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· DR. G  review other 2 lectures… December’s lecture on osteoperosis- the article that he co-wrote might be a good one to read - he said that the article is basically the lecture he did in December.  Also concentrate on management.

· Also take a look at the Tucker article too.  He said there will be a few questions on it. He said to take a look at the abstract, discussion and results. 

· things to know:

· osteoperosis: risk factors - modifiable and non modifiable

· Non - preventable Factors =  Family Hx,  Gender (menopause), European, Scandinavian, low bone mass. 

· Modifiable/Lifestyle Factors- stop smoking, diet, non-sedantary lifestyle, decrease alcohol, increase Vitamin D and Calcium intakes.

· Primary prevention = preventing the disease from developing at all

· Secondary prevention = identify the condition as early as possible and encourage proper management (i.e. with OP - DEXA scan ) note- patient having a DEXA scan should be encourage to go back to the same site that they were scanned at previously due to subtle differences in setting of the scanner. 

· Tertiary Prevention = Management of the disease - HRT (has been challanged re- protection of cardiac disease), Bisphopshonates,  SERMs.  READ THE ARTICLE!

· Osteoartritis - know the hallmark radiographic findings - Asymmetrical non-uniform loss of joint space

· OA Management - Cochrane review - literature does NOT SUPPORT ULTRASOUND of knee.  Things found to be effective = Tens and Accupuncture-Tens, glucosamine. N.B.- NSAID use - can actually destroy cartilage!  Dr.s using COX 2 inhibitors instead.  Botanicals- the use of Ginger.

· Lecture on Cognitive Disorders - 

· the 3 D’s = Dementia, Delerium, Depression

· DDx - Delerium - Acute / there is usually an identifiable cause / common triggers include trauma, shock, surgery (common) / patients can be agitated, have cloudy consciousness/ and is usually reversible. 

· Dementia -  More chronic, slower onset, generally irreversible /  Sx include personality changes.  Not just a disorder of cognition, presence of other underlying diseases, and you can also sometimes see apraxias (problems of executing movements).  Common treatment - Aricept??

· What can you do in your office? Some small test of cognition including the Clock test, and the Mini -Mental status questionnaire 

TODAY’S LECTURE - spent more time on Stroke!

The slide that he read verbatim I won’t include.  The slides that he added comments on are listed by page number and then slide number. 

CARDIOVASCULAR DISEASE

1-1 = Age most important factor

1-2 = Risk factors - some are related to age, others are related to lifestyle

1-3 = won’t ask us about these specifically

1-4 = African Americans - may be due to genetic or dietary factors?

BP is NOT supposed to change with age! Although it seems to in NA (curious!)

1-6 =  SILENT KILLER no signs and symptoms  may be a good idea to do a blood pressure screen aspecially on older patients who don’t have a regular Dr.

2-1 = Lifestyle changes seem to be effective


Salt intake studies are conflicting, the most recent study that Dr. G read appeared to show that a reduction in slat intake helped reduce CV events. 

2-2 = it is very hard to read a change in 1mmHg difference in BP. 

2-3 = Petrella. Ibid 1999 reference - good information to give to patients to promote how change in lifestyle would help them 

2-5 = didn’t give the refernece.  It was important that this study used a wide variety of poppulations including men AND women, and different ethnicities 

2-6 = Simple approaches like diuretics may be the best way to go

STROKE
3-1 - People of color - higher BP (dietary/lifestyle?)

Stats you can use to remind your patient that VBI’s are common occurrences in health care and doesn’t just happen in DC offices.. as the media would have them believe! 

3-2 = Uncorrected BP!!  Bad 

Refer them out… but you can advise on lifestyle changes

TIA’s = amourosis fugax - tanporary blindness

3-3 = Strategies… may be more applicable to medical Dr.’s

3-4 = Newer Protocol - imm. anticoagulant therapy… results in less sequelae after stroke

For you Rehab Nerds who want to deal with stroke patients - be aware that most recovery occurs in the first few months.  Also be aware and advise your patients what factors can complicate recovery

STROKE AND MANIPULATION
Haldeman – our saviour and knight in shinning armor on the subject of stroke!

3-5 = 1/1,000,000.  Mostly in younger people, often occurs as a result of simple things - turning your head!

Haldeman’s opinion - no way to know what factors put a patient at higher risk during manipulations although most of the leading expert agree that you should be weary of -  patients (more commonly female) who describe a headache (HA) unlike one they have ever felt before.  It will be significantly worse than any prior HA.  

3-6 = SMT and the older patient 

Little research is done using a population of older patients. The question is :  Can we extrapolate the data and apply the results to our older patients.

Dr. G reminded us that most of the elderly population are indeed healthy, therefore we probably can apply the research.    We might want to remember this one… he said that he had hinted about this in one of his articles!

There was a question on the latest research on homocysteine levels as a possible marker.  Dr. G did not know much about this research but that it may be possible fo ruse in the future once more research is done.  

4-3 = There is a lack of data and research does not support the old myths that certain positions or types of manipulations predisposed a patient to stroke

4-4 = Apparently we read this article last year… by the CCPA president Dr. Carey

4-5 = Dr. G recommended that we give this article to interested/concerned patients.  

Haldeman took the # strokes divided by # manipulations and came up with some statistics to put into perspective the risk of a VBI after manipulation. 

GASTRO-INTESTINAL DISORDERS

Dr. Annis wrote this chapter in Dr. G’s book

5-1 = these are common symptoms in older patients

5-2 = aspiration of refluxed acids can lead to pulmonary and respiratory complications


Recommendations to your patients should include avoidance of certain foods (coffee, fatty foods, chocolate, spicy foods)

5-3 = We need to educate our patients on reducing the amount of regurgitation and reflux

due to the increase incidence/risk for esophageal carcinoma

5-4 and 5-5 = Medical and non pharmacological treatments. .


DC’s should advise to eat smaller meals, lose loss, avoid lying down post meal…

Chiro treatment - traditionally mid T/S may help.. Evidence?  In press (pg 6)

Page 6 - Haines article.  Dr. G wrote part of it… it is in review now.

A cross over study- Pt’s with GERD were treated with Ischemic Compression and SMT 

6-3 = IC is like trigger point therapy or NIMMO

Group 1 - 20 treatments of SMT and IC

Group 2 – SMT only or IC only – 20 treatments

the SMT only group was offered IC treatment after their initial 20 treatments.  8 Pt’s took them up on it.  

6-4 = Improvements were maintained.  

SMT group at 30 days only a 1/3 felt better.  The eight patients that then went on to IC treatment received further increase in outcome measure

SMT and IC seem to have an additive effect

Some criticism of the study = NO SHAM group 

Response :  most of the patients had chronic GERD, therefore their condition was unlikely to have resolved

6-5 = there were NO adverse effects

DYSPEPSIA

 different from GERD but often treated similarly

CONSTIPATION

7-3 = increases with age and we will see this commonly in practice

7-4 = SMT - traditionally DC’s have adjusted the L/S and SI.   Thought to increase bowel movements.  

7-4 = Case study from the CMCC clinic intern Radley.  a bonus to this case study was that it described which adjustments were performed 

7-6 = used a Global well being scale  (GWBS) – a 0-10 scale similar to the pain scale

INCONTINENCE

He skipped through this really fast, and he doesn’t remember putting a question in about incontinence.  

 Is one of the reasons elderly are institutionalized.  Dr G. said that he recently read somewhere that more diapers are sold for adults than kids.

 Incontinence may indicate underlying pathology

 Both Pts and DCs are uncomfortable with talking about it. 

  Pts fear being institutionalized

8-4 = Almost ½ of elderly patients think that incontinence is a normal process of ageing – IT USUALLY ISN”T 

 Stress incontinence is common in elderly and post partem patients because of muscle laxity after birth

9-4 = Things that can cause incontinence and that you should rule out or in 

9-6 = Haines study (in press) is similar to his study on GERD.

Ischemic Compression directly on bladder,  

This study had a SHAM group, 2 validated outcome measures 

 Recommend that they should be managed by MD but you may be able to help!

URINARY TRACT INFECTIONS

10-2 = Nosocomial = while in hospital  are very common

10-3 = probably has to do with blood chemistry.  

Change in mental status is common in pts with UTI’s. 

MENOPAUSE

 Most common symptom that women complain of = hot flashes!

 As DCs we can advice our patients on alternative treatments and lifestyle changes 

 Black Cohosh and phytoestrogens seem to have benefit. But no long term research

ANDROPAUSE
12-1 = decreasing free Testosterone levels.

12-2 = Decrease muscle strength and mass, changes in mood, depression

Testosterone replacement - can get a patch in the US.   Increased symptoms

12-3 = Dx of Androgen - ADAM’s test and blood tests (maybe someday we’ll be able to take our own blood samples!!)

BENIGN PROSTATIC HYPERTROPHY

12-6 = The box at the tope of the page says : BPH Benign Prostatic Hypertrophy

Watch PSA levels. 

Module 5

