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High iliac crest – means chronic sacral sublux

Tight erectors – almost always on side of sacral sublux

Prominent PSIS – there is an acute sacral sublux if NO prominent PSIS

-Unilateral stress causes sacral sublux


-micro stress: sitting wrong (legs crossed), standing on one leg, sleeping with one leg straight and the other bent, carrying backpack on one shoulder, carrying groceries with one hand)

-*high weight goes to high side


-4 pounds or more is significant (normal sway is 8 lbs from side to side)

-ligaments lengthen over time from chronic constant tugging
-if sacrum is sitting within a subluxated joint, it will get worse just by sitting there

-never have a wallet in the back pocket – high weight goes to high side

-sacral sublux: one side, the PSIS eccentrically rotates back and femur forward


-other side, concentrically rotates


-eventually iliac crests even out, and the other side goes high

-according to Gonstead, the AS side is side of high crest


-Dr. Gonstead saw very chronically subluxated patients (not acute, wellness-care patients)


-he worked in rural farming communities

-Dr. Logan saw both acute and chronic people

-Sacral distortions progress from #1 to #4 (acute to chronic)

-Distortion 4.5: crests high on concentric side

-coccyx is freely movable and attached to ST lig

-coccyx is supposed to move


-it hurts to get a frozen coccyx to move (use activator), and use ice


-coccygeal sublux can occur from sacral sublux



-coccyx subluxated if sacrum is chronically subluxated


-coccyx sublux: pain upon standing, intercourse, and sometimes bowel movements; also headaches
-if meningeal pblms: fuzzy thinking, tinnitus, altered tastes, etc

-(get a PDR – ped desk reference?)

9/12/07
-acute piriformis spasm


-toeing out or foot flare

-psoas muscle or PI-IN ilium can also cause foot flare

-to distinguish psoas pblm from piriformis pbls, do psoas test


-check arm length (if one are longer – psoas pblm – short arm on tight psoas side)


-adjust L2 to take care of psoas pblm (L1/L2 innervates psoas)



-adjust with basic, apex on that side, and do spinal pressures


-div side posture: inf thigh on patients femur, sup hand on sternum, inf/adjusting hand on mamillary?

-two tests to tell if toeing out is piriformis pblm:  Beatty test and Pace sign
-if chronic sacral subluxation, there is a stress on sartorius origin (ASIS), and patient stands on opposite leg (even though there may be no conscious pain – subthreshold pain)

-if not sitting on both cheeks and standing on both legs, they’re subluxated
-tight hamstrings – usually on opposite side (sometimes on same side)


-pregnant women often have tight hamstrings on both sides (pelvis tilted forward)

-push the cheeks of butt cheeks together (5 y.o. and younger), and mid-gluteal line deviates toward side of sacral sublux?


-for babies, lift up pelvis before taking apex contact

-babies don’t have a well-established peristaltic system – it will start and stop


-keep part of diaper on baby when you adjust them
-overriding indicator – severe pain (adjust on same side)

HELPS signs:

-if person has leg deficiency – “H” is unreliable – High Crest sign means nothing
-tight erectors are almost always accurate (greater than 99.9 % accuracy)


-below L3 – almost on back of sacrum

-lowest freely movable vertebra rotation is unreliable when person is anatomically asymmetrical (about 60% of the time)

-“P”-pain- push firmly (not light) and hold onto ASIS


-push on SI joint at level of S1, S2, and S3 (S2 is more common site of pain)

-“S” – lift up
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-patient should not be chewing gum, nor talking

-during adjustment, patients breathing pattern should get deeper and longing

-a nervous-talking patient cannot relax easily

-the harder you press, the more resistance there is – contact should be very light force


-HB Logan’s contact was so light, you could barely tell he was touching you

-trigger points hold ribs out of position and keep them from moving


-keep changing LOD until trigger pt melts

-abdominal contacts are for hollow organ spasms

(painful periods, constipation, colic, IBS, appendicitis, etc)
-if possible have a small blood lab in office


-if appendix bursts, WBC drops drastically

-apex easier to get to when pelvic piece is raised


-also when pelvic piece is raised, all pressure is taken off SI joint, and lighter force can be used


-put a Dutchman’s roll under pelvis and ankles if have to use a flat bench

-slowly raise ankle rest until you feel hamstrings relax (palpate across popliteal space)

-ankle rest 1st, then pelvic piece

-table position for the same patient is different with every adjustment
-in hyperlordotic patient, raise abdominal piece along with pelvic piece (pelvic higher)

-doc should sit with your pelvis even with patient’s pelvis

-for abdominal contacts, abdominal piece should be released


-hard spot in abdomen is hollow organ spasm


-rest your arm on your leg, and push up with all 4 fingers simultaneously


-record hollow organ spasm in quadrants

-in IBS, most problems are halfway pt. across transverse colon (where vagus meets sacral splanchnics)

-if women has painful period, this works like a charm
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-ganglion cysts will form if long-standing sacral subluxation


-occurs in aponeurosis of erector spinae


-called Mennel’s sign


-tumor: pancake-shaped, and don’t move too well


-cyst: ball-like, and moves around

-palpate inferior PSIS by feeling the inferior borders of PSIS

-prominent PSIS: done standing or lying down

-Ant sacrum: which side does it sink in on; should be done lying down

-foot flare: must be done standing up


-best to do it when patient is walking


-causes: tight iliopsoas, tight piriformis, subluxated externally rotated tibia, femur-head subluxation, ilium subluxation

-knee flex: must be done standing, and when they’re not aware they’re being observed


-sartorius, semimembranosus, and gracilis – attach to pes ansorina

-coccyx tip: 


-ST ligament attaches to entire back of sacrum and coccyx


-use superior hand to palpate



-palpate down back of sacrum (sacral hiatus)



-palpate archways on either side of coccyx


-if sacrum is subluxated and coccyx is freely movable, ST will pull coccyx toward side of AI sacrum, and tip of coccyx will deviate to side of AI (archway on that side is much smaller than other side)


-sometimes on side of AI, space could be bigger (coccyx deviated to opposite side): fixated coccyx



-requires x-ray to know if it needs an adjustment

-gluteal line deviation: works better in infants

-short leg:  have patient kneel on pelvic piece (with knees level), and then lay down


-if persons head is turned, it pulls on the myofascial planes and gives a false short leg


-turn feet out, and put together


-do NOT raise ankle rest before checking for short leg (legs must be straight)

-table should remain flat UNTIL evaluation is done, then set the table up

-in hyperlordosis: excessive curvature, and L3 must be deepest vertebra

-in swayback: excessive curvature, and L5 is the deepest


-treat them as hypolordotic


-sacral base angle can be as little as 5 degrees


-posterior weight bearing in the lumbar spine


-jamming the facets (facet syndrome): weight is sitting on the facets

-the ASIS to PSIS line (interspinous line) should be level in a balanced spine

-a few studies say that women could have a 5 degree anterior tilt and be normal

-true sacral base angle: angle sacrum is sitting within the pelvis

-Double-notch contact: pull sacral base backward


-bilateral anterior sacral base: hyperlordosis


-double-notch contact is a third-class lever

1st class lever: teeter-totter

2nd class lever: wheel barrel

3rd class lever: (most inefficient – needs more power), force between fulcrum and weight

-distortion 9 (hyperkyphosis – old man’s spine: “?-spine”) is final result of distortion 7 (hyperlordosis)


-distortion 9 occurs when shove the entire sacrum forward

Sacral base angle (off x-ray) minus the interspinous line angle = true sacral base angle

26-55 degrees is normal sacral base angle (perfect is 34-36 degrees)

-if true sacral base angle is very low (ie 5 deg) – need apex contact on both sides

-if true sacral base angle is very high (ie 65 deg) – bilateral anterior base; need double notch contact

-high heels increase the anterior tilt of pelvis
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-average labor (1st time): 12-14 hours

-look at TL junction in women who can’t get pregnant or who have miscarriages (adjust 2-3 times a week for 1-2 months)
-nerves at TL junction are the nerves that start labor

-perineal body is the toughest doorway during labor

-resting tone of pelvic floor muscles starts to increase at 3rd month of pregnancy, and the tension by the ninth month is the strongest

-perineal (soft tissue) contact is for the purpose of reducing the tone in the muscles in the perineal region, which reduces tearing during pregnancy and shortens labor

-1st trimester: see them once a month

-2nd trimester: see patient twice a month

-3rd tri: see once a week

-cramps in legs from insufficient calcium in diet

-perineal contact from the 5th  month of pregnancy and on

-if right AI sacrum, right side up, with both legs bent and head supported


-usually doc sits behind her knees (depending on how big the woman is)


-straight thumb contact, given with the tip of the thumb


-after extensive research, the contact is now taken right next to the anal sphincter (not on the perineal body, which relaxes the anal sphincter, and not just the perineum)


-within a minute, the contact relaxes


-LOD is toward the belly button

-some docs use a contact during labor that can take away all the pain of contractions and significantly decrease labor time


-combination of piriformis and notch contact (hold contact constantly during contraction)


-thumb on piriformis and little finger on notch (extremely light notch)



-force is posterior rotation

-pelvic piece excessively elevated, abdominal piece released, foot piece to third notch


-hamstring release, piriformis contact on both sides, sacral unlock (very important), apex contact (just below skin), perineal contact (on side, 5th month and later)


-fixations lead to intrauterine constraint


-spinal pressures (after perineal contact)


-no abdominal contacts
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Lumbar pressures (p 100)

-highly effective for people with “the acute low back”


-when hurt low back: always a strain, and sometimes a sprain (if disc is involved)


-vertebrae subluxated posterior first


-if adjusting an acute low back without using Basic, take x-ray first (AP and lateral lumbar)



-feels like superior vert is rotated (but may give a false reading)


-if vert is rotated uphill and you adjust for downhill rotation, you’ll make it worse


-typical or atypical wedges are not important when using Basic Lumbar pressures


-sciatica comes in 3 grades (document which grade in your SOAP notes):



-grade 1: pain stays in buttock



-grade 2: pain goes to the knee



-grade 3: pain goes to the ankle or beyond


-everyone who comes in with an acute flare-up of low back, has a hypolordosis



-set table up for hypolordotic spine (ankle rest to 3rd notch)



-place hand on erectors and slowly raise the pelvic piece 




-if muscles become more tense, you’ve gone too far


-of the 14 indicators, moderate to severe pain is the overriding indicator



-do apex on side of pain


-if right-sided LBP, do apex on right and contact should be held 5-10 minutes – until muscles relax



-then do the same thing on opposite side, but for half the time


-many times people hurt their back getting out of bed in the morning



-one: they hurt their back before they went to bed



-two: they got out of bed wrong




-if relax a muscle for an hour, it takes 20 full contractions to regain strength of that muscle




-first, turn on side, then swing both legs out and push yourself up





(don’t flex forward to sit up)




-when standing up, don’t flex forward





-put feet right underneath you, and come straight up (without flexing upper trunk forward)

-if adjusting people at home, put at least one pillow under hips and one under their ankles


-want to keep the legs straight b/c ankle/leg rotation effects the pelvis


-average is 32 years of age – the first time they have an acute low back episode



-32.2 is average chiropractic patient


-use superior hand for lumbar pressures for two reasons:



One: inline with the disc plane



Two: avoid twelfth rib


-lumbar pressures:



-reinforced pisiform contact of superior hand on mammillaries

-slowly push down as the patient breaths out

-slowly relax contact as patient breaths in

-no rebounding

16-20 lamina per disc 


-takes 2 weeks to repair lamina


-patient should not go back to work for two weeks

-in acute rotation, vertebra usually rotates uphill

-in chronic disc wedge, usually rotates downhill

Midterm review (75-100 questions)

 -compare apex with ulnar and notch contact


-apex contact has an ANS response (but not with ulnar and notch)

-know all contacts and what order to use them in


-LOD is through disc plane in lumbars


-LOD in lumbar pressures is through disc plane


-LOD is through facet plane in thoracics

-gluteal line deviation – in infants

-if crests even and no L5 rotation, AI sacrum on right, and low shoulder on right: acute

-hallmark of going from acute to chronic: eccentric rotation of innominate on same side

-L5 rotates downhill

-erector spinae: iliocostalis, longissimus, spinalis

-which is most lateral and medial


-which attaches to occiput: spinalis


-which does not attach to skull (iliocostalis)


-longissimus attaches to mastoid

-base of sacrum is cephalic
-in lumbar spine, ant height is greater than post and opposite in thoracics

-in thoracics, anterior height of disc is same at post


-ant height is greater in the lumbar spine

-most typically wedged vert: L5

-distortion 10: scoliosis due to L5 wedge
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-8 major techniques that use x-ray marking systems
-xray should be taking standing (that is when the patient is worst)

-if you see something on xray that makes no sense, it means you don’t have enough information

-usually you use lifts to save the spine, not to correct leg length


-lifts can be used on people with equal leg lengths

4:2:1 ratio


-for every 4 mm you raise the leg, you raise the top of the sacrum 2mm, and the top of L5 1mm


-ie suppose L5 is wedged and the difference in the L/R L5 top is 3mm – use 12mm heel lift

-if foundation sinks a little on one side, the upper part of the structure moves a lot

-for distortion 10, must sacrifice the pelvis to save the spine

-when using a lift, start slow (ie start with 3mm and increase to 5mm after 1 month)


-with acute problems, go faster

-lift sizes: 3 (A), 5 (B), 7 (C), 9 (D), 12 mm


-knee break occurs after 9mm, and so at this point, make special shoes with built in lift and start over at 3mm insert

-spinal pressures work great for scoliosis cases

-take the next x-ray with the lift in (or the orthotics) to see the effect of the lift
-start taking the first full spine xrays at age 5

-most scoliosis are picked up at screenings

-houter volkman rule


-go from functional to structural scoliosis


-by 15/16 years, the spine is nearly mature in girls and it might be too late to correct a scoliosis

-40% of all sacrums are asymmetrical

-89% of females have a pedestal at the top of the sacrum (that L5 sits on)

-9/10 people with scoliosis are women and 88% of those women have asymmetrical pedestals


-suppose the pedestal differed by 8mm from R/L sides – use 16mm heel lift
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Heel Lifts

0-1 = women’s

2 = kids

3-4 = men’s

A = 3mm

B = 5mm

C = 7mm

D = 9mm

-on the average: 2 for men, 6 for women

-if person needs a 12mm lift, start with 3mm, then 5, 7, 9, then 12

-if active care (once a week adjustments, can change lift once a month)


-use bilateral weight scales (could change lift once every few months)



-if weight builds up on other side, lower the lift


-go slower with old person than with young person

-person normally stands the way the body is used to


-the body resists any changes, at first

2 reasons to use lifts:

(1) stabilize the spine

(2) curvatures – put lift on side of lumbar curvature (no matter which leg is shorter – ie distortion #10)

-don’t put a lift in if no lumbar curvature (even if leg deficiency – ie distortion #5)

-balanced spine = odontoid directly over S2 (on the AP view)

-if distortion #5 progresses to #6, then patient needs permanent lift

-foot pronation can result in up to 5mm short leg

-use orthotics (and not lift)

-first xray – no shoes on

-follow up xray – leave shoes on (with orthotics in)

GAIT

Normal gait cycle: cross-crawl reflex


-clumsy & learning disabilities if lose cross-crawl reflex


-move shoulders and swing arms equally when walk
-mid-foot walkers: come down on the middle of their foot

-Normally: should come down on heel and leave off toes

-when foot hits the floor, it hits with 5-7x body weight (5-7 G’s)


-can lead to TMJ and headaches (1/2 G by the time force is transferred to TMJ)
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-filum terminale attached to coccyx moves when we breath and helps the CSF to flow

-coccygeal adjusting: ch27 in Gatterman

-with patient prone, place superior hand on back of sacrum with fingers pointing upward (stabilize the pelvis)


-then insert first digit rectally and you’ll feel the coccyx along the distal part of your finger


-when patient breaths in (sacrum counternutates), nutate the sacrum with non-adj hand and thrust on coccyx
-takes 1-6 times to ultimately fix

-a normal coccyx should move freely (like pushing on the end of your nose)


-if it feels like you’re pushing on a wall, the coccyx is jammed

-when breath in, sacrum and coccyx counternutates, and then nutates when breath out

-symptoms of jammed coccyx: 

-it hurts to stand up, but once they’re standing it is fine

-it hurts to squeeze butt cheeks together

-very deep ache

-deep headache

-visual problems

-coccyx could have motion problems, positional problems or both

-if coccyx has been subluxated for a long time (ie years), then must go slower
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-anterior carriage of entire body = anterior pelvis


-shorter the stride and more tendency to use arms to propel body

-posterior pelvis


-lean back and take long strides

-with high heels (take out heel rocker mechanism), must use arms more to keep going


-more arm swing

-happy gate (bouncing) – subtalar joint is fixated

-mid-foot walker – comes down in middle of foot


-anterior tibialis is normally the decelerator (when come down on heel)



-if land on mid-foot, lose most deceleration and causes TMJ problems, headaches and neck stiffness

-shoulder doesn’t move – history of low back problems

11/30

-curvature: anything that deviates from the standard


-not all curvatures are scoliosis

-idiopathic rotatory scoliosis is the most common

-for curvature to be scoliosis:


1) curvature must measure 10 degrees or more


2) the spinous processes of vertebra involved must point toward the concavity

-if just turn the spine (obliquely), apparent curvature but spinous processes are toward the convexity
-the SA tells you whether or not the spine is turned in space


-if there is an SA, the entire spine is turned on top of it


-if L5 is rotated 10mm on right and SA is 5 on left, then difference b/n L5 and sacrum is 5mm

-Cobb’s method: the lowest vertebra and the top vertebra that participates in the curvature (a C-shape)

-T2 is the most common place to have a bent spinous – can only determine with xray
-Adam’s sign for scoliosis (rib hump)

-KNOW xray marking for final
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-pedicle shadows


-if vertebra is not rotated, the pedicle shadows are equal size and distance


-if pedicles line up, then vertebra is not rotated (cannot go by SP’s, because they could be anomalous)


-0 to 4+:  rotation and distortion (3+: pedicle is at midline)

-if all the vertebra are off center the same amount, then off-centering corrections are not necessary


-relative to each other, the vertebra are still the same


-however, if scoliosis, then off-centering corrections are necessary (esp. in middle of curvature)
-SA tells whether or not spine is rotated in space – doesn’t help to find significant vertebral rotations


-the only place it counts is at T11/12


-subtract 1 from T11’s measurement when comparing T11 and T12

-lifts are only used to save the spine (if spine is straight, do NOT use leg lift)


-sacrifice the pelvis to save the spine

-fractured lumbar pedicle is common with baseball players (when swinging)

-anybody who has had on/off back pain since teenager – then not necessarily an injury

-sciatica is grades 1-3

-grade 1: pain goes to buttock and no further


-grade 2: pain goes to the knee


-grade 3: pain goes to at least the ankle

-if heel/toe walking is normal, then probably not a disc problem (Bechterew’s also for the disc)
-Kemp’s: need to know side and level

-in non-disable person, person should be able to touch toes with tips of their fingers (otherwise impairment)

-hyperflexible ligaments is a hallmark of scoliosis


-if can bend over and place palm on the floor


-will have high copper in soft tissue

-rib subluxations often occur at the apex of a scoliotic curve
Lovett system (to standardize the description of scoliosis)


-only works in the lumbars


-L/R, +/-/static

Lovett Positive to the left:


Bodies rotate downhill, spinouses rotate toward concavity

Lovett Negative:


Bodies rotate uphill (abnormal)


-psoas spasm could cause this (spasm on side of convexity)

Lovett Static:


No rotations
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-add ½ PA and add to SAME side sacral measurement (don’t add to SA)
-if SA on left, sacral subluxation is on left, and apex should be given on the left

-report of findings

Final exam:

-know everything from Basic I, including Logan history
