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ABSTRACT 
 
Objective: To demonstrate the role of chiropractic care in the 
management of a gravid patient with pregnancy-related low back 
pain and two prior Caesarean births. 
 
Clinical Features: A 29 year old gravid female was provided 
chiropractic care to alleviate her low back pain. The patient had 
two surgical Caesarean deliveries for two previous births due to 
“failure to advance during labor and associated fetal distress.” In 
addition to the low back complaint, she wanted to undergo a trial 
of chiropractic care to possibly enable her to have a natural 
childbirth. 
 
Interventions and Outcomes: The patient was cared for 
primarily with the Webster Technique, employing a drop-piece 

mechanism for the sacral adjustment. The patient’s low back 
complaints were ameliorated along with a successful vaginal 
birth. 
 
Conclusion: This case report provides supporting evidence on 
the effectiveness of chiropractic care in patients with pregnancy-
related musculoskeletal complaints, and the possibility for 
facilitating vaginal birth despite previous Caesareans. We 
encourage further research into this area of care. 
 
 
Key Words: Webster Technique, VBAC, Gravid, Caesarean, 
Pregnancy, Chiropractic, Sacral Subluxation 
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Introduction 
 
Studies report that the use of Complementary and Alternative 
Medicine (CAM) by women is common, particularly as it 
pertains to labor and reproductive health.1 A survey of 
midwives by Allaire and colleagues2 found that over 90% of 
the responders recommended CAM for their patients. The 
most common reason indicated was for stimulation of labor or 
maternal relaxation during labor. In the chiropractic arena, a 
systematic review by members of the Council on Chiropractic 
Guidelines and Practice Parameters recently released their 
draft document entitled, “Literature Synthesis: Chiropractic 
Management of Prevention and Health Promotion; Non-
Musculoskeletal Conditions; and Conditions of the Elderly, 
Children and Pregnant Women.”3 With respect to the 
chiropractic care of pregnant women, spinal 
mobilization/manipulation for Low Back Pain (LBP) of 
pregnancy and as part of prenatal care for prevention of some 
complications of labor and delivery was rated as, “Limited 
evidence to support chiropractic care, and benefits perceived 
may be due to nonspecific factors.” 
 
 
 

 
In the interest of evidence-based practice and to address the 
scarcity of data in the scientific literature, we describe in case 
report format the successful chiropractic care of a patient with 
pregnancy-related low back pain and discuss the role of 
chiropractic in facilitating vaginal birth following repeated 
Caesareans. A recent publication by Belizan and colleagues 
found that Caesarean deliveries substantially confer greater 
risk than vaginal deliveries.4 This issue and other salient 
clinical topics will be discussed in the context of chiropractic 
care. 
 
Case Report 
 
A 29-year-old gravid female in her 34th week of gestation 
presented for chiropractic consultation and possible care. The 
patient had a chief complaint of LBP that she related to her 
current pregnancy. Throughout her pregnancy, she 
experienced episodes of debilitating pain in her buttocks, more 
symptomatic on the right side. According to the patient, her 
pain complaint was exacerbated and provoked by lying supine, 
performing household chores and being seated for periods of  
time greater than one hour. During an episode of LBP, she 
recalled that she could not move until her husband massaged 
the area of pain, which helped “somewhat.” The patient had  
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history of similar pain complaints during the 3rd trimester of 
her second pregnancy. She further experienced constipation, 
gas and acidity which she also attributed to her current 
disposition. The patient could not recall and denied any 
traumatic events as an alternative cause to her low back 
complaint. She refused to take any medication for pain due to 
concerns for her baby. 
 
Past history examination revealed that the patient had two 
previous Caesarean births. In addition to her low back 
complaint, she admitted that she was looking for “help” and 
wanted her lumbopelvic region examined due to concerns of 
possible contributing factors to her incapacity for natural 
childbirth. The patient reported that her first labor was “long” 
but could not recount the number of hours. The attending 
physician at that time informed her that her baby was under 
fetal distress and recommended a Caesarean birth, since the 
baby would not be able to go through the birth canal. Upon 
further retrospection, the patient admitted that no pelvimetric 
tests or any other types of tests were performed to confirm the 
medical doctor’s statement and just accepted it at face value. 
A Caesarean section was therefore performed with a midline 
vertical incision.   
 
Two years later, a similar scenario unfolded during her second 
labor. Again, the patient described a long labor with little or 
no progression. Her medical doctor reported that labor was not 
going well and ordered a Caesarean birth. The patient was 
given a low horizontal incision for this Caesarean. The 
attending chiropractor found it noteworthy that during the 
initial consultation, the patient was determined in her desire to 
have a natural childbirth with her third pregnancy. She 
intimated that she had great difficulty in finding a medical 
doctor to agree in taking her case and fulfill her wish for a 
natural childbirth. During her prenatal care, the patient 
changed hospitals four times and changed obstetricians seven 
times. Each doctor thought she was “crazy” for wanting to put 
herself and her baby at risk and would not agree to be liable 
for her care. She finally found a doctor in her last weeks of 
pregnancy that would accompany her during the birthing 
process, but even this doctor did not claim a positive outlook 
for a natural childbirth.  
 
Chiropractic examination  
 
At the time of the examination, the patient arrived in a 
pleasant mood despite being in great pain. She had difficulty 
in “moving around” during the examination and exhibited a 
positive Minor’s Sign. Postural examination revealed a right 
head tilt and normal shoulder and hip (iliac crest) levels. The 
patient had unremarkable cervical lordotic and thoracic 
kyphotic curves based on superficial inspection. The patient 
did, however, have a hyperlordotic lumbopelvic curve insofar 
as could be visualized. She had bilateral hyperpronation of the 
feet.  
 
On the first visit, the patient was evaluated using the Webster 
Technique.5 During this procedure, the patient is placed prone 
on the chiropractic table with pillows to accommodate her 
pregnancy. Flexing at the knees, the patient’s heels are 
brought to the buttocks simultaneously while noting for 
restriction in movement during knee flexion.  
 
 
 

 
 
 
The side of relatively greater restriction is interpreted as the 
side of sacral posteriority (P-L (+θY) or P-R (-θY). The 
patient was restricted on the right side and therefore had a 
right side posterior sacrum or P-R (-θY). Palpable tenderness 
and edema was found along the sacral base and at both 
sacroiliac articulations as indicated by tenderness over the 
regions of the posterior superior iliac spine (PSIS). Muscle 
palpation revealed hypertonicity and spasm of the piriformis 
muscle on the right. Blood pressure reading and pulse were 
within normal range.  Leopold’s maneuver reflected the baby 
to be in a flexed, vertex position. Fetal heart tones were within 
normal range and were obtained using a fetoscope. The patient 
reported that the baby was “moving and kicking a lot.”  
 
Chiropractic care  
 
The patient began care during her 34th week of pregnancy. 
The patient’s visits were restricted due to the fact that she 
lived approximately one hour away by car and was not able to 
drive without great discomfort. The patient was able to attend 
only four prenatal chiropractic visits. Chiropractic care was 
concentrated to her sacral region using the Webster technique 
combined with cranio-sacral techniques.  
 
On the first visit, the patient was cared for using the Webster 
Technique.5 The patient’s sacral subluxation of P-R (-θY) was 
adjusted in the prone position. Specially constructed 
pregnancy pillows were used to accommodate her stomach 
and the growing fetus. The patient’s sacrum was adjusted with 
a contact point lateral to the second sacral tubercle on the right 
side. A high velocity low amplitude thrust was applied in the 
posterior to anterior direction and of sufficient magnitude to 
engage the lumbar drop piece of the chiropractic table. Post-
treatment examination using the heel-to-buttocks test 
demonstrated equal tension on knee flexion indicative of 
amelioration of the sacral subluxation.  
 
The patient was then instructed to lie in the supine position. 
The side of interest (referred to as the round ligament contact) 
is contralateral to the side of sacral posteriority and in this 
case, the left side. The intersection of two imaginary lines - 
one from the umbilicus and directed approximately 450 
inferior and lateral while the other directed from the anterior 
superior iliac spine and directed 450 in the inferior and medial 
direction - is approximately the region overlying the round 
ligament. At this intersecting point, a sustained thumb contact 
was made and light pressure was applied and held for 1-3 
minutes while gradually and alternately turning (“torqued”) 50 

in a clockwise or counterclockwise direction until the round 
ligament tension is felt to subside. Home instructions were 
provided to the patient on the use of cryotherapy to be applied 
to the lumbosacral and sacroiliac regions as needed to reduce 
the inflammation and help with the pain.  
 
On the second visit, the patient was again cared for with the 
Webster Technique as described. Trigger point therapy to the 
buttock region was also applied to address the piriformis 
muscle spasms. Craniosacral care was also used to address the 
patient’s cranial dysfunctions.6 On the third visit, the 
examination portion of the Webster Technique demonstrated 
improvement with decreased tension and greater equality in 
the heel-to-buttock test.  
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However, the patient indicated no change in her symptoms of 
pain. The L5 segment was determined to be subluxated in the 
posterior direction and adjusted using the lumbar drop 
mechanism of the chiropractic table. In addition to the 
Webster technique, the patient was treated with the “buckled 
sacrum technique” as taught by Carol Phillips, DC.7 This 
brought immediate pain relief to the patient. Home 
instructions to the patient along with her husband were then 
provided on how to perform this procedure at home. 
 
On the fourth visit, the patient reported that her low back pain 
had improved significantly. She was now in the middle of her 
38th week of gestation. During this visit, the patient was cared 
for with the Webster technique, craniosacral therapy and the 
buckled sacrum procedure. The tenderness over the sacroiliac 
articulations had greatly abated as indicated by the patient 
during palpation. She reported being “better able to get 
around.” During the four visits to the chiropractor, the patient 
reported no adverse events, due to the chiropractic care she 
received.  
 
At the end of her 40th week of pregnancy, the patient went 
into spontaneous labor. She labored 12 hours at home with her 
husband. Upon arrival at the hospital, her cervix was dilated to 
6 centimeters. She kept active during labor as she was advised 
using the bath, standing, rocking, squatting and swaying to 
keep her pelvis moving and help with the descent of the baby. 
The patient reported that the medical team was very nervous 
about her labor and wanted her to be constantly monitored. 
She used a side lying position during the pushing stage and 
gave birth to a healthy baby girl – naturally and without the 
use of medications or a Caesarean surgical procedure, as had 
been with prior births.  
 
Discussion 
 
Throughout the 1970s and early 1980s, the rates of Caesarean 
births in the United States increased. However, by the late 
1980s, the rates began to decline. Between 1989 and 1996, the 
total Caesarean birth rates plummeted due to a decrease in the 
primary rate and an increase in the rate of vaginal birth after 
Caesarean births. Yet, from the mid 1990s and onward, the 
trend began to reverse.8 By 2004, approximately 1.2 million 
women in the United States had a Cesarean birth, representing 
29.1% of all births. This made Cesarean delivery the most 
common major surgical procedure for women in the United 
States.9 
 
The medical indicators for a Caesarean delivery include 
placenta praevia, HIV infection, a contracted pelvis, breech 
presentation, dystocia, fetal distress and previous Caesarean 
births.10 The purported benefits of a planned Caesarean section 
include greater safety for the baby, less pelvic floor trauma for 
the mother, avoidance of labor pain and convenience. We do 
not disagree with a planned Caesarean delivery nor argue with 
the medical indicators or the decision of the attending medical 
doctor and the patient, but rather advocate for further research 
into alternatives wherein Caesarean delivery is but one option 
for the expectant mother and not the first option of choice. As 
part of a profession that advocates for a conservative approach 
to health, we view the choice of a Caesarean birth for mere 
convenience—to allow for the delivery at a known time and  
 
 
 

 
 
 
avoidance of possibly a prolonged labor and its 
uncertainties—as having serious consequences.   
 
In a study to examine the prevalence of maternal health 
problems in the 6 months after birth and the association with 
method of birth, Thompson et.al. found that, compared with 
unassisted vaginal births, women who had Cesarean sections 
reported more exhaustion, lack of sleep, bowel problems and 
were more likely to be re-admitted to the hospital within 8 
weeks of the birth.11 Borders, in a review of the literature, 
showed similar findings.12 That is, women giving spontaneous 
vaginal birth experience less short-term and long-term 
morbidity than women who undergo assisted vaginal birth—
the use of forceps and vacuum extraction—or Caesarean 
births. Hemminki et al. discovered more complication and 
poorer infant outcome with later and subsequent births if the 
first births were Caesarean delivery, as compared to a first 
spontaneous vaginal delivery—even excluding women with 
persistent problems.13 
 
In 1916, Edwin B. Craigin made the often quoted statement, 
“once a Caesarean, always a Caesarean.”14 The following 
situations are contraindications to a trial of labor after a 
Caesarean birth:  Previous classical or inverted uterine scar, a 
previous hysterotomy or myomectomy entering the uterine 
cavity, previous uterine rupture, presence of a contraindication 
to labor, such as placenta previa or malpresentation; or the 
woman declines a trial of labor after Caesarean and requests 
elective repeat Caesarean delivery.15  
 
Today, despite the publications of numerous well-designed 
studies which support the success of vaginal births after 
Caesarean (VBAC)16-21 and two of the national objectives 
from Healthy People 2010 to promote vaginal births,22 the 
practice patterns of obstetricians do not support this as 
demonstrated by the small fraction (12.6%) of women with 
previous Caesareans giving birth vaginally in the United 
States.23   
 
The patient presented in this case report may be representative 
of such a continuing phenomenon until an overwhelming 
choice for a natural delivery and sought-after medical 
providers open to her wishes and incorporate chiropractic care. 
Keep in mind however that the present medical data suggest 
that a trial of labor in women with more than one previous 
Caesarean section is likely to be successful but is also 
associated with a higher risk of uterine rupture due to its 
inability to possibly withstand the forces of an expanding 
uterus and the forces of labor contractions.24 The danger is 
further increased if the woman’s labor is provoked or 
augmented with the use of synthetic oxytocin—a drug that 
stimulates uterine contractions, since the contractions are more 
intense than those of normal labor. Again, comment is made 
barring consideration for other interventions that may facilitate 
vaginal delivery—such as chiropractic—despite previous 
Caesareans.  
 
Implications for Chiropractic Care 
 
The objectives of chiropractic in care of this patient were to 
alleviate low back pain complaints as a consequence of 
pregnancy. When the patient also indicated her motivation for  
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seeking chiropractic care – that is her determination to have a 
natural childbirth with her third pregnancy and the possibility 
that chiropractic may help, the chiropractor agreed to a trial of 
care. The attending chiropractor felt confident, based on 
clinical experience with similar patients. The theoretical and 
clinical framework from which the focus of care was primarily 
through the use of the Webster Technique.5,25 
 
The Webster Technique is defined as a specific chiropractic 
analysis and adjustment that reduces interference to the nerve 
system by facilitating balance in the pelvic and abdominal 
muscles and ligaments, in turn reducing constraint to the 
woman’s uterus to allow the baby to get into the best possible 
position for birth. The Webster Technique focuses on 
alignment and proper biomechanics of the pelvic bowl, the 
involved articulations and associated ligaments and muscles.  
 
With the patient presented, Webster Technique analysis 
revealed a right sacral posteriority. Digital palpation of the 
region of chief complaint further revealed concomitant right 
piriformis muscle spasms and tenderness over the sacral base 
and in both SI joint articulations. These findings are not 
unusual, with due consideration to the developing fetus in the 
pregnant patient.  
 
The pelvic bowl and surrounding structures must necessarily 
accommodate the growing fetus. The role of the hormone 
relaxin in facilitating this change in the pelvic bowl is well 
established. However, such changes may result in 
biomechanical dysfunction or instability. One can imagine 
over a period of time spanning the patient’s pregnancy, 
continued tension in the muscles and ligaments of the pelvic 
bowl eventually leads to muscle spasms and SI joint 
dysfunction.  
 
Consider that the pelvic floor muscles such as the levator 
ani,26 piriformis, coccygeus muscles27-28 and the transverse 
abdominal muscles29 have been demonstrated to increase force 
closure of the SI joint. A force closure results in increased SI 
joint stiffness. Achieved by compressive forces on the 
articulating  surfaces through muscular contraction, it directly 
increases the compressive load on the SI joint surfaces or 
alteration of the SI joint biomechanics thereby causing 
improper tension in ligamentous structures. Stiffening of the 
SI joint and contraction of the muscles of the pelvic bowl may 
be a response to the instability caused by the growing fetus 
and accommodating pelvic bowl by creating overall a stiffer 
pelvic ring and greater stability. This phenomenon is even 
more relevant in pregnant patients with low back pain and 
pelvic pain.27,29-31  
 
However, it is well known that a sustained contraction of a 
muscle may result in alteration of the timing and motor control 
of the muscle, particularly with the presence of SI joint pain.32-

33 The birthing process necessarily requires a coordinated and 
properly-timed series of events – one of which would be the 
well-timed and coordinated contraction of the pelvic bowl 
muscles. Barring such an event may possibly result in 
dystocia.  
 
Keep in mind that the patient presented in this case underwent 
two previous Caesareans due to a failure to advance in labor.  
 
 
 

 
 
 
Dysfunctional muscles or sustained contraction have already 
been related to voiding dysfunction in patients with SI joint 
pain. How much more for a pregnant patient with pelvic 
instability? Correction of the sacral posteriority using the 
Webster Technique may restore proper alignment of the SI 
joint in addition to alleviating tension and spasm in the 
involved muscle and ligamentous structures discussed above.  
DeVocht and colleagues34 as well as Lehman et.al.35 have 
successfully demonstrated reduction in resting muscle activity 
through electromyographic examination following spinal 
manipulation. 
 
Observational studies have been published documenting the 
use of the Webster Technique in patients with breeched 
pregnancies.24,36-38 However, more research is needed to fully 
elucidate the role of this technique in choosing the mode of 
delivery for pregnant patients. As with all case reports, we 
caution the reader on the generalizability of the case reported 
in similar patients. There exist competing explanatory 
variables that require further examination in higher level 
designed studies.  These include:  
 

a. the natural history of back pain  
b. regression to the mean, and  
c. the result of placebo and non-specific effects.  

 
“Self-fulfilling prophecy” may exist either from:  
 

d. the demand characteristics of the therapeutic 
encounter, or  

e. subjective validation may result in incorrect 
inferences from treatment.  

 
Research incorporating randomization, a control group and 
manipulation of the independent variable—the active 
ingredient of the chiropractic adjustment—would assist in 
delineating the most effective mode of delivery for similar 
patients. In the meantime, further documentation of other 
cases or series and higher-level research design studies are 
needed to fully elucidate the effectiveness and safety of 
chiropractic care in such patients.  
 
Conclusion 
 
This case report described the successful chiropractic 
management of a patient with pregnancy-related low back 
pain and possibly facilitated a successful vaginal birth despite 
two previous Caesareans. We encourage further research in 
this field. 
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