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Cracking sounds during manipulation

BACKGROUND AND OBJECTIVE In 400 B.C., Hippocrates described combinations of spinal traction and manipulation. Spinal
manipulation remains widely used today, with many patients with low back pain seeking this treatment. During this manipulation, a cracking
sound is heard, which is now ascribed to cavitation, which is the formation of bubbles in a fluid when exposed to a drop in pressure. Howev-
er, the origin of this sound remains enigmatic to the general population. This study evaluated beliefs regarding this sound.

METHODS Subjects were 60 individuals with, and 40 without, a history of spinal manipulation. All were interviewed during a face-to-
face meeting. Data collected included demographics and medical history, including experience with spinal manipulation and beliefs regarding
the cracking sounds heard during these procedures.

RESULTS Of the respondents, 50% of those treated with spinal manipulation, and 48.3% of those who had not received that treat-
ment, believed the sound was the result of the repositioning of the vertebrae. The second most common belief was that the sound was caused
by friction between vertebrae. Only nine percent indicated that the sound was produced by a gas bubble within the joint. Overall 40% believed
that the cracking sound was proof of a successful spinal manipulation.

CONCLUSION This study found that most people have erroneous beliefs about the cracking sound heard during spinal manipulation.

[ H : Demoulin C, Baeri D, Toussaint G, et al. Beliefs in the population about cracking sounds produced during spinal manipulation.
Joint Bone Spine, 2018, 85(2) : 239-242.]

Concussion history and visual-motor force complexity

BACKGROUND AND OBJECTIVE In United States, an estimated 1.6 to 3.8 million sports-related concussions occur each year.
Previous studies have shown that a significant number of individuals with a history of concussion exhibit subtle, but persistent, increases in
postural sway irregularity. This study was designed to determine whether individuals a history of concussion have impaired performance in
tasks requiring integration of proprioceptive and visual systems.

METHODS Subjects were 50 adults with selfreported concussion history who were asymptomatic. All individuals performed an isomet-
ric, visual-motor tracking task. During this task, index finger force was measured, using a straight red line as the target, with the subjects
asked to maintain a constant force. From these data calculations were made of the subjects’ isometric visual-motor tracking force multi-scale
complexity.

RESULTS Males were found to have greater complexity than females (P<0.001). Complexity decreased significantly for each concus-
sion (P=0.031). The average power decreased by approximately 11% per diagnosed concussion for those with no history of loss of conscious-
ness (P=0.355), but by 41.5% for those with a history of a loss of consciousness (P=0.014).

CONCLUSION This study found that, among asymptomatic individuals with a history of concussion, visualmotor tracking force com-
plexity is degraded, suggesting cumulative reductions in the ways in which previously concussed individuals process and integrate visual infor-
mation.

[ #% H : Raikes AC, Schaefer SY, Studenka BE. Concussion history is negatively associated with visual-motor force complexity ; evidence
for persistent effects on visual-motor integration. Brain Inj, 2018. DOI. 10.1080/02699052.2018.1444204. ]



