
Answer to the Manipulation Quandary

In response to your editorial detailing the long-running altercation with chiropractors concerning manipulation1, 	
I have a simple and effective answer. When the dust from the car in front of you is making your breathing difficult, 
the most effective answer is to pass that car; go out in front and let them eat your dust. 

When Fred Mitchell Sr. back in the early days of osteopathy conceived of the muscle energy technique he was on 
the right track but missed the mark because he was focused on the articular dysfunction and was unaware of the es-
sential myofascial trigger point (MTP) component. Osteopaths, chiropractors, and physical therapists have perpetu-
ated that omission ever since. The fact of the matter is that the relatively few clinicians really skilled and knowledge-
able both in manipulation techniques and MTPs are acutely aware of the fundamental fact that articular dysfunctions 
and MTPs in muscles crossing that joint establish a positive feedback loop so that one aggravates the other. Your 
problem is largely one of semantics so the simple answer is to change the playing field and the semantics that go with 
it. If you get the same effective results for the same patient problem by treating the MTPs rather than the joint and 
use different terminology you leave the other side without an argument. You are applying muscle contract-release to 
release the muscle(s) that are restricting joint movement not manipulating the joint to treat your patients. 

I not only have years of experience treating patients, but at age 85 I have a collection of muscles, nearly all of 
which have latent MTPs that often are occasionally activated by my dynamic life style. My experience has been that by 
far the most effective and easily applied treatment of a newly activated MTP is what Mitchell would call a muscle en-
ergy technique. To avoid confusion, I would suggest we call it a Contract-Release technique. This simply is an isomet-
ric contraction of the muscle with the MTP followed by either an active or passive (or both) stretch of the muscle(s) 
restricting joint range of motion. The reason this is so effective is described and illustrated in a published paper2. What 
that paper does not describe is that the reason the initial contraction facilitates the subsequent stretch is that it helps 
to release the tangled sticky titin molecules in the shortened sarcomeres. The reason the process must by done slowly 
is that it takes time for those molecules to work free of their stuck-together state. As usual in the MTP “business”, 
there are precious few scientific articles documenting this feedback loop between the restricted joint motion and the 
shortened muscles associated with it. However, there is a wealth of clinically oriented references, including the book 
by Lewit3. 

Sometimes the answer is at hand, but one must think outside of the box to recognize it. 

David G. Simons, MD.
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Manual Therapy in Children: Role of the Evidence-Based Clinician.

I read with great interest the editorial comment in this journal by Dr. Huijbregts on Manual Therapy in Children: Role of the 
Evidenced-Based Clinician1. As the largest pediatric chiropractic organization worldwide, we at the International Chiropractic 
Pediatric Association (ICPA) welcome the invited opportunity to address his editorial comments with our perspective.  

We could not agree more with Dr. Huijbregts’ comment that the evidence-based clinician “combines research data on di-
agnostic accuracy, outcomes, and risk of harm with clinician expertise and patient (or in this case, parent) values when choos-
ing a management strategy.” Although experimental design studies have been published addressing the effectiveness of chiro-
practic care for children2, the sum of the published literature is still very much lacking. We are only too painfully aware that 
this deficit is not unique to chiropractic but exists for both allopathic and non-allopathic approaches to pediatric patient care. 
However, this should not detract parents from choosing chiropractic care (or any other type of care) for their child since we 
in the chiropractic profession have over 100 years of clinical experience in providing a safe and alternative approach to the 
care of children. Indeed, the latest survey by the National Board of Chiropractic Examiners3 supports this statement from their 
findings that the percentage of patients under 17 years of age has increased by 8.5% since 1991. A 1998 study by Lee et al4 es-
timated that some 30 million visits were made by pediatric patients to chiropractors each year. This represented approximately 
$1 billion in healthcare cost, $510 million of which was paid out-of-pocket by families. 

Recently, Vohra et al5 performed a systematic review of the literature for articles that documented adverse events associ-
ated with pediatric (0–18 years of age) spinal manipulation. Using 8 electronic databases with the literature search spanning 
some 104 years, these authors identified 14 cases reporting direct adverse events with pediatric spinal manipulation. Ten of 
the 14 cases were attributed to chiropractic. They identified “a further 20 cases of delayed diagnosis and/or inappropriate pro-
vision of chiropractic care.” Based on these findings, Vohra et al concluded that “serious adverse events may be associated with 
pediatric spinal manipulation.” Ceteris paribus—“all other things being equal”—it would seem more appropriate to conclude 
what we in the chiropractic profession have always advocated – that there is insufficient evidence to indicate that the use of 
spinal manipulative therapy in children is harmful6. Of the 10 chiropractic cases involving an adverse event as cited by Vohra 
et al, 9 papers were retrievable for closer examination. Five cases documented minor adverse events which might be described 
as self-limiting and did not require hospitalization or the attention of a medical doctor. Four of 5 cases described as involving 
a severe adverse event (i.e., requiring hospitalization or resulting in permanent disability or mortality) involved patients with 
a pre-existing comorbidity and/or presenting with continued declining health status as a result of severe trauma. Vohra et al 
failed to address this in their paper. Upon further examination of the 20 cases cited as resulting in delayed diagnosis or inap-
propriate provision of chiropractic care, the supporting references were nothing more than Letters to the Editor and a text-
book citing a medico-legal case. This was a violation of the authors’ study selection criteria of adverse events cited in primary 
investigations/reports in peer-reviewed sources.  

Before one dismisses the clinical experience (and expert opinion) of chiropractors in the care of children in favor of 	
the allopathic approach to pediatric care, consider the following. Everyday, millions of children are treated with prescription 
and over-the-counter medication that have never been tested for their effectiveness let alone their safety in children. Non-
prescription cough and cold products are but one example of this instance where safety and efficacy data are lacking in chil-
dren7-8. On a more pressing note, consider the use of “off-label” drugs—the practice of prescribing medications outside indica-
tions set by the regulatory bodies with respect to the age of the patient, dose prescribed, route of administration, or the 
indication for drug use9. I would concede that the issues surrounding this practice are complex and there are attenuating cir-
cumstances. However, severe adverse events associated with off-label prescribing number more than 10 cases10-11. Our over-
reliance on so-called “research” has failed us as a society. Several respected biomedical journals whose publications we have 
relied upon to provide the best scientific evidence to guide patient care have had to address the issue of conflict of interest, 
the falsification of data, and scientific misconduct in general12-13.  

We are not advocating that we should ignore or do not strive to do more research but rather point out the trinity of 	
evidence-based healthcare: research data are combined with clinical experience/judgment, while at all times respecting the 
values and choices of the patient. The ICPA has recently created the largest practice-based research network in the chiroprac-
tic profession to address the issues of safety and effectiveness of chiropractic care. Our preliminary data thus far (unpublished 
data) are similar to the findings by Hayes and Bezilla14 in their work on the use of osteopathic manipulative treatment of pedi-
atric patients. No treatment-related complications (i.e., fractures, dislocations, cerebrovascular accidents, etc) were found 
thus far based on surveys of chiropractors and independently, from surveys of parents of children under chiropractic care. 
With respect to treatment-related aggravations, our findings thus far indicate less than a handful which may be described as 
“soreness” and/or “stiffness” over the course of thousands of office visits. Interestingly, a majority of chiropractors and parents 
indicated treatment-related improvements in their patients/child as they relate to the presenting complaints but also in “un-
related” problems. 
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From a historical perspective, the chiropractic care of children has been around since chiropractic’s inception and based 
on surveillance studies on the effects of chiropractic care on patients, improvements in both musculoskeletal and non-	
musculoskeletal conditions are popularly reported among the elderly and in the pediatric population15. Unlike that of Bieder-
mann’s etiologic model of KISS Syndrome and KIDD Syndrome16, chiropractic’s pathophysiologic model has, at its core, a vi-
talistic and holistic approach to patient care vis-à-vis the vertebral subluxation complex17. As touched upon by Dr Huijbregts, 
there is diversity among manual therapists and results obtained by one “technique” (salutary or otherwise) should not be uni-
versally applied to all. For chiropractors, the application of manual therapy/adjustment to sites of spinal subluxations are var-
ied and many and can range from non-force/non-thrust techniques to the well-known high-velocity, low-amplitude thrust to 
the spine. With children, due consideration to the unique biomechanical features of the pediatric spine calls for judicious 
modification of the thrusting forces applied18. Manual therapy for the pediatric patient is simply not a scaled-down version of 
the adult and should only be performed by healthcare providers with expert training.

With respect to the vegetative responses such as facial and whole-body flushing, diaphoresis, crying, bradycardia, and 
temporary respiratory arrest as reported by Koch et al19 in children treated for KISS-syndrome with impulse manipulation; 
first, this requires further investigation to determine if similar responses do occur with other techniques/practitioners and 
secondly, the vegetative response findings by Koch et al were, as qualified by the authors, of short duration and self-limiting 
without long-term patient consequences, based on their experience with over 20,000 children20. 

As is the fiduciary responsibility of any clinician, the risks and benefits of any intervention must be weighed in the process 
of informed consent. As pointed out by Dr Huijbregts, “there is no clear evidence of harm” in the manual therapy of children 
and absence of evidence is not evidence of absence. We at the ICPA and within the chiropractic profession in general, are 
working on the ardous task of producing high-quality research to substantiate our claims of effectiveness and safety. In the 
meantime, millions of children continue to benefit from our 100 years of clinical experience.

Joel Alcantara, BSc, DC
Research Director
International Chiropractic Pediatric Association
327 N. Middletown Rd
Media, PA, USA 19603
dr_jalcantara@yahoo.com 
www.icpa4kidsc.om

References

	 1.	 Huijbregts PA. Manual therapy in children: Role of the evidence-based clinician. J Manual Manipulative Ther 2006; 14:7–9.
	 2.	 Rosner AL. Infant and Child Chiropractic Care: An Assessment of Research. Norwalk, IA: Foundation for Chiropractic Education and Research, 

2003.
	 3.	 National Board of Chiropractic Examiners. Job Analysis of Chiropractic. Greeley, CO: author, 2005.
	 4.	 Lee AC, Li DH, Kemper KJ. Chiropractic care for children. Arch Pediatr Adolesc Med 2000;154:401–407.
	 5.	 Vohra S, Johnston BC, Cramer K, Humphreys K. Adverse events associated with pediatric spinal manipulation: A systematic review. Pediatrics 

2007;119:e275–283.
	 6.	 Alcantara J. Adverse events associated with pediatric spinal manipulation: A systematic review. What does the data really show? Presented at: WFC 

9th Biennial Congress and the ECU’s 75th Anniversary Convention. Vilamoura, Portugal: May 17–19, 2007.
	 7.	 Traynor K. FDA investigating nonprescription cough and cold products. Am J Health Syst Pharm 2007;64:802–803.
	 8.	 Irwin RS, Baumann MH, Bolser DC, et.al.  Diagnosis and management of cough executive summary: ACCP evidence-based clinical practice guide-

lines. Chest 2006;129(1 Suppl):1S–23S.
	 9.	 Conroy S, Newman C, Gudka S. Unlicensed and off label drug use in acute lymphoblastic leukaemia and other malignancies in children. Ann Oncol 

2003;14:42–47.
10.	 Neubert A, Dormann H, Weiss J, et al. The impact of unlicensed and off-label drug use on adverse drug reactions in paediatric patients. Drug Saf 

2004;27:1059–1067.
11.	 Choonara I, Conroy S. Unlicensed and off-label drug use in children: Implications for safety. Drug Saf 2002;25:1–5.
12.	 Reynolds SM. ORI findings of scientific misconduct in clinical trials and publicly funded research, 1992–2002. Clin Trials 2004;1:509–516.
13.	 Djulbegovic B, Angelotta C, Knox KE, Bennett CL. The sound and the fury: Financial conflicts of interest in oncology. J Clin Oncol 

2007;25:3567–3569.
14.	 Hayes NM, Bezilla TA. Incidence of iatrogenesis associated with osteopathic manipulative treatment of pediatric patients. J Am Osteopath Assoc 

2006;106:605–608.
15.	 Leboeuf-Yde C, Pedersen EN, Bryner P, et al. Self-reported nonmusculoskeletal responses to chiropractic intervention: A multination survey. J 

Manipulative Physiol Ther 2005;28:294–302.
16.	 Biedermann H, ed. Manual Therapy in Children. Edinburgh, UK: Churchill Livingstone, 2004.



letters to the editor /  249

17.	 Alcantara J, Plaugher G, Lopes MA, Cichy DL. Spinal subluxation. In: Anrig C, Plaugher G, eds. Pediatric Chiropractic. Baltimore, MD: Williams 
& Wilkins, 1997.

18.	 Alcantara J, Plaugher G, Anrig C. Pediatric chiropractic. In: Redwood D, Cleveland C, eds. Fundamentals of Chiropractic. St. Louis, MO: Mosby 
Inc., 2003.

19.	 Koch LE. The influence of the high cervical region on the autonomic regulatory system in infants. In: Biedermann H, ed. Manual Therapy in 
Children. Edinburgh, UK: Churchill Livingstone, 2004:125–131.

20.	 Koch LE, Koch H, Graumann-Brunt S, Stolle D, Ramirez JM, Saternus KS. Heart rate changes in response to mild mechanical irritation of the 
high cervical spinal cord region in infants. Forensic Sci Int 2002;128:168–176.

Authored by: 
John N. Flood, DO, FACOS, FAOAO, 

Roy Bechtel, PT, PhD, 
and

Scott Benjamin, PT, DScPT.

With an introduction by:
 Jim T. Meadows, PT, BScPT, MCPA, FCAMT.

Edited by: 
John M. Medeiros, PT, PhD.

For more information, contact: 
Otter Rock Press

PO Box 681
Forest Grove, Oregon 97116

otterrockpress@gmail.com

John n. Flood   Roy Bechtel  Scott BenJamin

POST-SURGICAL REHABILITATION AFTER 

ARTIFICIAL DISC REPLACEMENT: 

An Evidenced-Based Guide 
to Comprehensive Patient Care

introduction by 

Jim t. meadows

edited by 

John m. medeiros

PO
ST-SU

R
G

IC
A

L R
EH

A
B

ILITA
IO

N
 A

FTER
 A

RTIFIC
IA

L D
ISC

 R
EPLA

C
EM

EN
T

Flo
o

d
 • B

ec
h

tel
• B

en
Ja

m
in

“I encourage those therapists who are interested in the artificial disc, and all those who 
are treating patients with spine-related problems, to read this book. In it you will find a 
comprehensive template for an evidence-based, problem-solving approach to spine 
rehabilitation. . . .” —from the introduction by Jim T. Meadows
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