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=7| X 2-manipulation

== A Al Major muscle testing

HMOIXE Ol HAA} comprehensive exam-lab, x-ray ZE gt
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=7| X 2-manipulation
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=7| X 2-manipulation
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W ™>AXLM| (Set up), 1’d 4! &5 (Adjustment, manipulation)
workshop
— ==1d(rib manipulation)2 HX{5}I= 0| &
— Rib torque/ ant thoracic(§3x U E0{ %)
— A1 (cervical manipulation)

- 8Fu1%

- 250
- Y@

~ AR E B



Muscle vs
nervous system(=2=1} MAA):

muscle testing(Z2=4dAHNSE F9| 7|
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Muscle test principles
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Avoid recruitment(CIE 2
StCt)

Use consistent pressure(X| &8O 2 Z2 32 JtstLt)

Use consistent timing (5 &2 A7t &6 22 7}stLt)

Avoid preconceived results of the test(ZAtZ2 1S 0=
OtA| BE1 AALS orCr. ALK RlotE 21t 254
A7t SN /R SAH O 2 e|x| ¥ S I



AP L= (Normal Test)

SEREZF QAFREZE 7St
2l 0 M etCiPatient
applies pressure against
tester )
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Patient is able to adapt
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WAXIZo| 27|
Contraindication

tumor, fracture, infection, metabolic
disease, congenital anomaly, cervical
myelopathy, spinal cord injury, cauda
equina synd, vertebro-basilar
insufficiency, aortic aneurysm,
hemophilia,

2tXtet K| =0f 2ol =2|7t &|X| B2 8
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S, osteoporosis, Adrenal stress disorder



Geopathic stress
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MZBHE 2R3,
Neurologic disorganization
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SWITCHING

KI27 TL +



Routine unswitching

—’_E, KI271} H &2 rubbingst 2 L&
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MZEE 2 xsto| i
Neurologic disorganization

 Disruption of afferent and efferent
nerve supplies

« KI27 switching



2 Ol Causes of neurologic
disorganization

What is the cause?

— Most common cause: cranial-sacral
primary respiratory system 7= 7|
Ol

— 2nd most common: foot(excessive
pronation, TTS, foot subluxation, foot
muscle) 20| 1} =St A Xl

— 3" most common: PRYT, gait, dural

tension, equilibrium reflex
synchronization

Triad of health and other factors



Use AK tools to find cause of
switching






Ocular lock

 Saccadic dysmetria

« Reading, concentration problem; learning
difficulty
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K27 workshop

THSIX| O K.



HtALH (reflex point)&
(organ/gland)?| 7| &
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(biomechanics- coupling
movement-Z2 =)



Biomechanical model
of Cartesian system

« translation and rotation of x, y, z of three
dimension.
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A=0| ®2 = (cervical
coupling motion)
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Regional Coupling Patterns

Co-C1-C2 = Upper carical

Ce-Cs < Midoia ceeacal




O| M|t | & O &l (subluxation)2| <9l

otLt §2 o 7tX| X}

E 4l Adrenal stress disorder
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20| R E| X|A|
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=4 toxic condition
Dysbiosis
dAHel/gHHe 20l
7|E} visceral (organ-muscle relationship-£9]
neurolink?| 7{E0| &R)
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=Xl (Static & Motion palpation)
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Vetebral subluxaton(®&=2| O|N|HO],
==} visceral function(LH& 7| &)

 Viscero-somatic reflex L &= S HIAf
« Somatovisceral reflex

 ChiropracticO| Ao Z&t= MZE0| O/ M| HO]
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X|=/d 0| 2HtAK(Tonic
labyrinthine reflex)

ENO{LIHAFE X2 U= =0 XM=
2705

inborn reflex —protective effect

sg0| [ Me|e| fX[er 2tdH

Utricles
More dominant for lower extremities



Midsagittal line
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Cochlear nerve

Vestibular nerve

Semicircular ducts:
— Anterior

Vestibulocochlear

Horizontal

nerve (VIII)

Posterior

Foramen magnum

Angle at which the plane of
the anterior semicircular duct
crosses the midsagittal line

Internal acoustic
meatus




Direction
of view

Vestibular nerve

Facial nerve

Cochlear nerve

Front

Superior
Superior
and inferior : ;
vestibular ~ Superior Endolymphatic sac
ganglia saccular ramus
of Scarpa Py
Greater Semicircular
saccular canals: (ducts)
nerve Superior
Posterior
A : Lateral
NQ =
Utricle
Saccule Back

épiral ganglion

Cochlea of cochlea



A 54 v|ZHEALS] 471X Y
(4TLR basic patterns )

face up
face down
right ear up
left ear up

Protective response from
falling
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< 3 3= FIYHAHFLEXOR REFLEX
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e TZHAL FAA A A= 3 kAL (withdrawal
reflexes)E &3} A1t
- Flexor withdrawal reflexes

3 Crossed extensor reflexes
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1. Nociceptors
2. Touch receptors
3. Pressure receptors
4. Mechanoreceptors
A. Joints
B. Muscle spindles 2ry endings



WZK=Z9 7|
Mechanism of dynamic manipulation

==M0| A0l Active ROM:
physiological barrier77t X| 41 &

I|l=™0| 22A10l pgssive ROM: elastic
barrier7]} X|

V8K = e 28 2EHE
Manipulation: paraphysiological
movement (anatomical limit= Y X| & =2):
poppIing

Anatomical limitZ Y S ™ sprain %}




Neutral position

i Elastic barrier of
5 resistance (crack)
Paraphysiological
3 space
! _~ Limit of anatomical
i \ integrity
fiF i i B 5=' Hypermobility
NQ £ B
i) HHE
Active ROM
Mobilization
Manipulation
Joint sprain

(Modified from Sandoz, 1976—1986)






sixtol HEHS

Segmental contact point

« A= Cervical: =& lamina-pedicle
Junctlon X z==7|spinous process

o B—,- Z= Thoracic: 2l-=7| transverse process,
spine

* Lumbar: mammary tubercle-facet joint&
%57\transverse processA|&st= 2, A A
=/| spinous process

o =HI Pelvis
« Extremity
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Effect of manipulation
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AEQ X If M20| AULCHH aberrant
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testing@ 2 29l c,>_H:f,




Coupling vs uncoupling

 Subluxtion level by pinching FRA,
challenge

» Coupling: dynamic manipulation,
Instrument manipulation, resp
manipulation

« Uncoupling: uncoupling®| source& &0}
A correction®t Ct& LCtA| challengeE S}
o EX|7F Y 2™ correctiondtL}.




A9 H Z(uncoupled
mechanic)g] 92%1=
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of 7|sd OtF 72| X[2A| BF=oliA 7]
X|2Z ofof st 0]]7

Vertebra are serving many masters

Intrinsic spinal muscles serving two or
more masters.

Cranial fault, holographic subluxation,
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Atlanto-oecipital joint Intracervical region (C2-C7)

FIGURE 9-52. Xinemutics of craniocervical lateral Nexion, A, Atlanto-occipital joint. The primary function of the rectus capis
lateralis is 1o Jaterally flex this joint. Note the slight compression and distraction of the joint surfaces. B, Imracervical
(C2-7). Note the ipsilateral coupling pattern between axial rowation and lateral fexion (see text for further details). Elongated
and taut tissue is indicated by thin black arrows,



Craniocervical axial rotation

90° rotation

/ Inferior facat
of allas

Superior view
Atlanto-axial joint complex (C1-C2) Intracervical region (C2-C7)

AGURE 9-51, Kinematics of craniocervical axial rotaion. A, Alamo-axial joint complex. B, Intracervical segion (C2-7).






Atlas orthogonality
Orthospinology

 Atlas2| three dimensional configuration
S xray2 H7Io 20| atlasO| b S 07l
NEES ﬁrmaoq atlas®| transverse
processE O| A n™ot= X2 H

» Lateral view (atlas| sagittal planes &
71), Nasal view(ant view, atlas@| coronary
plane=S W 7}), Vertex view(atlasQ|
horizontal plane I 7})

 occlpito-atlanto-axial correction
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Sponge

Figure 8

Lateral

view

',SS Top of Orbit
’ pr S4 Middle of Orbit
"_.S 3 Bottom of Orbit
Sk S 2 Bridge of Nose

_______ --=-S1 Tip of Nose

Figure 10



Incorrect placement
1. Grid cabinet does not touch head and

3. Central ray projects inferior to proper S-
Line, creating a low posterior arch,
obscuring the inferior attachments.

B
L St
o
"""
0 ke

Correct placement
1. Grid cabinet touches head and shoulders.
2. Chin tucked.
3. Central ray projects through proper S-
Line, creating a high posterior arch,
projecting clearly visible attachment
points.
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Rotational Factor

Line of Correction
(Loc)

Height Factor

Soft Upholstery

Firm Mastoid
Support

Flat Mastoid Support

Figure 17

Sharp Mastoid Support



AKO|| M atlas subluxation@| &It

 Tilting component (Atlas cephalic
displacement, ACD)

» Rotational component
* Vector



Challenge

.+ TPO| 9I%
 Rebound
* Line of drive M3}7|



Correction

Patient placement

— Shoulder rotation 1
axis rotation

— Head position

— Head neck thoracic
lumbar pelvis in line

Line of drive
Force

Soft Upholstery

Firm Mastoid
Support

Flat Mastoid Support

Figure 17

Sharp Mastoid Support



Subluxation?l £t workshop

* Pinch & &S} A| FRA

» Challenge
« Atlas, cervical, thoracic, rib, lumbar, pelvis,
extremities



L 1A AlS
1 = O =2 -4

Rib manipulation Workshop




== Rib




joints of articulation of ribs

Costovertebral
Costotransverse
Costosternal
Costochondral



== W78 Rib manipulations

=

« for restoration of x-rotational, y-
rotational component of the rib biomecha
nics and increasing receptor potential to
central neuraxis as well as proper oxygen
delivery to the tissue

« Contact point: first metacarpal, pec major

« Segmental contact point: inferior margin
of rib



==u0d 45 Rib manipulation
workshop =
xS 0|9
« for increasing oxygen delivery to the brai
n and lesser possibility to compromise the
vascular ischemic attack to the vertebrob
asilar or increasing the activity of IML whi
ch may cause vasoconstriction and ische
mia.



Rib torque & ant thoracic

Al A
=



Rib torque

Sternum = A|A|gESF, A|AIEIC
=c|d 44 XN HEI=4A

kS X|™ rib torque
Rebound challenge &l

Manipulation
Ant thoracic subluxation ZA}

O]
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A= ™A= Cervical

manipulation workshop



A=117 Cervical

Palpation, motion palpation
O HFAH A} FRA

Rebound challenge
Uncoupled QJ=X| =tolzat A
dFugu ko g5

30 ofm Off
LE oy 4
oY ot iy
> I:I r

Cervical manipulation vs brain activity: Dr.
Carrick



HICHZ W (wrong side manipulation):
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Anterior cervical
subluxation(hidden cervical disc)

« Kabat,” cervical spinal cord compression by
cervical disc herniated nucleus pulposus

 Lower cervical subluxation-anteriorly,
superiorly

« (C5,C6,C7

« Spinous process tender, head forward
posture

e C5-C8 muscle test weak in the clear or with
flexion



M2 B S8
SH0| gl ZBR L BCh
Cervical disc Of O|74 ° X| S8l of wka| s) A
= 4% EL

=2 (5

sitting, standing, prone B2 & static challenge
(direct chaIIeng Q= &t CHE) X|HHo =

pressure— A5k |EZ O = facet joint BIgFO

= 2= THAM, X £#Z2=4AS
Sk ZM 2 AL
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. D{2| 2 20| H C5, 6, 7 myotome®| 2%
0| oFsZICt.

* Thoracic subluxationO| =HIE|= A% G
C|.

e Cervical subluxationO| sHH=l =~
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Prone adj , unilateral







Sitting, unilateral




Supine, unilateral




Bilateral lesion adj by
Dr. Goodheart




* Bilateral anterior subluxation
— 2tH =l A3 HiE OF2ff SPE indexZ &1
stabilizeA|7|HA CHE =0 = 2HXLO| 2|2}
HE M 2 =8O 2 BHYICH

 Unilateral-sitting, supine



e A

Neck flexors,extensors

Scalene-short, test positive with fascial flush,
strain/counterstrain

Cervical extensor-like upper trap weak

Head forward posture-check pelvic
anteriority(weak G-max, abdominal)
— Foot dysfunction-positive support reaction

Subtle dorsal scapular nerve entrapment by
scalene.



S XN X™ A2 Thoracic

« Conventional 27}X| prone, standing

« Upper thoracici} midthoracic,
thoracolumbar = 2tZt X| 25}= HHH 0|
=



QFuH4 5 Lumbar

» Finger 22 pisiform contact
» Side posture



=HFt A A= Pelyis

e Catl
e Catll
e Cat III



Disc O| X|&

 Lumbar : craniosacral fault, toxic, Cat IIL,
[ I, lumbar subluxation, challenge, resp
assisted release, flexion distraction

 Cervical: challenge, resp assisted release









