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Cervical Joint Manipulation

Procedure:

1. Evaluate for vertebral artery insufficiency  with any new patient or returning patient you have not seen in over six months.
2. palpate the soft tissue

3. assess motion

4. stretch the upper trapezius and cervical paraspinal muscles

5. reassess the soft tissue and motion

6. adjust or mobilize

Palpation:

While standing at the patient’s head, find the area of restriction, which will be the area/ direction of adjustment. 

· It is important to evaluate complete range of motion with palpation. 
· In the lower neck, lateral flexion is the greater than rotation.  In the upper neck, rotation is greater than lateral flexion.  

· Elevate the head, palpate the upper cervicals with compression of the fingertips into the articular pillars.  This position removes the motion of the lower cervicals.  You can assess the occiput this way by pulling on either side.  Atlas assessment can be performed in this position as well.  

· Always compare bilaterally

· Find the point of maximal ease within the restriction to avoid any painful response (and to locate starting point if positional release technique is to be used.)

· Stair stepping (Sacral Occipital Technique):  cup the occipital region in your hands, applying mild inferior compression of the cervical spine.  The patient’s chin jut up slightly to let you know if you have enough compression.  From here lift the head in a motion that glides the cervical facets over each other.  The first thing you will feel is the lower cervical spine and as you move up, you feel further up in the cervical spine.  Therefore, a stiffness or stuckness in the glide identifies the location of a restriction. For example, if you can bring the neck all the way up but cannot jut the chin up the restriction is at C1 or C0.  


This technique is therapeutic as well as the neck can be put through ROM and moved in a “figure eight pattern” to reduce restrictions.

Applied Kinesiology
· Palpate the target segment by pushing along the facet line.  The segment will rebound and return further into lesion temporarily reason causing any muscle in the body to momentarily weaken.  To test a particular segment elevate the arm on the side to be tested with the wrist flexed and the forearm in pronation to isolate pectoralis major fibers.  Test the segments by palpating the target segment followed by having the patient resist your attempt to press the arm laterally.  

· Check occiput:  sticking tongue out to left and to the right

· Check sphenobasilar function of occiput:  check with complete inhalation and exhalation. 

· Sphenoid:  clench teeth

· TMJ:  slightly open

· Sphenobasilar joint:  mouth wide open 

High Velocity Adjusting for the Cervical Spine  (see below for C0-C1 adjusting)
· Bench position high.
· Evaluate motion:  Search for the point of maximal ease by changing the rotational or sidebending component slightly.  You may flex 


the neck after rotation/ sidebending, particularly for the lower cervicals. If C2 is rotated one direction, C3 is often rotated to the opposite 


direction.  Also, check occiput on the opposite side due to contraction of suboccipital muscles.

· Adjust the neck: 
· Stabilization:  the support hand stabilizes at the vertebral level just above the segment to  be adjusted.  Stabilizing higher up creates a shearing motion in the target segment. 

· Tissue pull:
With the fixing hand, put the index finger on the spine of the segment to be adjusted.  Adhering to the soft tissue, slide 


over to the articular column pulling the tissue along with your finger.

· Rotate and Sidebend:  Rotate the head away from then, side bend toward the side of the restriction by fixing the finger on the articular column and sidebend over that point, isolating the segment.  Do not let the entire neck move as you are isolating the motion of the neck to the target segment .


For example, if R rotation of a vertebrae is present, then a L rotation restriction occurs (the vertebrae will rotate R but not left).  So 


rotate L (away from)  and sidebend R (toward).

· Position and Contact:  The lever finger, the second digit of the adjusting hand, is placed at different angles depending on the location of the target segment:  

· at C7 the angle is 45( lateral to medial, superior to inferior (45( relative to the sagittal plane and within the coronal plane.  

· In the upper cervicals, the vector is perpendicular to the spine, horizontal to the x axis of the body.  

· The position and point of contact for the mid cervicals is between these two descriptions.  
At the same time, contact along the length of the digit changes at the various levels of the cervical spine.  

· At C7, contact with the lateral pad along the DIP joint.  

· At the upper cervicals, contact just distal to the PIP joint.  

· The position and point of contact for the mid cervicals is between these two descriptions.  
· Vector is anterior and lateral through the midline with the appropriate angle perpendicular to inferior depending on the cervical location.   

Variations on technique

· Upper cervical pulling technique:   Operator at patients side opposite the restriction. Using the 3rd digit of the inferior hand, reach across the patient and place the lateral pad as described above.  The rest of the setup is the same.  The thrust of the adjustment is through a pulling motion rather than a pushing motion as described above.   

Atlanto-occipital Adjusting (C0-C1)
The typical dysfunction of C0 is a lateral sliding and is more of a tracking issue than a thixotropic change as the patient’s head is at a slight lateral angle at the occiput. The subluxation is medial and inferior, a sort of sidebending of the head on the atlas.  Treatment involves shifting to the opposite direction by tractioning superiorly and impulse in direction of fixation.  

· Bench position high.  

· Assessment:  Flex the neck to lock the lower cervical vertebrae into place.  Come way up under the occiput with your fingertips, behind the mastoid processes and translate the head laterally, checking both sides.  The head will sidebend, following the structure of the joint.  Restriction is the side of least motion. For example,  a R restriction is demonstrated as inhibited L sidebending  and can be described as a L superior occiput.  

· Rotate toward side of restriction lying the patients head on your medial forearm with your hand cupping chin.  (i.e. rotate R) Place pisiform of contact hand on the mastoid process (L mastoid). Traction superiorly by shifting body weight from your feet, not just your upper body. Impulse by sidebending your thorax (moving hands in a fixed position and lean toward feet).  


Alternate point of contact is on the occiput with the side of the first digit.  This position avoid affecting the motion of the temporal bone.  

C1-C2 Adjusting: 


The atlas is the great compensator.  The motion of this joint is essentially rotation, thus manipulation requires slight rotation (See Greenman p 200)  

· Bench position high
· Assessment:  flex the patient’s to lock the lower vertebrae to limit motion to the segment being addressed.  Cup the patient’s head by placing the index finger’s under the occiput over C1.  Rotate the head to both sides to assess ROM.  Restriction will limit rotation and adjustment will be into the direction of restriction.  

· Position by standing at the patient’s head, come way up under occiput with fingertips to access C1with the contact hand.  Rotate with contact hand, not with support hand, into the restriction.  For example, if C1 is in R rotated then adjust by rotating to the left as left rotation is restricted).  Another technique is to stand at the side of the patient and reach across with the contact hand

· Adjustment:  Impulse is rotation into the direction of restriction with a superior to inferior vector.

Prone Techniques

Mid and lower Cervical Spine:  1( rotation restriction can occur as well (incl. T1,T2, pos. T3) as in compression injuries.  Works best at C7, T1. Adjacent vertebrae can be rotated in opposite directions.  

· Bench position high:  Patient prone, lower head rest to slightly flex the head w/ arms on table, not dangling.  

· Assessment:  

· Position:  Stand on opposite side of contact hand (i.e. on side of restriction)  For example, in a R rotation restriction (spinous process pointing left)  Thumb is on lateral side of spinous process opposite side of rotation (i.e. on the left).  Vector is 90( to spine.  Drop the headpiece to allow the head to go into flexion prior to rotation and sidebending.  Lift patient’s head about 45( prior to rotation.  Support forehead with other hand and SB away from side of restriction (i.e. to the left).  

· Adjustment:  Impulse is into the spinous process.  

Sitting (Pushing) maneuver:

Start at the bottom and work up. T2 up to C6 as above with patient prone:  

· Assessment:  use thumb to palpate the spinous processes for rotation restriction.  

· Position: Rotate the head away from and sidebend toward the restricted side and thrust.  You can position yourself ipsi- or contra laterally.  Avoid putting the head in extension, which can be achieved by flexing the head prior to rotation and sidebending.  Adjusting arm is parallel to the floor with elbow sticking out laterally.  The fingers are around the front with fingers wrapped around the clavicle.  

· Adjustment:  Vector is 90( to achieve rotation as isolated as possible.  

Tips for developing skill in adjusting:

1. Practice impulsing on an inanimate object:  rolled up towel works well

2. Be as relaxed as possible and the pt. as well and you can do this by supporting them really well and use an exhalation as a distraction.

3. Do not back off from the setup once you have it to the limit of the restriction.  

4. When having patient sidebending, try having them look toward the side of rotation to effect further head motion.  Ask them to reach for their toes with the arm opposite the side of the adjustment to relax the trapezius.  

5. When moving the patient into bind (point of maximal ease) do not hold them there too long.  Rather, move into and out of it with gentle motions. Impulse through the area you want to adjust, do not stop short  and do not back off after the impulse as you will not impulse through the restriction.

