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9 Maternal Care - Added 
RECOMMENDATION - Added 
A woman’s body experiences numerous biomechanical adaptations and physiological changes during pregnancy. These changes may have an adverse affect on her neuro-musculo-skeletal system. 
Because of these physiological and biomechanical compensations, practitioner care must be taken to select the specific analysis and adjustment most appropriate for the complex changes during the various stages of pregnancy. 
The increased potential for spinal instability in the mother and the resulting subluxations in the woman’s spine throughout pregnancy affect the health and well-being of both her and her baby. This warrants regular chiropractic check ups in all women throughout pregnancy. 
Patient education pertinent to chiropractic care in pregnancy is encouraged. 
Rating: Established 
Evidence: E,L 

Commentary - Added 
The doctor of chiropractic plays an essential role in both the mother and baby’s musculoskeletal and nerve system care throughout pregnancy and in preparation for birth. 

Varney’s Midwifery text states: 

“The potential for damage in pregnancy and the postpartum period to a woman’s neuro-musculo-skeletal structure is great. Shifts in the center of gravity forward and slightly up destabilize her posture and realign the carriage of weights and forces through her joints, predisposing nerves, muscles, bones, and connective tissues to damage. Increased levels of relaxin and elastin further aggravate this situation.”1 

Gait compensations and increased biomechanical loads lead to further strain on spinal segments and their supporting structures. 

Female sacroiliac joints tend to be flatter, with a wider retroarticular space and longer interosseous ligaments, all promoting greater mobility.2 As hormonal changes affect supporting musculature and ligament laxity, there is an increase in spinal and sacroiliac articulations compensation and mobility. If a motion segment is compensating for a lack of mobility at an adjacent level, then these segments may become more hypermobile.3,4 

Forester and Anrig write: 

“Maternal weight gain is most significant during this gestational period. This contributes largely to the profound biomechanical compromise of the lumbosacral spine. With a drastic shift in the gravitational weight bearing of the mother, pelvic musculoskeletal function, principally of the sacroiliac and hip joints is imperiled. This leads to often significant soft tissue structure changes such as hypertonicities or ligament laxity, which in turn creates biomechanical instability. Not just the lumbosacral spine but compensatorily, the thoracic and even cervical spine acquire a diversity of combinations of aberrant segmental and global motion. The unfortunate typical short radius sacral curve of later pregnancy provides the foundational imbalance for thoracic hyperkyphosis and cervical hypolordosis. Cellular edema and inflammation, along with anatomical yielding of the intervertebral foraminae, generate neurophysiology of the important spinal nerve tissues with resultant cellular and aggregate tissue malfunction. Summarily, the potential for extensive vertebral subluxation complex in the maternal patient is physiologically inherent for the last 3 gestational months.”5 

Varney’s midwifery states, “In the antepartal period, changes in posture occur gradually and can be responsible for a great many discomforts over the course of the pregnancy.”6 The prevalence of low back pain during pregnancy can be as low as 42.5% 7 and as high as 90%.8 One study revealed that 28% of women experience back pain by the twelfth week of gestation.9 Because of the biomechanical compensations discussed above, it is not unusual for pregnant women to experience pain in multiple areas of her spine including sacral, lumbar, thoracic, cervical and cranial. 

Currently, most published research on chiropractic care in pregnancy addresses the efficacy of the adjustment for low back pain. One study revealed that 75% of women who received chiropractic adjustments during their pregnancy stated that they experienced relief of their pain and discomfort.10 

Additionally, neurological conditions are associated with subluxations in pregnancy including: neuralgia, paresthesia, brachial, intercostals and sciatic neuralgia, coccygodynia, carpal tunnel syndrome, Bell’s palsy and traumatic neuralgia.11 
In studies done on laboratory animals a relationship between vertebral lesions in the lumbar area and interference to physiological function of that region were noted. It is also suggested that upper cervical lesions contributed to physiological disturbances in the mother such as: cardiac and thyroid malfunction, and sexual disturbances. Of further interest was that lesions in these laboratory animals produced miscarriages, behavioral changes, premature births, stillbirth, “runty” offspring, and early death of the young. 

In human pregnancy, Burns noted that women with vertebral lesions had pregnancies and labors that were abnormal compared with non-lesioned pregnant women. Further, various obstetrical complications occurred with mothers suffering from lumbar lesions.12,13 

In regards to the health of the developing young rabbits, the offspring of lesioned mothers demonstrated stunted growth, erratic behavior, slow development and implications of anatomic deformities.12 Chiropractic author and researcher, Plaugher recommends that additional studies are clearly warranted based on these results with animals.14 

Subluxation of the sacrum in the pregnant pelvis is a major contributing factor to intrauterine constraint. Forrester and Anrig report: 

“Specifically, sacral rotation causes an anterior torquing mechanism on the uterine ligaments and musculature, decreasing space and altering the environment for the fetus… When correction of the sacral subluxation occurs, the structure and therefore the function of the uterine structures are improved allowing the fetus to position itself properly.”15 

Constraint in the uterus contributes to abnormal fetal positioning in pregnancy and labor. Fetal presentations other than cephalic or positions other than anterior may result in frequent birth complications for the mother and baby. 

Intrauterine constraint in pregnancy may cause irregular spinal development of the fetus as well. Compromised spinal development of the baby may have permanent adverse effects on the baby’s nerve system. Forrester and Anrig write: 

“The critical effects of in-utero constraint involve the biomechanical considerations on fetal development, the potential for a reduced efficiency in labor resulting in a longer harder labor process with an increased incidence of anoxia, brain damage, asphyxia, prolapse of the umbilical cord and intrauterine death and a greatly elevated propensity toward operative delivery which exacerbates the danger of trauma to the neonate.”16 

One specific chiropractic analysis and adjustment, the Webster Technique, has been utilized to correct sacral subluxation and therefore reduce the effects of intrauterine constraint.17-19 The Webster Technique is defined as “a specific chiropractic analysis and adjustment that reduces interference to the nerve system, facilitates balance in the pelvic and abdominal muscles and ligaments, which in turn reduces constraint to the woman’s uterus allowing the baby to get into the best possible position for birth.”20 
There are several textbooks and reference manuals in chiropractic which each address the importance of chiropractic care in pregnancy.21-25 Each book includes some or all of the reasons for chiropractic care throughout pregnancy discussed above. 

In addition to being aware of the available research, textbook writings and the chiropractor’s clinical experience supporting the importance of chiropractic care in pregnancy for safer and easier births, it is important that the doctor of chiropractic understand the physiological causes of dystocia in labor and the potential the chiropractic adjustment has in reducing the causes of dystocia. Dystocia is abnormal function in labor and the number one cause for invasive intervention that results in trauma and subluxation in the mother and infant. 

In Williams Obstetrics, the authors define dystocia as “Abnormal Labor.” They further emphasize, “Dystocia is very complex, and although its definition - abnormal progress in labor seems simple, there is no consensus as to what ‘abnormal progress’ means. Thus, it seems prudent to attempt a better understanding of normal labor in order to determine departures from normal.”26 

Williams Obstetrics defines the causes of dystocia to be: 

1. Abnormalities of the expulsive forces— either uterine forces insufficiently strong or inappropriately coordinated to efface and dilate the cervix (uterine dysfunction), or inadequate voluntary muscle effort during the second stage of labor. (Power) 

2. Abnormalities of the maternal bony pelvis– that is pelvic contraction (Passage) 
3. Abnormalities of presentation, position, or development of the fetus (presented in chapter 19) (Passenger) 

4. Abnormalities of the soft tissue of the reproductive tract that form an obstacle to fetal descent.27 

When examined from a structural perspective, each of these causes may be prevented with specific chiropractic analysis and adjustment of the pregnant woman’s spine throughout pregnancy. In other words, each cause of dystocia is addressed with specific, regular chiropractic care throughout pregnancy. 

Correlating the causes of dystocia with the corrective accomplishments of the chiropractic adjustment is as follows: 

1. Uterine dysfunction may very well be caused by a decrease in nerve innervation to the uterus which normally initiates strong contractions and maintains adequate muscle function throughout labor. Specific segmental care throughout pregnancy restores adequate nerve supply and therefore normal function to the uterus. 

2. Pelvic contraction is defined as misalignment of the pelvic bones caused by physical trauma to the woman. Specific chiropractic adjustments offer the potential for pelvic realignment reducing pelvic contraction. 

3. Abnormalities of presentation, position or development are known to be caused by intrauterine constraint. Preliminary studies with the Webster technique are demonstrating the efficacy of reducing intrauterine constraint to the woman’s uterus. 

4. Preliminary, clinical findings are showing reduction in fibroids and migration of placenta attachment to more desirable positions while the patient is under chiropractic care. 

There is much to be done in the research arena to continue to substantiate the efficacy of chiropractic care in pregnancy. Beyond the presence of back pain or other symptoms, chiropractic care during pregnancy offers promise for easier and safer deliveries for both the mother and baby. All pregnant women should be routinely examined throughout pregnancy by a Doctor of Chiropractic for the presence of vertebral subluxation. Facilitating a healthy pregnancy and restoring a normal physiological environment for natural birth is well within the chiropractic scope of practice. 
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