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Summary
Introduction: Chronic constipation is a common condition in the very young and the
very old. So much so that approximately $800 million is spent on laxatives in the
United States each year. Constipation is such a common problem in the pediatric
population that it is the second most referred problem to the pediatric gastroenterologist and accounts for 25% of all visits. Given the many anecdotes and testimonials
on the successful care of pediatric patients with constipation but the few documenting this in the scientific literature, we hope to contribute to evidence-based practice
with this case series presentation.
Methods: We describe through a case series presentation the successful outcome of
chiropractic care in pediatric patients with chronic constipation. All three patients
were under 2 years of age with bowel movements ranging from once per week to every
3—4 days. Previous unsuccessful care involved dietary changes and the use of cod liver
oil or mineral oil under the auspices of medical care.
Results: Following a trial of fullspine chiropractic care characterized as high velocity
low amplitude thrusts and the activator technique, the patients responded to care
immediately with improved bowel movements. Spanning a period of care of 3 weeks
to 3 months in the three patients, there was an increase in frequency of bowel
movements to once every 1—2 days. Furthermore, the bowel movements were
described as soft without the accompanying straining, pain and rectal bleeding.
Conclusion: This study contributes to evidence-based practice on the chiropractic
care of children with constipation.
# 2008 The College of Chiropractors. Published by Elsevier Ltd. All rights reserved.
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Introduction
The elimination of food waste from the body is
a common and simple daily occurrence for most
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individuals. Even so, between 5% and 28% of all
children experience great difficulty with elimination of food waste, which is often accompanied with
pain, fear, and avoidance.1—3 The symptoms of constipation include infrequent or difficult evacuation
of the feces. In the medical community, it is generally accepted that regular bowel movements consists of 3—4 eliminations per week. Frequencies less
than this is indicative of constipation.4 However,
other healthcare providers with a holistic approach
to patient care may classify constipation as anything
less than one bowel movement per day.4 Constipation is such a common problem in the pediatric
population that it is the second most referred problem to the pediatric gastroenterologist and
accounts for 25% of all office visits.1—3 Most cases
of constipation are diagnosed as ‘‘functional’’ as
opposed to one with an organic origin (i.e., endocrine disorders, neoplasms, etc.).5
The ever increasing use of complementary and
alternative medicine (CAM) in adults is also
reflected in CAM use by children.6,7 According to
Spigelblatt et al.8 and Lee et al.,9 chiropractic
stands as the most popular type of CAM therapy
for children. In fact, adult CAM users are 3 times
more likely to use CAM for their children compared
to non-CAM users.8 To date, the best estimate on the
use of chiropractic services by children has been
provided by Lee et al.9 and placed at approximately
30 million visits per year. To the best of our knowledge, no data exists on what proportion of these
visits constitute complaints for constipation. Van
den Berg et al.10 found the prevalence of functional
constipation in children to vary from 0.7% to 29.6%
with a median of 8.9%. The large variation in prevalence has been attributed to variations in sample
size, different methods of data collection and the
lack of a uniform definition to classify constipation.
Regardless, it is a common problem. Given the many
anecdotes and testimonials on the successful care of
pediatric patients with this disorder11,12 and the
lack of documentation in the scientific literature
in support of this phenomenon,13—20 we present in a
case series the successful chiropractic care of three
pediatric patients with chronic constipation. By
doing so, we aspire to contribute to the paucity
of evidence that chiropractic care is effective in
children with this problem.

Case series
Case report #1
The first case involved a 21-month-old 15 kg male
infant with complaints of constipation since birth.
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His bowel movements occurred every 3—4 days with
his feces described by his mother as hard and large
enough to occasionally cause rectal bleeding. Eventually, fear and avoidance was associated with the
task of defecation. Unsuccessful medical treatment
consisted of increased fluid and fiber intake, ingestion of Lansoyl (a mineral oil) and cod liver oil along
with elimination of dairy from his diet. History of
trauma or a with familial history of constipation was
denied.
On initial observation, the patient was a happy,
thriving infant in the 95th upper percentile for his
weight and length. The infant’s prone posture
revealed a short right leg by 3/400 and a superior
right iliac crest when compared to the left. Passive
range of motion (ROM) in the lumbopelvic region was
symmetric and full. Ortolani’s test and infant
reflexes were unremarkable. Static and motion palpation of the spine revealed dysfunctional motion at
the C1—2, at the T6—7 and L2—3 functional spinal units
(FSUs). There were visible signs of discomfort by the
infant in response to digital palpation of hypertonic
paraspinal musculature at these levels, indicative of
tenderness to palpation. Further static and motion
palpation revealed the right posterior superior iliac
spine (PSIS) as posterior inferior when compared to
the left side. Due to the infant’s agitation, no other
tests were performed. Vertebral subluxations were
diagnosed at the C1 vertebral body (VB), at the L2 VB
and at the right ilium. The course of care involved
the use of high velocity, low amplitude (HVLA) type
thrusts and the activator technique. The treatment
frequency was scheduled at 3 times a week for 3
weeks, followed by twice a week for 3 weeks, and
eventually abated to weekly visits dependent on the
patient’s response to care. On the first visit, an HVLA
type thrust was applied to the left posteriority of
the C1 VB, to the L2 VB and to the right ilium. Note
that similar types of care have been described for
the care of the adult. However, the magnitude of
the thrust applied to this patient and others of
similar age and body habitus are modified (i.e.,
decreased) due to the child’s immature neuromusculoskeletal system. The care employed resulted in
an immediate response. Following this initial care,
the patient’s mother described her son’s bowel
movements as daily but still painful. The patient
was cared for with HVLA type thrusts to sites of
vertebral subluxations over the scheduled course of
care. Following 2 months of care, the infant was
experiencing regular (i.e., to once every 1—2 days)
and painless bowel movements. Within this time
period, the patient’s feces continued to have a
hardened consistency until dairy and wheat were
eliminated from his diet as prescribed by the attending chiropractor. Long-term follow up 1 year later
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revealed an infant with consistent, soft, painless
bowel movements at frequency of every 1—2 days.

Case report #2
The second case was a 7-month-old female infant
with a complaint of constipation since the age of 2
months. Her bowel movements occurred every 3
days and associated with severe straining and pain.
Her feces were described by her mother as ‘‘hard
and pellet-like.’’ Vegetable and fruit solids were
introduced at 5 months of age with avoidance of
cow’s milk. Despite these attempts, the patient
continued to suffer from constipation as described
above.
On visual inspection, the patient’s colour, tone,
and development appeared normal. Postural evaluation noted a right gluteal fold deviation to the
right indicating a right ilium subluxation. Static and
motion palpation further confirmed the right ilium
subluxation. A mild restriction on right cervical
rotation was noted and upon further segmental
examination (i.e., static and motion palpation),
C1 VB and T4 VB subluxations with accompanying
paraspinal muscle hypertonicity were discovered.
Infant reflexes appeared normal.

A course of care was scheduled at twice a week
for 3 weeks. The first set of adjustments was directed to the atlas VB and right ilium subluxation with
the activator instrument. At the second visit the
patient’s mother revealed her daughter as having
bowel movements without straining at every 1—2
days. Chiropractic care continued for the full duration of 3 weeks as scheduled. The chiropractic care
rendered was as described above (i.e., activator
technique to sites of vertebral subluxation). At 1year follow-up, the infant continued to have normal
and unstrained bowel movements every 1—2 days.

Case report #3
The third case was a 21-month old female child with
encopresis and severe constipation characterized as
bowel movements at once a week since the age of 10
months. Furthermore, the patient’s bowel movements were described as ‘‘very painful and traumatic.’’ The patient’s mother indicated that she
would have to ‘‘coach’’ and reassure her daughter
while defecating in order for her baby to have a
bowel movement. On occasion, these were accompanied with rectal bleeding. Solids were introduced
to the patient’s diet at age 4 1/2 months and cow’s

Table 1 Summary of case series presented.
Age
Gender Presenting complaint
(months)
21

7

21

a

Spinal
care

Technique Treatment freq

Fullspine Activator
BMa every 3—4 days;
methods
feces hard and large
causing rectal bleeding.
Unsuccessful medical
treatment of "fluid
and fiber intake,
ingestion of Lansoyl
and cod liver oil
Fullspine Activator
Female BM every 3 days and
methods
associated with
severe straining and
pain; feces are ‘‘hard
and pellet-like.’’
Increase intake of
vegetable and fruit
in diet and elimination
of cow’s milk was
unsuccessful
Fullspine Activator
Female BM once a week since
methods
the age of 10 months;
BM described as ‘‘very
painful and traumatic’’
and accompanied
with rectal bleeding.
Previous care was
mineral oil intake
Male

BM, bowel movement.

Length of Follow-up
care
comments

2 months
3/week for 3
weeks followed
by 2/week
for 3 weeks
and then abated
to weekly visits

2/week for 3
weeks

3 weeks

2 months

One year
follow-up
has infant with
consistent, soft,
painless bowel
movements at
frequency of
every 1—2 days
One-year
follow-up,
normal and
unstrained
bowel
movements
every 1—2
days

Three-year
follow-up
resulted in
BM daily

Chiropractic care of pediatric patients with chronic constipation
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Table 2 Normal bowel movements in children.
Age group

Bowel movements per week

Bowel movements per day

0—3 months: breast fed
0—3 months: formula fed
6—12 months
1—3 years
More than 3 years

5—40
5—28
5—28
4—21
3—14

2.9
2.0
1.8
1.4
1.0

milk at 10 months of age. The pediatrician prescribed mineral oil supplementation to address
the patient’s constipation with no positive results.
The examination procedure continued over the
course of 1 week to facilitate infant rapport and
confidence. Postural evaluation was unremarkable
but static and motion palpation examination
revealed a subluxated sacrum and L3-5 spinous process deviations. These subluxations were accompanied with increased hypertonicity in the lumbar
erector spinae muscles and at the quadratus lumborum regions, bilaterally. No abnormalities were
detected with respect to infant reflexes.
Care was employed using an HVLA type thrust to
sites of subluxations at the L4 and L5 VBs and to the
sacrum. This resulted in an immediate bowel movement. Within 10 days, the patient’s mother reported
that her daughter was having daily bowel movements but still accompanied with severe straining
and fear. With continued care, the patient continued to improve. Two months since initiating care,
the patient’s bowel movements became more comfortable and within 3 months her constipation
resolved. Long-term follow-up at 3 years since initiating chiropractic care revealed the child to have
normal healthy bowel movements.
A summary of the cases series is presented in
Table 1.

Discussion
One study estimated an overall prevalence of 14.7%
for constipation in the United States although the
exact prevalence is unknown.21 In the pediatric
population, constipation affects 3% of preschool
children and approximately 1—2% of school aged
children.22 It has been estimated that approximately 2.5 million visits are made each year for this
problem, with adults >65 years of age making the
largest proportion of these visits. In children, constipation accounts for 5% of outpatient visits to
pediatricians and 25% to gastroentorologists.23,24
The problem is of such gravity that approximately
$800 million is spent on laxatives each year.25,26
With respect to gender distribution in the pediatric
population, the condition varies with age. In pre-

schoolers and younger, there is no gender bias.
However, at prepuberty, the condition is more common in boys than girls. After puberty, girls are 3
times more likely to suffer from constipation than
boys. A familial relationship has been suggested
from the findings that constipation occurs more
commonly in children if a parent or sibling experienced the condition.27

What is constipation?
Parents generally refer to their child as having
constipation with respect to the character and consistency of their child’s stool rather than the frequency at which stool is passed. With this is mind,
constipation cannot be defined solely on the frequency of defecation since children typically have
varying frequencies. The normal frequency of bowel
movements is provided in Table 2 as per Baker
et al.23 Based on an international committee, an
operational definition of chronic constipation has
been defined as a child having at least 2 weeks of the
following, ‘‘scybalous, pebble-like hard stools for
the majority of the stools or firm stools for two or
fewer times per week’’ and without the presence of
structural, endocrine or metabolic diseases.28

Etiology of constipation
Common explanations of functional constipation in
childhood involve the following. The child has difficulty with the expulsion of stool and there is drying
of the fecal mass in the colon as well as withholding.27 The difficulty in defecating has been theorized to have a pain-based etiology where the child
withholds the stool to avoid pain and discomfort. A
vicious cycle ensues and large amounts of stool build
up in the patient’s sigmoid colon and rectum. When
it is eventually passed, more severe pain is experienced by the patient with further postponement to
avoid the pain. In time, this behavior becomes an
automatic response. This pain-based etiology is
supported by the finding that 63% of children with
encopresis have a history of painful defecation
beginning before 36 months of age.29 Moments of
psychosocial stress such as the birth of a sibling,
parental disharmony, or new surroundings may
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Table 3 Pathophysiologic causes of constipation in children.
Cause of constipation

Example

Structural abnormalities
Endocrine, metabolic and
immunologic conditions

Anal disorders, colonic strictures, pelvic masses
Celiac disease, cystic fibrosis, diabetes mellitus,
Hypercalcemia, hyperparathyroidism, hypokalemia,
hypothyroidism, pregnancy, uremia
Aganglionosis, infant botulism, pseudo-obstruction disease
Cerebral palsy, hypotonia, spinal cord abnormalities
Antacids, anticholinergics, antidepressants, phenobarbital,
sympathomimetics

Neuromuscular conditions
Neurogenic conditions
Drugs

result in a ‘‘control issue’’ with the child. Since the
child cannot change these events, he or she may
start to ‘‘control’’ their bodily functions, leading to
constipation.27 Other causes of functional constipation may also include inadequate dietary fiber
intake, excessive cow’s milk intake, dehydration
and inflammatory bowel disease.
Factors affecting the defecatory mechanism such
as preventing the feces from entering the rectum or
the feces remains in the rectum far too long will
cause constipation. Pathogenic causes of constipation are provided in Table 3.24 Obviously, these
pathophysiologic conditions would necessitate the
appropriate referral to share in the care of the
patient. Again, we advocate for a thorough history
and physical examination of the child to rule in or
rule out the necessity of a referral to a medical
specialist.

The medical approach to the patient with
constipation
According to Mason et al.,27 the treatment for constipation includes education, clean-out, medication
maintenance, and follow-up. Education includes
informing the parents that the process may take
as long as 6—12 months. This is done to increase the
likelihood of a successful outcome and to avoid
unrealistic expectations by the child’s parents.
Cleaning out involves the removal of hard stools
or impaction by using high doses of oral medications
or a series of enemas. As a general rule, oral cleanouts are preferable for the child. Possible exceptions include those with neuromuscular disorders
and anorectal malformation. For children who
refuse high doses of oral therapy, a nasogastric
administration of polyethylene glycol/electrolyte
solution is recommended. The patient is then placed
on ‘‘maintenance management’’ where oral laxatives are administered along with a highfiber diet,
increased fluids, behavior modification, and reinforcement. A simple formula for the recommendation of daily grams of fiber intake is the ‘‘patient’s
age in years plus 5’’ for patients up to the age 20

years. Failure in treatment can occur in up to 20% of
children with constipation. Those who are more
likely to fail are children with a long history of
constipation or those who have found secondary
gain.30

Implications to chiropractic care
A selective review of the literature was performed
using Pubmed [1965—2007] and MANTIS [1965—
2007] on the topic of the chiropractic care of children with constipation. We used the search terms
‘‘constipation AND chiropractic’’ and limited our
search to patients under the age of 18 years and
literature only in the English language. In the interest of brevity, the literature describing direct clinical care is provided in Table 4. Holbrook31 published
a commentary on the chiropractic care of children
with constipation with a selective review of the
literature using MANTIS and Pubmed. Our review
of the literature further builds upon this review with
a commentary. Ressel and Rudy,32 following an evaluation of some 650 children, described a new subluxation pattern which they labelled as the pelvic
distortion subluxation complex or PDSC. They theorized that PDSC was associated with complaints
involving constipation in addition to many other
childhood disorders. Hines33 described the role of
fiber in the successful management of children with
constipation. In one of the early publications on this
subject, an unknown author addressed the issue
entitled, ‘‘Constipated to Death’’.34 With respect
to the types of technique employed, it would seem
that children benefit from the care they received
regardless of technique as they range from the
generic HVLA thrust type to the ‘‘non-force techniques’’ such as in cranial work or the use of handheld
instruments such as in the activator technique. We
appreciate the efforts of previous authors in documenting the success of chiropractic care in
patients with constipation. Case reports allow for
biological plausibility through the accumulation of
similar cases and establish a pattern of care that
may assist clinicians with similar cases. However, as

Reference

Patient age

Gender

Chiropractic intervention

Treatment characteristics

Outcome

Quist and
Duray13

8-year-old

Male

Eight visits at 2 times per
week for 2 weeks

Consistent bowel function

Rowell and
Stone 14

21-month-old

Male

Hunt 15

3-month-old

Female

Thompson Technique directed
to the sacrum with external
massage of the abdomen
The diagnosis of intussusception
was made during fluoroscopic
X-ray examination. Treatment
consisted of barium enemas
and eventual surgery
Cervical spine adjustments
using the Laney instrument

Gossett 16

13-year-old

Female

Killinger and
Azad 17

11-month-old

Male

Eriksen 18

5-year-old

Female

Marko 19

10-month-old

Female

Hewitt 20

7-month-old

Female

Fullspine diversified
technique and cranial
technique
Upper cervical specific
(toggle recoil) technique
to subluxation of the
atlas vertebra
Grostic technique
(upper cervical)
Fullspine chiropractic
biophysics

Fullspine diversified technique
and cranial adjusting

Resolution of abdominal pain, constipation,
and lethargy

Two times per week for
2 weeks, followed by once
per week for 2 weeks to
once every 2 weeks for
1 month
Over a course of 12 weeks
at undetermined frequency

Following the 5th visit, the patient’s
constipation improved. From no bowel
movements over a 1 week period to
one or more bowel movements daily

Approximated at 2 times
per week for 3 weeks

Regular bowel movements without
the aid of enemas

Three visits in a period of
3 weeks
Two visits over a 2 week period

Resolution of constipation

Six visits in 2-week period

Bowel movements at 1—2 times
per week to bowel movements every 1—2 days

Chiropractic care of pediatric patients with chronic constipation

Table 4 Clinical characteristics of previous reports.

Bowel movements occurred following
the patient’s second visit and after
2 weeks of care the patient’s symptoms
resolved
The patient’s bowel function normalized
to one to two soft, effortless stools per day
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with all case reports, bias and confounders abound
(i.e., natural history, placebo effect, etc.). In the
cases reviewed, the techniques described were
Upper Cervical, Biophysics, Grostic, and Diversified
technique. The case series presented utilized the
activator technique. The cornerstone of science is
reproducibility. Given the heterogeneity of technique applied in the cases reviewed, not all clinicians
may be familiar with the brand-name technique and
would be unable to apply similar protocols of care.
Secondly, Diversified technique is a generic description of chiropractic spinal manipulative therapy and
there are as many variants of diversified technique
as there are chiropractors. Therefore, there is
uncertainty in the examination and treatment protocol applied in the cases presented under the
banner of diversified technique.
Theories pertaining to the salutary effects (i.e.,
improvement in bowel movements) of the case
series presented (and previous published literature)
must address both the pathophysiology and mechanism of the vertebral subluxation complex. With
respect to the pathophysiology, it is theorized that
the presence of vertebral subluxation may lead to
decreased mechanoreception, which in turn
increases sympathetic tone. This is turn may cause
vasoconstriction, sphincter constriction, and
decreased peristalsis in the gastrointestinal (GI)
system. The exact mechanism by which subluxation
affects the autonomic nervous system (ANS) and
hence the visceral system is not yet well understood. Korr35 hypothesized that somatic dysfunction
may affect the functioning of viscera innervated at
various segmental levels. Sato,36 in an animal
model, performed several studies supporting the
relationship between somatic afferents and ANS
activity. For example, Sato found that sympathetic
activation resulted from pinching the abdominal
skin of the rat resulting in decreased gastric motility. Increased parasympathetic activation occurred
from pinching the paws and an increase in gastric
motility. The GI system is innervated sympathetically with preganglionic fibers from T8 to L2 spinal
levels. The parasympathetic preganglionic input to
the gut arises from the brain stem, via the vagus
nerve, and from S2 to S4 sacral nerve roots. The
vagus nerve exits the skull via the jugular foramen
and lies in close proximity to the C1 transverse
process and mastoid process of the occiput. This
provides for a mechanism by which a mechanical
effect (i.e., spinal manipulation) may affect the
vagus nerve and hence parasympathetic preganglionic input to the gut. In support of the notion that
spinal manipulative therapy (SMT) affects ANS function, consider that recently Bakris et al.37 described
that manual correction of misalignments in the atlas
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vertebra was associated with reduced arterial pressure. According to the investigators, the sustained
reductions in blood pressure were similar to the
results of the use of two-drug combination therapy.
McKnight and DeBoer38 and Knutson39 described
similar findings. Decreased blood pressure in addition to heart rate and force of contraction are the
effects of activating the parasympathetic innervation of the heart. This information may provide
support for a segmental approach (i.e., upper cervical spine technique) to affecting the ANS. However, this information was provided to demonstrate
the global effects of SMT on the ANS (i.e., SMT
directed to the upper cervical with effects on anatomy beyond the cervical spine).
Given the growing popularity of CAM therapies for
children, interest and concern on the safety and
effectiveness of the various types of CAM therapies
(including chiropractic) are on the rise. In the case
series reported, the parents did not report any
adverse reactions to the type of chiropractic care
provided. Vohra et al.40 recently performed a systematic review of the literature on adverse events
associated with the use of SMT in children. Given
that chiropractors use this mode of care more than
any other healthcare provider, it was not surprising
that a majority of the cases cited involved chiropractic. Criticisms have been made of this article41—
43
and are summarized here. Using eight electronic
databases with the literature search spanning some
104 years, the authors identified 14 cases reporting
direct adverse events with pediatric SMT. Ten of the
14 cases were attributed to chiropractic. Over half
of these cases were minor, self-limiting and did not
require hospitalization or the attention of a medical
doctor. The cases documenting severe adverse
events were fraught with confounders in the way
of a pre-existing condition or a history of traumatic
injury that made cause and effect inferences to
chiropractic questionable. Vohra et al.40 identified
‘‘a further 20 cases of delayed diagnosis and/or
inappropriate provision of chiropractic care.’’ These
were from references without merit in the hierarchy
of evidence. As commented by Alcantara,41
‘‘Ceteris paribus — all other things being equal’’
— it would seem more appropriate to conclude that
there is insufficient evidence to indicate that the
use of SMT in children is harmful.
Further on the subject of confounders, we caution the reader that with all case reports/case series
there lacks generalizability to clinical practice in
similar patients. Placebo effects are common in
gastrointestinal diseases and there seems to be no
clear differences between placebo effects in functional gastrointestinal diseases and organic gastrointestinal disease.44 In addition to placebo, the
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reported improvements in this case series and those
of the reviewed literature are confounded by
regression to the mean, the demand characteristics
of the clinical encounter, subjective validation and
the natural history of the disorder. There are indications that the natural history of constipation
involves a high rate of resolution with only a 20%
failure rate.30 Loening-Baucke45 described 174 children less than or equal to 4 years of age with chronic
constipation. They reported a 63% recovery rate
despite the lack of care. Van den Berg et al.46 found
similar findings with 47 children (60% boys; median
age, 3.5 months) who had constipation in their first
year of life. Six months after initial evaluation, 69%
of the children had recovered with a relapse in 15%
of these children. They concluded that most infants
with severe constipation recover after 6 months.
They further indicated that early therapeutic intervention seems to beneficially contribute to the
resolution of constipation. In the case series presented, barring a control group, randomization,
etc.; one cannot delineate the role of confounders
as discussed. However, consider the temporal association between the chiropractic care provided and
the resolution of constipation in these patients.
Furthermore, despite the lack of detailed mechanism of effect on the effects of spinal manipulation
on the ANS, there are indications that such an effect
does exist as discussed above. This gives credence to
the notion of biological plausibility and coherence.
Based on our review of the literature, the case series
presented seem at face value, to be consistent with
previously published literature. With further
research involving higher level designs, information
on these cause and effect variables in addition to
dose—response relationships, strengths of association, etc. will be more apparent.
Despite its lack of generalizability and the attitude that case reports/case series merely provide
anecdotal evidence, they still provide an important
contribution to evidence-based practice. Sackett
et al.47 incorporated descriptive surveys and case
reports as part of the levels of evidence hierarchy
for evidence-based medicine. Case reports and case
series provide a description of the clinical encounter
between doctor and patient and provide a starting
point for further research. Case reports describe the
clinical encounter from examination and evaluation, to diagnosis and prognosis, the intervention
and outcome in the care of the patient. They also
focus on the ethical dilemmas encountered in
patient care; the use of technology may address
educational as well as administrative concerns. Case
reports stimulate further research and ‘‘help
develop practice guidelines and critical pathways.’’48 They actually illustrate ‘‘how clinicians
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integrate the best available research evidence,
clinical experience, and patient choice’’.48 Case
reports therefore are not anecdotal.
With the above considerations and given the
many techniques available and practiced by chiropractors, further research should aspire to determine the optimum treatment protocols for patients
with constipation. Where in terms of the effectiveness hierarchy should we place the non-force techniques versus cranial techniques versus HVLA thrust
type techniques in the care of these patients? What
are the patient characteristics that will respond
best to the eclectic practice of chiropractic?
Furthermore, there is the question of what critical
region(s) of the spine should be addressed in such
patients. Should one approach a patient with fullspine care or regional care? Or is combination therapy (i.e., spinal adjustments with adjunct therapy
such as dietary modification, etc.) the optimum
approach? Presently, there are those that question
the need for segmental specificity in the delivery of
manual therapy.49 To date, these issues and many
more remain largely unexplored. We advocate for
more research that should begin from the ‘‘bottom
up’’ of research design from case report/case series,
case control and prospective studies to eventually,
the randomized controlled clinical trials. We also
advocate for research that incorporates the holistic
and vitalistic approach to patient care. Case
reports/case series provide that starting point.

Conclusion
We described the successful outcome in pediatric
patients with chronic constipation following chiropractic care. This case series provides supporting
evidence on the effectiveness and safety of chiropractic care in patients with constipation. We advocate for further research in this field.
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