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In continuation from hour 1….

Medical acute management
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 Treatment is with anticoagulants of anti-platelet agents initially. 
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 Severe cases may require systemic anticoagulation with heparin, followed by maintenance warfarin therapy.
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 Risk of delaying treatment ( neurological deficit or death from infarction/stroke
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 Surgical options:  

[image: image5.png]


 Carotid endarterectomy
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 Procedures for subclavian steal syndrome if present ( stenosis or obstruction of subclavian artery near its origin (flow reversal in ipsilateral vertebral artery, decreased cerebral circulation)

Clinical Features
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  Arteriosclerosis and generally occurs in the elderly
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  Vertiginous spells occur and recur frequently in some individuals
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  Certain head movements can bring them on – especially if there is a decrease in blood to semicircular canals)
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  Vertigo induced by rotation of the head
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  Vertigo induced by hyperextension  - “barber-chair phenomenon_


Patients may have confusing signs and symptoms due to co-morbidities

Symptoms of VBI – may vary from spell to spell
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Dizziness – 50-75% of spells
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Visual disturbances - 2/3 of spells
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Drop attacks
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Occasional loss of consciousness – 10% of spells

Injury Sites to Vertebral Artery

1. Between C1-C2 ( rotation/stretching possibility

2. At C2-C3 ( compression possibility

3. C1 TVP ( compress internal carotid a. 

4. C4/5 or C5/6 Osteoarthritis ( compress Vertebral a. 

5. At C2 during rotation

6. Atlanto-occipital aperture

7. At C1/C2 ( muscular compression

Blockages to other parts of the posterior circulation: 

BASILAR ARTERY can cause:
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Death or Locked In Syndrome

   “Locked in Syndrome” ( a rare neurological disorder characterized by complete paralysis of voluntary muscles in all parts of the body (except for those that control eye movement).  These patients are conscious and have cognitive function, but are unable to speak or move. Communication may be possible with blinking eye movements. There is no cure for locked-in syndrome, nor is there a standard course of treatment

    Penetrating Arteries at the origin of the Basilar Artery causes:
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   Millard Gubler Syndrome:  A combination of neurological findings (ipsilateral facial (CN7) and abducens (CN6) palsy with contralateral hemiparesis, due to injury to brainstem at level of facial (CN 7) and abducens (CN 6) nuclei.  


In other words = Contralateral hemiplegia




= Ipsilateral CN 6 and CN 7 deficit
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   Weber’s Syndrome: clinical syndrome due to infarction of the basal midbrain. Damage of CN 3 fascicle results in a complete CN 3 palsy; damage to the cerebral peduncle produces a contralateral hemiplegia, including the face.


In other words = Contralateral hemiplegia




= Ipsilateral CN3 palsy

CLINIAL VBI TESTING: where do chiropractors stand?

We used to do Provocative Testing:
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Underberg Test
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Dekleijn Test
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Hautant Test
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Houle Test – problem is that we ask them to change their position so dramatically, and don’t give them time to acclimatize to the position… resulting in false positives. 
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Standing Rhomberg with Pronator Drift (SRPD) – standing, toes together, arms forward with palms up.  Progress to eyes closed, and extend the head with a little bit of rotation.  Look for the arms to drift.


HOW CAN WE AS CHIROPRACTORS REDUCE OUR PROFESSIONAL LIABILITY AND MAXIMIZE PATIENT SAFETY?


We need to establish an awareness of patient risk by taking note of all the patients known risk factors and classifying them into; Low, Moderate or High risk.  The more risk factors they have, the more likely they will be in a moderate or high-risk group.  

We do this in order to increase their margin of safety with SMT.

Steps to minimize Patient Risk:  a combination of Terrett’s monograph (2001) and cautious care principles.

Steps 1&2 – History and past medical history
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    History of unexplained falls? ( TIA, CVA, Stroke in progress (may develop over period of weeks)
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    Hx of significant cardiovascular disease? ( Cardiac arrhythmias, bruits
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    Concurrent medications & risk factors? ( BCP, smoking, social drugs, medications (particularly meds that affect blood clotting)
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    Concurrent cranial disease? (Migraine, unexplained dizziness, sudden severe head pain and/or neck pain
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    Significant concurrent physical condition of disease? ( Postpartum (more hormones), OA

EVERYONE GETS AN INFORMED CONSENT: THE PATIENT MUST UNDERSTAND RISKS AND BENEFITS

Steps 3 &4 Examination and Warning Positional Signs
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Blood Pressure
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Neck Auscultation
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Functional vascular tests ( not validated!!
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Warning Positional Signs:

Patient experiencing subtle or transient brainstem symptoms or signs with change of position, rapid transitions, or in positions of cervical end-range during a normal examination. (i.e. Sx when looking up, or changing a light bulb)

Step 5-A  Minimize Cervical Interventions by following Cautious Care Principles 

1. Always perform a thorough history – looking for red flags and ruling them out
2. Always use a minimum of therapeutic interventions during any one patient visit - avoid the urge to use the shotgun approach when treating your patients!!
3. Avoid multiple physical therapies in one region 

4. For patients new to chiropractic therapy
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Use minimum number of SMT’s
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Apply SMT first to non-involved region – show them what manipulation feels like on an area that is NOT inflamed
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Choose simple unidirectional SMT over multiple vector SMT or combination type maneuvers - straight lateral or rotational



Use clear and simple explanations to describe and discuss risks and procedures.



Offer non-force alternatives – end-range challenge, muscle energy techniques, PNF, MRT or reflex techniques. 
5. Do no re-apply SMT to same painful segment

6. Be aware of the patients:


   Expectations – of you & your therapy. 

   Limitations of tolerance and pain


   Level of health status or concurrent disease status – lifestyle, diet, exercise, drugs, etc…

7. For “acute –anxious” patients:


Choose relaxing, cooling soothing therapies and advice as opposed to stimulating therapies


  Fax a short clinic note to the patients MD


  Encourage multi-professional care in complex cases – many patients don’t divulge their meds or other diseases that may be important to the prognosis.


  Communicate your treatment expectations possible side effects and the anticipated clinical trend for their condition

8. For “senior” patients:


Always consider radiographs, bone density scans and common concurrent disease.



Always apply “warm-up” motions and/or stretches prior to SMT.



Always avoid excessive intensities – heat, cold, electrical modalities, etc. 

9. Maintain professional and prudent supervision of your abilities 



Scope of diagnostics and therapeutics



Your personal health

10. Refer complex/difficult/uncooperative patients to:



A colleague



A chiropractic fellow (sports, rehab…)



Other professionals

Step 5 – B  Stop Treatment at the First Suspicion of Red and Yellow flags

STOP Spinal Manipulation if:


  Sings of VBI occur


  Signs of sudden, severe head and /or neck pain occur

Yellow Flags occur (Subtle signs of cranial nerve irritation)


  Mild tingling on one side of the face


  Recent unexplained muscular tic or twitching


  Suspected post-SMT headache or neck pain

Step 6 Emergency Care – Red flags if present (5D’s, 3 N’s and an A)

If signs of vertebral artery injury:  Ischemia or injury


  Do not re-manipulate the patient’s neck


  Observe the patient for First Aid – A. B. C.s


  Call 911 – refer to hospital, inform patient’s family


  Complete file notes of all detail


  Call CCPA to report the incident

Advantages


Impression of doing something


Maintain awareness of VBI possibility


May be helpful to identify an obvious case


Simple techniques based upon a theory of vascular occlusion





Disadvantages


Sensitivity has not been proven


Specificity has not been proven


May place the patient at risk for a VBI


No literarture precedents


False positives ma unduly worry a patient


False negatives may be missed








