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/ A Case Report on the Ossification of the Posterior Longitudinal
Ligament Treated by CHUNA Manual Therapy

Byung-Cheul Shin, O.M.D.*, Mi-Young Kim, O.M.D.*, Sung-Cheul Park, O.M.D.*, Sung-Ho Kang, O.M.D.**,
Yung-Sun Song, O.M.D.*

* Dept. of Oriental Rehabilitation Medicine, College of Oriental Medicine, Won-Kwang University
** Sung-Jin Oriental medical Clinic

Objective : There is no case report on the ossification of the posterior longitudinal ligament{OPLL) treated by CHUNA manual therapy
in oriental medicine. We experienced a patient{32-year-old female) with OPLL improved by CHUNA manual therapy in X-ray image
and visual analogue scale{VAS), and we report it clinically.

Methods : During the patient with OPLL was treated CHUNA manual therapy, acupuncture, and physical therapy, we examined
cervical X-ray, CT and Moire topography and evaluated the patient's symptoms by VAS. And we observed whether the changes exist
or not in X-ray and VAS.

Results : VAS in symptoms was improved significantly(p < 0.05), and the radiologic X-ray image in OPLL patient was improved.

Conclusion : OPLL was generally treated conservative treatment and operation in severe case. But CHUNA manual therapy may be
more effective in conservative treatment of OPLL, if more clinical studies and reaches are accomplished.

Key words : Ossification of the Posterior Longitudinal Ligament(OPLL), CHUNA Manual Therapy, Visual Analogue Scale(VAS)
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lassitude, general weakness
1997. 10 - gall bladder

Recent—4~6 weeks ago

4) Family History : non-specific

: Remote—several years
5) Past History :

3) Onset
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limitation, neck & shoulder
pain, upper back pain,

Z00, Female, 33 years old
2) Chief Complain : neck stiffness & ROM

1) Patient :
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9) Evaluation in First Visit

(1) physical assessments

— / —

@ Foraminal compression test :
@ Distraction test : - / -

@ Active ROM™ :

flexion / extension / right rotation / left

@ Spurling’s test :
_ / _

rotation / right side flexion / left side flexion :
35°/30°/75°/12°/40°/38°(nomal  range : 45°/45°/70~
90°/70~90°/45°/45°)

(2) palpation and resisted isometric movements

@ weak muscle : thomboids, serratus
anterior and lower trapezius
@ tight muscle :

scapulae

upper trapezius and levator

10) Examination in Moire Topography

(1) Examination methods of Moire Topography

Boly 4 #doll= MT-3(NLS Co, Japan)o]
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(?) Results of Moire Topography

mobd) AAAT B Wy A 2 g
B7b )&t Ao welE Aele Az

UebthFig. 1-B). FHE #FoAe izl
Aol FH7F AW dAd AA(forward head
posture)® & Sl(round back) S vEho]
TED, AUAL, FTAF 259 10%0] A4HAG
(Fig. 1-0)

Fig. 1-A. Moire Topography Resuit(Posterior View)

The result shows right scapular is right
laterally & superiorly deviated and patient’s head
is left laterally tilted.
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Fig. 1-B. Moire Topography Result{(Anterior View)

The result shows patient’s head is left laterally
tilted and right shoulder is anteriorly & inferiorly
deviated.

Fig. 1-C. Moire Topography Result(Lateral View)

The result shows patient’s back is rounded and
patient has poking chin, weak abdominal muscle.
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Fig. 2-A. X-ray of Cervical Spine(A-P View)
A-P view shows non-specific finding.

Fig. 2-B. X-ray of Cervical Spine(Lateral View)
Lateral view shows forward head posture

and 51° in cervical angle.
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Fig. 3-A. X-ray of Cervical Spine(A-P View)
A-P view shows patient’s head is right laterally

tilted.



Fig. 3-B. X-ray of Cervical Spine(Lateral View)
Lateral view shows 42° in cervical angle.
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Fig. 4-A. X-ray of Cervical Spine(A-P View)
A-P view shows non-specific finding.

Fig. 4-B. X-ray of Cervical Spine(Lateral View)
Lateral view shows 39°In cervical angle.
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Fig. 4-F. CT of Cervical Spine
CT shows non-specific finding in C3-4 level.

Fig. 4-C. X-ray of Cervical Spine(Right Oblique
View)

Right oblique view shows narrowing intervertebral
foramen of C7-T1.

Fig. 4-G. CT of Cervical Spine
CT shows non-specific finding in C5-6 level.

Fig. 4-D. X-ray of Cervical Spinel(lLeft Oblique
View)

Left oblique view shows narrowing intervertebral
foramen of C7-TI. Fig. 4-H. CT of Cervical Spine
CT shows non-specific finding in C6-7 level.

3) VASe| SAX

Al 1~371e W2 VAS#HS ANOVAEA ZHi}
Z4Zke] 7|5t VASHS #o8 Aols Hon
(p<0.05), scheffe A & AT 2w
7t 713F BFA o d9lE VASHS A Aol
2 Yehideh(p<0.05, Table I, Fig. 5, 6).

Fig. 4-E. CT of Cervical Spine
CT shows non-specific finding in C2-3 level.
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Table. 1. VAS Score Changes in Treatment Period
Treatment Period

{total = 71) P-value
1st period 2nd period 3rd period
(n = 26) (n = 26) (n = 19)
VAS 6.19+1.44 358+0.76 1.53+0.96 0.001
Scheffe Post Hoc Tests a b c

VAS values are mean t standard deviation.
Statistical significance was evaluated by ANOVA multiple comparison test and post hoc tests was performed by
Scheffe’s method.

VAS Score

1 6 11 16 21 26 31 36 41 46 51 56 61 66 71 - m e )
Treatment Times Rusn g’ FE4 2FH0E 3FE o
Fig. 5. VAS Score Changes according to Treatment ol el A AsESed dAe Hes
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