cold, loud noises, physical work with long hours, long hours of immobility, VSC, repetitive motion, 

   poor ergonomics, obesity


-Chemical



-Poor nutrition, exposure to toxic environment, inadequate water consumption, drugs (medical, otc, illegal, addicted)


-Emotional (mental/psychological)



-divorce, death of loved one, loss of employment, legal problems, sickness in family, financial concerns

-if a person is addicted to any substance, they will be stuck developmentally at that level/age (that the addiction started)
-encourage physical activity


-walking for 5 minutes has been shown to reduced depression

-every major religion in the world has some form of contemplative/meditative practice

Obesity
-eating is sometimes the only positive reinforcement

-was family entertainment always centered around food when growing up?

-put a pink packet of sugar in water and taste it:


-if it is bitter, you have a lot of taste buds


-if it is sweet, you have very minimal taste buds and therefore are more prone to eating more to achieve satisfaction

-“Citri-cal” supplement is great for calcium and other minerals (according to Dr. Powers)
-fish oils are more likely to stimulate satiety centers in the brain than flax oil

-take calcium supplement if over the age of 25

-patients should keep a diet diary (especially if they’re trying to lose weight)

-juice provides calories, but no satiation
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Logan Basic Review

-the louder the pop, the more tension that joint was under
-if lat. Bend to one side & PSIS elevates, that side is fixated (pelvis should stay level when lat. Bend)

-piriformis syndrome:

-Beatty sign


-patient lies on side (put in side-posture adjusting position)


-isolates piriformis (where piriformis inserts on greater trochanter)

-Pace sign – lie supine and ext. rotate and abduct the leg (resisted)


-positive test if painful piriformis

-if both Pace and Beatty sign are positive then patient has piriformis syndrome

-piriformis gives stability to SI joint

-it is extrinsic muscle (crosses 2 joints)

-piriformis stretch: externally rotate, press thumb on insertion, then internally rotate and stretch the piriformis

-another piriformis stretch: FABERE position, then bring knee to opposite shoulder (stretch, contract, stretch)

FABERE


-stresses SI joint

(Thomas’ test also stresses SI joint)

-if pain in hip


1) combination of tight iliopsoas and piriformis


2) synovial tabs

Laguerre’s test: Lift leg (femur to 90, and knee to 90) and grind the hip (back and forth) in its socket

Iliac compression: side posture, push down on the ilium

Gillet’s test – put one thumb on PSIS and the other thumb right next to it


-if ilium doesn’t come back (on ipsilateral side), then need an AS move


-if opposite ilium doesn’t move forward, then need PI move

-if locked on one side, expect to find hypermobility on the other side

-if PI one side, then very likely there is AS ilium on other side

-for faster result, after apex contact, due PI move on innominate on side of apex, and due AS ilium move on opposite side

-hyperlordosis is often due to an anterior base


-start with double notch, then B/L PI adjustment of pelvis

Trendelenberg’s – glut medius can’t close the SI joint


-if muscles can’t close the joint, g. medius is weak


-the side Trendelenberg is positive on, is the side of the SI pblm


-adjust SI joint on the side of the problem, then recheck

SLR


-the lower the angle when pain comes on, the more it indicates disc

Bechterew’s test: test for disc

-subluxations are found a lot easier when the patient is standing

-re-measure the leg lengths after adjusting the SI

-coryza is the proper name for a cold

-rhinorrhea = runny nose

-pharyngitis = sore throat

-laryngitis = loss of voice

-cold in head = URTI

-chest in cold = lower resp tract infection

-if scoliosis, it is a condition that will always be a part of the diagnosis
-on older person, if deep criss-crossing creases on back of neck:  Degenerative hypertrophic OA of neck


-always perform an x-ray
-if fat-soluble vitamins, they should be taken with a fatty meal

-water-soluble vitamins can be taken any time of the day

-when take vitamins on an empty stomach, they bypass stomach and go straight into small intestine

-calcium is best taken with evening meal


-usually calcium is only ionized with acid

-vit A: best taken in the morning


-vit A is a natural upper (if take with dinner, it will keep patient awake at night)

-vit B can be taken at night, but it can inhibit ability to fall asleep

-stiff necks usually happen in winter time

-cold makes muscles tighter

-if it is cold in bedroom at night, people will wake up with tighter muscles (ie torticollis)

-stomach sleepers wake up with stiff necks

-if repetitive LBP, get your patients off the couch

-couches are not for you, but for visitors

-chiropractors should never sit on a couch

-couches and amusement parks keep chiropractors in business

-couches cause you to lean way back leading to retro-subluxations
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Differential Diagnosis (with Kettner)
-only 2% of patients with pain have systemic disease

-95% of schooling is spent learning about 2% of your patients
Diagnosis ( Treatment ( data acquisition (history, physical, ROS) ( analysis of positive findings ( systems assignment ( differential category (VICTANE) ( differential diagnosis (our best guess – most of the time it’s wrong) ( testing strategy (imaging, laboratory, or physiological test) (& trial care) ( diagnosis

-vascular is the most threatening system, but it is the one that slides by us the easiest

-any tissue distal to atherosclerosis could cause pain

-adjustments are no different than giving the patient a drug

-religiosity & social support groups have a very positive influence on the immune system

-fringe or isolated individuals are a more prime target for disease

-human interaction promotes health

A=arthritide=anything to do with joint (ie hypermobility)

E=metabolic, endocrine, nutrition

Arthritide and trauma are vast majority of complaints

-trauma (untreated) will return as arthritide later in life

-ligament injury = neuro problem

-1/3 over age 65 will die from cancer (in America)

-highest cancer rates are where the industrial revolution started (North and Western Europe)
-medical care is the 3rd leading cause of death in the USA

-spinal manipulation is a sudden pull on a muscle

-we’re after the muscle response, especially the GTO

-diff dx should be reduced by the testing strategy

Activator:  90 Newtons/cm2  
vs  HVLA:  600-800 Newtons/cm2  
Journal of Orthopedic Sports PT.  2006 Apr; 36(4):209-14.

-92% LBP patients responded positively to L/S manipulation within 2 visits

Systems

-musculoskeletal, neurological, vascular/immune, cardiorespiratory, GI, GU, metabolic/endocrine, dermatologic

-metabolic

2 most common:  disease of thyroid and disease of insulin

-20 years from now, metabolic diseases will be the leading cause of death
Case history:


A 67yo male complaining of neck pain radiating to L shoulder of 4 month’s duration.  Initially the aching pain involved the L shoulder, eventually progressing to the post c/s.  The pain was exacerbated by motion and recumbency.  Supporting the head while sitting motionless reduced the pain (Rust sign is positive).  Numbness in L upper extremity and progressive weakness in both extremities was noted.  Two weeks prior to admission the patient noted generalized weakness and a 5-lb weight loss.  The patient denied fever, GI or GU complaints, as well as c/s trauma.  Previous treatment of the neck pain included a cortisone injection in the L shoulder, cervical traction, NSAIDS and analgesics.  Surgical history included venous stripping 21 years prior, and inguinal herniorrhaphy 9 years previously.  (old surgeries, like this, rarely have any impact on current problem)
Physical Exam:


The patient appeared WDWN, but in mild distress secondary to neck pain.  Vital signs were normal with the exception of a BP of 160/100.  HEENT was normal.  ROM of c/s in all planes was severely reduced (global reduction).  The chest and abdomen were unremarkable.  Atrophy of the supraspinatus and deltoid muscles was accompanied by mild b/l weakness in the biceps and deltoid muscles.  The remaining musculature was normal.  Reflexes were intact, except for the b/l absent bicep tendon reflexes.  Sensorium (spinal tracts) was negative.  Spurling’s test was normal.  
O:  4 months (chronic disorder)

(is it systemic or mechanical pain?)

Behaviors indicating distress:  patient may speak in explicatives, they may be dismissive, have abrupt speech, etc

-not UMNL:  no spasticity, no incr DTR, etc
-not cord, but root level lesion

For next week:

System, diff categories, diff dx, testing strategy

-differential dx come from categories (not from system)

System:  vascular, neurological
Diff categories:  VICTANE (circle the options)

  vascular, neoplasm, arthritide
Diff Dx:  radiculopathy, meningioma, neurofibromatosis, DJD of c/s (C5/6)
Testing strategy:  C/S imaging
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-important to study published case studies in Spine or JMPT journals each week


-start with arthritides or pain

-arthritide:  herniation and spinal stenosis are the two biggest

-if recumbent provocation of pain, then the disorder is never a benign process

-differential breaks down into:  mechanical vs. systemic disorders
-vast majority of cases of spinal pain turn out to be idiopathic


-all we really need to know is whether or not it is safe to treat the patient with HVLA adjusting

-if patient is going in the right direction (reducing pain), then diagnosis is irrelevant

-a slow responder is classified as a non-responder

-it is more cost effective to do 40 minutes of HNP then to use MRI to screen for anything

-command/slave relationship is lousy health care – we can’t demand patients to follow our advice


-rather we must work with them

-liability line is drawn at about 4/5 weeks (in the courtroom)

-if no response after 4-6 weeks, then need to change treatment or refer to another specialist

-palliative/provocative are the guide to treatment

-quality of pain is an emotional interpretation of a physical sensation

-pain threshold goes up and down as a function of integrative states of the patient (biopsychosocial model)


-stress, depression, mood states all change the pain threshold

-only the doctor gets to talk to the patient about pain


-receptionists, assistants, etc can only give reinforcing comments to the patient (they can’t ask about their pain)

-genomes are activated by psychosocial cues


-there is a bullet in the chamber (genetic predisposition), but the psychosocial factors are what pull the trigger

-the greatest risk factor for job injury is “I hate my job”

Back to the case:


-provocation by recumbency is the first red flag


-musculoskeletal is the system the doctor is in


-category the doctor was in:  arthritide (joints)


-the doctor’s treatment didn’t work (failure of care is a red flag)


-HTN:  vascular system and vascular category


-working differential:  radiculopathy at C5/6


-category:  neoplasm



-two kinds:  benign and malignant



-Malignant neoplasm:




1-metastatic carcinoma (the vast majority)

2-multiple myeloma (most common primary malignancy of skeleton)


-lab tests were normal (blood, UA) 



-believe the patient over the tests



-labs are falsely negative (because patient has pathology, but all labs are normal)


-c/s films showed lysis of pedicle:  metastatic disease


-in geriatrics, everyone has hot bone scans in neck


-bone scan interpreted as negative (false negative)


-myelogram:  extradural block at C5/6


-neoplasm:  requires biopsy


-final diagnosis:  c/s chordoma


-the original medical treatment failed because it was the wrong diagnosis (it was not an arthritide)
Treatment Interventions

Objectives to treatment

-cure (for the most part, it is derived by the patient’s physiology)

-prevent a recurrence of a disorder


-limit structural or functional deterioration


-improve function and/or well-being



-well-being is the most subjective measure


-prevent later complications


-relieve current distress (ie pain)


-deliver reassurance



-sincerity, eye contact, genuine hand shake, compassionate words, etc



-reassurance can do more than anything else a clinician can do



-the end point is understanding, rather than trying to impress people

Optimizing non-specific effects


-specific effects = non-placebo


-placebo effect:  patients belief in you, what you do, and expectation of outcome



-the freebee generated by the CNS



-has a lot to do with doctor’s demeanor (genuineness = more placebo response)



-dopamine responds to placebo


-chiropractic adjustments cause side effects in 1/3 to ½ of patients



-they are transient and clinically insignificant (soreness, stiffness; goes away in a day or to)


-the audible cavitation is a placebo-genic driver



-the “crack” has no therapeutic effect neurologically



-if don’t get cavitation, then lose the placebo effect from that

Patient Factors


-lack of knowledge of: 

-encouraging aspects of a disease’s natural history

-success rates achievable with therapy



-the body-mind’s ability to self-heal, adapt and learn



-what to expect from treatment and the likely time course necessary



-how to cooperate with the treatment process


-previous experience of therapeutic failure


-depressed mood

-doubt, fear, poor communication

Clinic Environment Factors

-appearance and location of clinic (patients want male doctors to wear a tie ( increases the placebo response)


-appearance and behavior of staff


-time constraints and organization of appointments


-budgetary factor


-the clinic’s reputation as a likely source of help


-optimism and credibility of the person who suggested the clinic visit


-waiting list size and waiting time at clinic itself

Evidenced-based health care
The practice of evidenced-based health care is a process of life long, self-directed learning in which caring for our patients creates the need for clinically important information about diagnosis, prognosis, therapy and other clinical health care issues and in which we:


-convert this info into answerable questions

-track down the best evidence to answer the questions (clinical exam, diagnostic tests, research evidence)


-critically appraise the evidence for its validity and clinical applicability


-apply the results of this appraisal in our clinical practice


-evaluate our performance

Selection of Treatments


-method of induction (seems to work)



-my own experience


-method of deduction (from research evidence)



-weight of evidence of clinical studies on treatment

-method of seduction (abdication) ( makes no sense to follow this method


-acceptance of faith



-recommendations from authority figures, colleagues



-advertisements, company representatives

Weak evidence


-case studies, case reports, clinical hunches, anecdotes (weakest)
Strong evidence


-large RCT’s (randomized control trial), systemic reviews of RTC’s, small RTC’s, controlled trials w/out single subject

Medium evidence


-experimental designs, observational studies, evidence-based reports of expert committees

-makes a big impact on community if you publish your own case reports

-case reports are the fuel that drives the RTC’s

