
                                 CHIROPRACTIC CARE FOR PREGNANCY
                              FACILITATING OPTIMUM DELIVERIES, AND

                CARE FOR CHILDREN: NEWBORN THROUGH THE TEENS


                                               Barry Kotheimer D.C.

History/Background: Father, Dr. William J Kotheimer from mainstream medical family (grandfather was M.D.), served WWII in navy; ship medic (Normandy among assignments). Believed there had to be better ways to serve others health needs. Attended both Palmer and National schools of Chiropractic. BJ Palmer was instructor at Palmer.
Corresponded with Henri Gillet of Motion Palpation and Major DeJarnette of S.O.T. regularly, sharing ideas regarding analysis and adjusting technique.  Wrote two books on technique.
Raised his six children no vaccinations and health food before in vogue to do so. All six live healthy lifestyles with few medical ailments and keep regular spinal check ups. Oldest and youngest became D.C.s.
Instructor is 1989 Life Chiropractic grad. Practice in Chardon OH; has provided services for PI, Comp,&  Athletes, but emphasis on family practice - 15-20 percent children and pregnant moms. Referrals make up 90-95 percent of our patients.
Regularly uses 10-15 different technique combinations in a given day. Performs extremity adjusting on approximately one third of patients. Practice approach heavily emphasizes education along with care and we regularly call, text, and email patients to field any extended questions or concerns they may have.
My clinic director/mentor at Life was Dr. Larry Webster - considered the grandfather of Chiropractic pediatrics and developer of Webster Breech turning technique.
Personal background includes all four of our children being born at home. Chiropractic has been  a saving grace  in numerous ways and I am called to serve.

The provision of information today is coming from the trenches vs academia; macro vs micro.
There will be studies and references, but the meat will be emphasis on being able to give,do, and say: Giving service, doing methodology and technique, and telling your practice members valuable information on the topic (communication is at least half the battle in gaining patient trust and loyalty when it comes to caring for their children and mothers’ pregnant bodies).
 


CARE FOR PREGNANT MOMS AND FACILITATING AN OPTIMAL DELIVERY

ICPA or similar certification is highly recommended. For more in depth informational studies, go to ICPA4kids website, and go to research publications (available years 2004-2019).
I do not refer pregnant moms or children to other D.C.s without certification or known experience and competence.
“Just be careful of their stomachs” or “They’re just like adjusting little adults” does not cut it when asking if they are qualified to treat moms and kids.

Any mother who has had one or more pregnancies without Chiropractic care and then has one or more with care will never go through another pregnancy without it ever again.
I have witnessed over 30 years (and studies have beared out) that Chiropractic care for pregnant moms provides multiple benefits:
Experience an easier and less traumatic birth for mom and baby.
Decrease in low back pain.
Overall ability to carry and deliver a baby with more comfort.
Decrease in edema in body and extremities due to normalizing separation of articulations.
Decreased morning sickness and general nausea. (Drugs have side effects).
Decreased need of pain medication by 50 percent.
Decrease in postpartum depression.This was rare in recipients of Chiropractic care.
MARTIN AND GUTHRIE; CHIROPRACTIC CARE CAN REDUCE TIME OF LABOR BY 50-60 PERCENT!   

Changes in a woman’s body as pregnancy progresses:
Alteration of the non-pregnant center of gravity. 
Change in weight bearing of joint articulations vs previous function, especially in the lower spine, pelvis, and hips.
Softening of ligaments, via Relaxin, creating shifts in articulations of spine, pelvis, and extremities. Not exclusive to the birth canal.
Chiropractic adjustments will guide these changes to allow minimum obstacles to having a healthy labor and delivery.
[demonstration of spinal/pelvic model showing pelvic halves converging at symphysis pubis to form the birth canal.] Make it a point to give parents a visual of this to teach the importance of care in order to provide best chances of an optimal birth.
All of these changes typically manifest changes and symptoms earlier in subsequent pregnancies.

Analysis and adjusting techniques in the pregnant mother:
First trimester and part of second trimester, technique applications are fairly typical without much modification. May depend on individual history: current (as well as past) pregnancies, preference, and feedback from midwife/OB.
Majority of changes (pooching, discomfort in back, hips, groin, swelling, etc) occur earlier in subsequent pregnancies if more than one.
The earlier in pregnancy that Chiropractic begins, the better. Capability of guiding the process and not allowing poor alignment or stress points of the mother's frame to settle in, including shape and symmetry of birth canal.
Obviously, no updated x-rays will be utilized; analysis tools will include: static and motion palpation, leg checks, posture, muscle testing, surface temperature scans, past x-ray findings, etc.
Mid second trimester and beyond, all adjusting techniques need to be applied with a LOWER AMOUNT OF FORCE versus non pregnant status.
You will need to accommodate  for mothers’  growing tummy. Table separation or pregnancy cushions/fulcrums.
Ultimate objective transitions from mobilization to stabilization or a combination of both.
Moderate to heavy drop technique not preferred in lumbo-pelvic area (position of table pieces do not allow for easy utilization anyway). Minimize jarring and impact. Bladder considerations!
Side posture is still feasible if the patient is comfortable with it and the doctor is competent. Instructor prefers S.O.T. style to reduce compression of upper thigh into mother’s low abdomen.
S.O.T. technique category II blocking also very effective for strategic alignment of pelvic bones and sacroiliac joint stabilization in a gentle low force approach. Instructor utilizes after or instead of low force adjustment of that area. Mom takes a short walk after treatment vs immediately into her vehicle.
                                                                                                                                                   CBP technique philosophy of mirror image positioning and stimulation of mechanoreceptors is very effective and can be used in conjunction with practically any adjustment method - manual, drop, instrument, etc.Use of pillows/fulcrums to achieve mirror image of posture displacements.
Thoracic adjusting; again, low force. If manual, can utilize S.O.T. trapezius fibers, roller stick, myofascial release, and activator along spinouses prior to light adjustment. Allows for easier maneuvering.
Hypothetical scenario: approach options for treating mom in late pregnancy with no table separation or fulcrum and/or mother is not comfortable lying prone or supine:
MOPAL/Gonstead sitting cervicals, wall anteriors, Thompson sitting lumbar, Activator/CBP sitting/standing  adjustments, knee chest table, upper cervical specific (toggle or instrument), soft tissue work for relaxation, etc. Do whatever it takes and find a way to provide some comfort and assistance. Become adept at MULTIPLE TECHNIQUES! 

Care plan: once stability achieved early on (as long as started in a timely fashion), transition to maintenance. Then, increase frequency in the last trimester. At least once per week in the last month.

Sacroiliac belt or pregnancy support brace as needed. If hypolordosis in cervicals is known, this is an advantageous time to employ corrective methods for remodeling(ligamentous laxity). Opposite is true for teen females; excessive viscoelasticity.
Spondylolisthesis worsens in pregnancy. Lithotomy position should be avoided.

Extremity Adjusting: frequently required especially in feet, wrist and hands. Carpal tunnel-like symptoms are very common as are fallen arches (again ligamentous laxity). 

The last weeks get EXTREMELY uncomfortable for many moms. Reassure them that you will do your part to help in any way that you can and that you are there for them.

INSTRUCTION/SUPPORT FOR EXPECTANT MOTHERS:
Exercise parameters: rule of thumb is to perform types and amounts of activities that mom was conditioned to engaging in prior to pregnancy with common sense modifications as pregnancy progresses. Studies show higher incidence of premature birth when mother takes up exercise during pregnancy with little conditioning prior. 
As birth approaches (last several weeks), add:
Tailor sitting: work at getting knees as close to the ground as possible. Gradually ease up to this - do not force.
Squatting:  partner) lean slightly forward as you lower for balance, push knees apart with elbows; may need 1-2 weeks before able to perform solo.
Pelvic rock: (great for backache) hands and knees position, sag tummy, then tuck bottom under(tighten abs),  then relax again (do not sag excessively). Helps with varicose veins - baby forward and off of blood vessels along the back of the uterus).
Legs apart exercise: actively strengthens abductors. Sit propped with pillows, knees bent, feet back by bottom. Coach pushes from outside of thighs with resistance while mom uses muscles to push apart; enough resistance to allow gradual opening.
Kegels (PC muscle): most important of all - before, during, and after pregnancy. Discussed in detail shortly.

Physical supports: SIB and pregnancy supports as mentioned above.
Nutrition: Be mindful that food additives and most drugs, including epidural pain meds, antibiotics, steroids, alcohol, nicotine, etc. are of low molecular weight and will pass through the placenta (and be in a higher concentration in the fetus compared to the mother). General: variety of healthy foods and beverages to provide proper nutrients to both her and baby. The need for calcium, folic acid, iron, and protein is higher vs non pregnancy. Get good sources of Vit A and C in diet as well. Fruits, veggies, healthy grains, and healthy lean protein. Limit caffeine and white albacore tuna and other fish higher in mercury. [Nutrition is an entire seminar by itself].
I have referred pregnant moms to Trilight Health, which carry liquid herbal/mineral formulas for circulation, morning sickness, labor prep, mastitis, etc.
NO artificial sweeteners!! Hydration crucial. Cravings.
Communication with caregivers: Seek out consultation with a reputable midwife regardless if planning a home or hospital birth. Look into Bradley classes vs Lamaze method (Bradley book by Susan McCutcheon excellent).. If homebirth is planned, make a birth plan/transport/back up plan in writing. In addition to father to be or partner for security, the presence of another woman experienced in childbirth (doula), has also been known to ease pain and shorten labor.
Ultrasound: do your homework; the MHz range of ultrasound and radiation is dangerously close. Some OBs want them on nearly every check up. Instructor does NOT recommend them. Immunoglobulins affected, increased risk of dyslexia, changes in DNA, kidney, and liver cells as well as premature ovulation, preterm birth or miscarriage, low birth weight, and delayed speech, among other effects from those exposed to ultrasonic radiation. And, the reported “results” are often inaccurate. UK radiologist H.D. Meire: “The casual observer might be forgiven for wondering why the medical profession is now involved in the wholesale examination of pregnant patients with machines emanating vastly different powers of energy which is not proven to be harmless to obtain information which is not proven to be of any clinical value by operators who are not certified as competent to perform the operation.”



WEBSTER BREECH TURNING TECHNIQUE: In-utero constraint release.  It is key to learn this in order to assist families and to promote the pediatric portion of your practice. You will get calls inquiring as to whether you know this technique.
The breech position is not abnormal through approximately 34-36 weeks. Complete ossification of the pelvic joints takes place age 35-40 - easier and more successful prior to that age.
Two parts: Part one: patient prone, flex knees toward buttock, noting comparative tension; perform sacral notch adjustment on side of more restriction. Recheck; leg tension should be balanced or the opposite leg is more restricted. Done part 1.
Part II: Place patient supine. Have mom point to her belly button. On the OPPOSITE side of sacral notch adjustment, make a line 45 degrees lateral inferior from umbilicus, and bisect with a line 45 degrees medial inferior from the ASIS. At this point, feel for a taut fiber. Hold with a LIGHT force for 90-120 seconds or until fiber melts or falls away from thumb contact. ( Some rotate their thumb 15 degrees in either direction to get under the fiber). Mother will typically feel a lot of movement approximately 30 minutes after the procedure.
Webster recommends not adjusting anything else on that day. Care plan every 2-3 days for two weeks.
Medical manual inversion manipulation uncomfortable and low success rate - addresses the symptom, not the cause.
Webster is very successful if it starts on time and the care plan is followed.


WHY TO MAKE EVERY ATTEMPT TO FACILITATE AN OPTIMAL BIRTH AND TO CONSIDER  HOME BIRTH/BIRTHING CENTER.
Mendelsohn study: births in hospital 6x more likely to suffer distress, 8x more likely to get caught in the birth canal, 4x more likely to need resuscitation, and experience 30x incidence of permanent injury.
Lewis and Mehl Univ. of Wisconsin: 2000 births, half born at home. 52 in hospital vs 14 at home required resuscitation, and ratio of neurological damage was 6 to 1.
Can these studies be accurate? Are the numbers cherry picked? Let’s take a look at protocol options and find out. We’ll review in summary afterwards.
A woman in labor needs the freedom to listen to the body’s instinctive messages to eat, drink, move, and change positions as she sees fit. Lithotomy position makes no sense; constraint against natural inclination to move and change position, as well as fighting against natural gravitational assistance.
“The book” says that the first labor takes 12-14 hours and second and later babies a little faster, but a lot of mothers aren't reading “the book”. It varies greatly: the speedster, the textbook, and the putterer. Every woman will produce a baby at her own speed and in a normal labor, her speed is the best speed. 
Effacement (flattening of the cervix) tells you nothing about when labor will begin - you cannot predict the hour or the day. Even centimeters dilation tells you little about when the baby will be born. 
All of these above mentioned facts mean very little and are seldom taken into priority consideration when planning a medically oriented delivery.
Know the hospital protocol regarding shots, drops, inducing, c-section philosophy, epidurals, taking the baby away from parents, location baby will sleep, etc. If hospital birth is planned, communicate early on with OB about wishes and get an agreement. Even then, there are no guarantees that you will be accommodated. Typically, once you enter their arena, all bets are off!
OBs see birth as a medical condition and, to some, pathological, to be treated with intervention vs a natural process. They are absolutely philosophically/financially biased against home birth.
Epidural: medications that fall into a class of local anesthetics often delivered in combination with opioids or narcotics such as fentanyl in order to decrease the required dose of the local. Side effects to mother: decrease in blood pressure and breathing, loss of bladder control, nausea, dizziness, fainting, headache, fever, nerve damage, and infection. When one doctor asked about the disadvantage, the reply: “the patient has no control over the actions she will have during the birthing process”, but added that “if the blood pressure drops abruptly, then we have some medication to counteract that.” Once the epidural is given, continuous fetal monitoring and IV are . both protocol and the mother is not to walk, eat, or drink, and movement is highly restricted.
Epidurals decrease release of  oxytocin, beta endorphins, adrenaline/norepinephrine. Oxytocin is  needed to facilitate uterine contraction; beta endorphins are stress hormones that increase in natural labor to help the mother transcend pain and help the mom work instinctively with her body and the baby. Epinephrine is called upon in the pushing phase, but epidurals paralyze the pelvic floor muscles that assist this process and also guide the baby’s head into a good position. Disarming that ability results in a decreased ability to push and increased use of forceps and vacuum extraction. 
Epidurals increase the baby’s position of being face up by 4x. This decreases the chance of spontaneous vaginal delivery. Study: only 26% of first time moms and 57% of experienced moms with face up babies were able to have births without forceps or vacuum extraction. And, the amount of FORCE used with forceps was double vs non epidural births. Epidural combined with supine position caused decrease in blood pressure, fetal heart abnormality, and decreased oxygen supply to the baby's brain.
Pitocin: to induce. Side effects decreased appetite, nausea, vomiting, cramps and stomach pain.
Risks: infection, uterine prolapse, fetal distress, decreased heart rate, fetal death.                                      
Pitocin in combination with epidural greatly increases the rate of fetal distress which therefore  increases the odds of C-section or for forceps/vacuum extraction with a need for great force. 
Epidural effect on baby: direct toxic effects at levels higher than the mom - any meds that the mom gets reach the baby and the baby has far less ability to assimilate, process, and excrete the drug. Results in fetal heart changes, decreased blood oxygen, increased odds of C-section. Opioids sedate babies and inhibit participation in the process! 
If you take an unmedicated newborn and press on his feet and hug him snugly, he will push back with his feet. This would be a normal reflex; when uterine muscles flex, the top comes down on the bottom of his feet and he pushes back, helping his journey down the canal. This reflex is greatly reduced under the sedation of the medicated birth.
Swedish study: results in lower APGAR and neuromuscular effects and alertness in the first months after birth.
Numerous studies on addictive properties on mother and child and effect later
C-section babies have higher incidence of future respiratory and asthma related conditions (fluid not fully expelled). Vaginal birth allows early doses of good bacteria in the birth canal (boosting the immune system and protecting their intestinal tracts) and allows immediate contact with the mother and earliest opportunity for feeding. For the mother, benefits include shorter hospital stay, and much shorter recovery time; also they avoid major surgery and associated risks such as severe bleeding, infection, reaction to anesthesia, scarring, and longer lasting pain. The mother is 3x more likely to die with C-section vs vaginal birth due to blood clots, infections and adverse reaction to anesthesia.
One thousand infants with nerve interference in the upper neck demonstrated motor impairment and decreased resistance to infection.
Even a slight pull on the neck during birth contributed to eventual learning disability. 
Towbin:one of three stillborns had cervical injuries during birth. Forceps  initiates 90-120 lbs of pressure. Decapitation can occur at approximately 140 lbs of force!

The odds of a VBAC is extremely high (up to 95%)! The recommendation for C-section increases 20 fold if insurance covers it. In addition, it is to the advantage of the medical facility to be in control - they want convenience of THEIR time schedule (not yours) and it is far more profitable. They also see it as less liability on their behalf.
So, let’s do a summary review on outlines of medical vs natural oriented births to support studies at the beginning of this section.

Offer to do house calls for mom and/or baby after birth for their well being especially if mom had a tough time  (and is a great practice builder). I provide complementary “birthday adjustment”.

Acupuncture can be an effective adjunct to Chiropractic to facilitate birth.

Mom should get adjusted as soon as comfortable after birth. If abdomen/pelvis excessively  tender, use the same accommodations with table separation or cushions. Neck and shoulders also take the brunt of “bearing down” during labor and this is compounded by breastfeeding posture (recommend integrating side lying option).
Breastfeeding also prolongs the softening hormones to remain in the bloodstream longer, allowing capability of alignment to return to pre-pregnancy status more effectively, and even make it possible to more easily improve cervical lordosis.
Also, vision may distort during pregnancy; do not correct until several weeks postpartum.
The PC (pubococcygeal) muscle - a most important exercise. Kegels. Sling muscle attached to pubic bone in front and tip of tailbone in the back. Wraps around vagina, urethra, and rectum as thick muscular bands. When strong, it  holds organs up high; when weak, it sags and the bladder collapses. Coughs and sneezes cause leakage of urine. If severe enough, uterine prolapse (can actually protrude through vagina) which can result in hysterectomy. It was discovered that the muscle contained 2 one centimeter spots loaded with nerve endings for deep touch stimulation; so when PC muscle is strong, odds for sexual gratification are much higher.
For birth, the canal is surrounded by the PC muscle. If muscle is weak and the birth canal is saggy, the unsupported tissue is dragged down with the baby’s progress, resulting in pinched, torn tissues and damage to the vagina.
Identification of PC muscle; when urinating with legs apart, stop the flow without putting your knees together. If you are pinching your buttocks together, then you are using the wrong set of muscles, as is the case if you are straining your lower abdomen. In 5 minutes, you can do 300 flexes. Intermediate and advanced versions are described in Bradley manual and include holding squeezes for longer duration and being able to feel squeeze going up and down the vaginal barrel like an elevator going up and down three floors - and utilizing those strategies to optimize the mother’s birthing process.
It is recommended to continue these as a lifelong process to prevent uterine prolapse. Author suggests making it a habit to do whenever stopped at a red light!


CARE FOR CHILDREN

Sheri’s story 

Care for kids is extremely gratifying; the typical child reveals significant improvement of signs and symptoms in a much shorter time duration versus adults. 
Just as with seniors, application of adjustments to children requires mastery but less force and is a worthwhile venture to invest in nurturing and building as your practice advances into the later years.

Newborns
German medical journal Manuelle: out of 1250 babies (5days old) observed, 211 displayed distressed symptoms such as vomiting, sleeplessness, tensing and clenching, and excessive crying. 95% of those were discovered to have spinal abnormalities. When adjusted, all revealed reduced crying, relaxation of muscles, increased duration of sleep, and cessation or significant reduction of vomiting.
Gillet (Motion palpation); subluxation in newborns and infants occur due to birth and other factors causing microtraumas; however, due to lack of development in pain sensory fibers, pain symptoms are not present. It is our job to assess VERY early on and apply needed corrections.
Kunert: Immune response to viral/bacterial pathogens is compromised due to vertebral lesions which is in conjunction to multiple studies showing that the nervous system is what dictates quality of immune response.

Vitals and milestones: (Post these in exam room)
 BP: newborn 50/30, 1 month 60/40, 6 months 70/40, 1 year 95/60, age 6 100/60, age 10 110/70.
 Heart rate: newborn 100-140, 1-6 months 120, age 1-2 110, 6-10 years 95.
Respiration: newborn 30-80 and irregular.
Development: hold head erect at month, sit 4 months, crawl 6-7 months, stand 9 months, walk 1 year, put sentences together 2 ½-3 years.

Primitive Reflexes: Moro, Rooting, Palmar, Spinal Gallant, etc.(see chart): 
These can also be very useful to refer to later in life. Once the typical time frame for these to abate passes and the child exhibits learning disorders, ADHD, etc. check to see if these reflexes have reappeared (or continued to exist). They can also reappear in brain trauma, dementia, strokes, etc.They normally disappear by the frontal lobe in normal childhood development. If atypical in infancy, this is a warning sign of autistic spectrum disorder.   

A newborn’s breaths are shallow at first. Their color pinks up within a short time (it is not uncommon for hands and feet to be cyanotic until warmed). Preemies can appear translucent with blood vessels visible. If jaundiced (yellow), place in natural sunlight several hours a day. . Newborns rarely weep. Crying is considered abnormal if it is excessively high pitched, continuous, or totally absent.
A flat occiput is from constant pressure from lying in the same position and corrects/improves by changing posture.
Intrauterine positioning may cause extremities to appear deformed. Stroking the extremity will cause it to move to a more normative position. Bowed legs common through about 18 months; typically not an issue unless noticeably asymmetrical. Knock knee common until age 10. If feet appear to be flat, rule out simple adipose tissue. 
Hip dysplasia/dislocation:
 15-20/1000 births. Ortolani click test - click or incomplete abduction. 80 % heal on their own. Only 10 % reveal lasting dysplasia requiring intervention. Adjust! Show parents how to monitor; convenient if the baby is in a pleasant mood while changing diapers.
Skull fractures
: most due to forceps delivery; high pitched cry, bulging fontanelles, increased head circumference, irritable, convulsions, anemia, deviation of eyes. Intracranial pressure may not appear for 24-48 hours.
SIDS:
 typically between 3 weeks to 5 months (it has not been established to be suffocation, choking, allergy, or neglect by caretakers). Exact cause not known. However, it has been linked to C0-C1 hypermobility found on x-ray study by Schneider and Burns D.C.s. Instability in Atlas/foramen magnum causing vagal nerve impairment and abnormal breathing is their theory.
Sleep positions: some concerned with prone sleeping (suffocation). If cervical/thoracic subluxation, the child will have difficulty moving their head and may be at higher risk. In these cases, lay the child supine. If the child is not at risk, rotate positions from back to sides (towels) to stomach.
Awake positions:
 AVOID restraining devices that restrict or discourage mobility! Cradles, car seats, cribs, walkers, swinging chairs, strollers, play pens, etc. These prevent natural development. In some cases (exersaucers), the child is encouraged to stand before they should and bypass appropriate amounts of crawling which can cause irreversible damage. Lumbar lordosis does not form properly and a greater incidence of issues as an adult;  low back pain, premature DJD, spondylolisthesis, etc. Humans are the only parents who make the mistake of lying offspring on their back. When prone, movements have purpose (propulsion) and formation of lordoses. Brain development is also heightened.

Breast feeding:
 HIGHLY recommended; positive nutritional studies too numerous to count. Also, causes stool to have a unique enzyme that destroys bacteria involved in diaper rash. Formula is  junk food that possesses sugars and oils that a new baby lacks the enzymes to assimilate aside from the obvious negatives (also preservatives/additives). It makes kids sick! Colic, ear infections, allergies, respiratory problems, etc. If mom has challenges feeding or producing milk, contact La Leche League or midwives’ group for counseling. Options to supplement low supply; goats milk (molecular size ratio vs cow's milk) and almond milk (similar in nutrients, fat/carb/protein ratio).   
See ICPA feeding schedule recommendation: no solids under 6 months, then non acidic fruits first given by themselves for several days, 7th month egg yolk and vegetables (not blended); some cooked cereal, 8 months proteins. All based upon maturity and capability of the digestive system and enzymes.Jennifer Peete D.C. likes banana/sweet potatoes as first foods and says healthy carbs can be broken down at about 10 months.   

Vaccines:
 A Whole Separate Topic of Conversation! Can be MULTIPLE seminars. Tim O’Shea’s Sanctity of Human Blood: Vaccination is Not Immunization is a well researched and referenced book among a multitude of avialable information. 
They stimulate a different antibody sequence response (microbiology) than in true pathogenic exposure re-wiring the normative defense mechanism of the immune system.

Miscellaneous on Subluxation in children:
Malcolm study (Canada): labeled spine as shock organ that could be subluxed by chemicals and pollutants in addition to physical stresses.
If faulty posture is compounded by decreased sleep, excessive or improper exercise, chills/fever, etc. then some trivial factor would be enough to break the camel’s back! The infusion of widespread use of electronic devices has manifested in noticeably poor posture at a very young age as well as loss of cervical lordosis. Many youth take devices into bed resulting in inadequate quality and duration of sleep.
It only takes a small amount of pull pressure on the head or general force upon a nerve to create significant reduction in nerve impulse transmission.
Regarding vital neurological insult and structural integrity issues in children, punishment (spanking) should never include force to the sacral area, yanking by the arm (brachial plexus), or contacting the head and neck. Obviously, abuse in any fashion is unacceptable.
The most common subluxations to look for in newborn are C3-C4, Atlas, and Sacrum.
An infant/toddler will commonly pull on their ear on the side of atlas laterality.
Avoid the temptation to adjust too many segments at one visit. A small amount of correction is achieved with each adjustment and the body will heal at it’s own pace and capability. 
Leg length improvements/corrections just letting you know that the body is ready to begin healing.

TECHNIQUE: GET THESE KIDS ADJUSTED!

Overview: Presented information will be based on amalgamation of my net experience (still in process) from watching my father and Dr. Webster intently, countless seminars over 30 years, and getting hands on thousands of childrens’ spines over decades; observing pre/ post checks and results, and gaining intuition and knowledge as to what combination of an array of techniques would be appropriate for varying situations. Audience contribution of concepts and ideas not presented are more than welcomed. I love to learn and take home to my practice.
Get your hands on kids' spines and obtain knowledge (articles, seminars, etc.). Perfect your art.
Form (not FORCE) a connection with children and parents. When procured and nurtured properly, it becomes a lifetime relationship. Be patient - process not easy, even when you are an experienced doctor.. Be honest with yourself as to whether you’re willing to put in the time to do exceptional work and if you CARE enough. Even in the “tough” cases, be willing to try and help in any way you can. Parents will be eternally grateful.
When adjusting kids, you need less than you think - both in adjustment force and approach; less is more. NEVER hurt a kid (especially on their first visit). You may not get them back.
Learn how to speak to children of different ages: Tell a three year old to relax , “I can’t”, ask him to relax again: “I can’t”, Doctor: “Why not?”,  three year old: “I don’t know what that means!”

Analysis:
 Where to adjust: newborn/infant analysis primarily via palpation; posture utilized in obvious displacement scenarios (torticollis). Temperature scans, surrogate muscle testing, and others can also be used.
After walking begins and as the child gets older, you can integrate the majority of analytical methods: standing posture, leg checks (Thompson, Diversified, Activator, Upper cervical challenges, etc.), muscle test, temperature scans, motion palpation, among others.
Some DC’s still utilize (very effectively) simple Meric vertebral subluxation/nerve interference charts  to determine what they deem primary segments to be adjusted. Keep it simple.
AI sacrum: push gluteal folds together; fold will deviate to the AI side. 
Chiropractic Biophysics technique adds another advanced dimension to analyzing patients and will be discussed in more detail shortly.
X-ray:
The majority of children do not require radiographic films in normal circumstances (opinion) if the practitioner is experienced and/or competent in examination and utilizing the above mentioned methods to determine the child’s adjustment needs. The nature of the child is to respond favorably in a very reasonable period of time. 
You may want to consider obtaining films if: child is not progressing as expected/complex cases, you suspect birth trauma or injury to the child, suspected moderate to severe scoliosis, and other medical conditions to be discussed in this presentation (eg Down syndrome).
We choose to refer our child patients to facilities with digital x-ray if needed. We want optimum clarity, contrast, and definition to enable observation of child cortical bone, growth plates, and stress fractures (among others).
Most moderate to severe scoliosis patients are being x-rayed by orthopedic surgeons every 3-6 months and those patients bring images to us.

Adjusting:
 A vital key before putting  hands on children is to provide the most comforting and relaxed environment possible. Put forth due diligence in discovering (at times via trial and error) what that is for each given child and note it on charts for future visits. It can be helpful to demonstrate on a stuffed animal or a doll. I have adjusted a child in the kids room while they are playing with blocks or reading a book. Consult with the parent as to the general nature and personality of the child and discuss potential options with them. Also, take into consideration if it is prudent to have a new patient child observe the parent or older sibling prior to first adjustment. Some assume this is a logical choice, but it can backfire. Not the instructor’s choice the majority of the time. Success is NOT always possible; live to fight another day. Toddlers through about age 4-6 pose the most potential challenges. Don’t hold them down or force the issue. Figure out the best future strategy and when they are in a better frame of mind. If fever, get to atlas  quickly and let them go home. 
Positioning :
Newborns can be held by the doctor on shoulder and supine in lap for the majority of adjustment if the child is relaxed or sleeping. Some parents are reluctant to give up their child; in that case, have the parent hold them while  you adjust. Exam beds can also be used if the child is calm enough. 
As a child is of age to sit up, the best success for this instructor is adjusting on the parent's lap: start sitting, then, tummy, back, and facing the doctor. They can also lay on the parent's chest while the parent is supine on an adjustment table. Some are fine laying on an adjusting or exam table themselves. The Doctor can also hold and adjust if the child's demeanor is agreeable.
As children get older, they take to the adjustment table at different stages (deer/pony table a very good transition option). When old enough to communicate, they will tell the parent (and sometimes doctor) what they prefer: instruments, drop table, manual adjusting etc.
Application:
 EVERYreputable modern day pediatric instructor emphasizes the use of LIGHT force!! There is lack of ossification in the spine and lack of maturity in the tendons and ligaments around the spine. Anything other than gentle adjusting will produce a REBOUND effect. Thermography has shown that response is optimum with LOW FORCE adjusting.
The tip of the pinky or index finger is the most common contact point that doctors utilize when adjusting young children (newborn through toddler years). An audible may or may not be perceived, but movement in the vertebra and or joint should be felt. Rotary breaks and side postures are not recommended before age 7 (again, rebound effect). It is wise to have drop mechanisms available: drop table, deer table with drop capability, toggle headpiece on table or portable. When utilizing drop, set tension extremely low (should barely take any pressure for the piece to drop away).
When not using any drop technology, the instructor likes to apply low force fingertip adjusting with what can be described as either a 1.single light impulse, 2.a pulsing or tapping on the segmental contact point, or 3. a low force sustained pressure on the point. Demonstration on audience. Also, demonstrate to parents prior to adjusting their children to show how gentle and to ease their concerns. Many DC’S use instrumentation on small babies. Instructor’s opinion is that most styluses are too broad and do not provide a precise enough contact on newborns and infants and, even when on low setting, distributes greater force than is necessary. Tactile feel directly with fingertips allows best odds of precise contact as well as force emitted. Many children balk at noisy machines being placed on their bodies, especially around the head and neck.
As children get older, ease the progression of force (eg dual thumb contact instead of straight to double thenar).  When in doubt, go light. Your results will be surprisingly effective without heavy force with kids.
Chiropractic Biophysics:
 concepts offer effective addendum to any technique for enhancement of results and educating patients just as in pregnant mothers. It says if DC does not make global changes to the spine as subluxations are reduced, that the abnormal posture will continue to  re-sublux the child and correction will not be possible.
Mirror image adjusting: once a subluxed posture is noted, the child is positioned in the exact opposite posture while applying segmental adjustment forces or stimulating mechanoreceptor beds. Example: torticollis with head in right lateral flexion displacement; place child’s head as far to the left lateral flexion position as tissue integrity and comfort allows, hold it there (doctor, parent, headpiece position, fulcrums, towels, etc.) while applying adjustment segmentally to c-spine as palpated and/or to anterior atlas T.P.s where there are an abundance or mechanoreceptors (dense patch at femur heads as well). Positional correction in addition to neurological messaging to the brain for reeducation and reinforcement of desired goals. 
Observe global posture feet vs pelvis vs thorax vs skull (show distraction examples; eyes closed while moving head or marching in place). Document unleveling, translations, rotations, lateral flexion global subluxations. Find the most conducive position to place diagnosed displacements into a mirror image before adjusting. It is best whenever possible to exaggerate the mirror image of fault to a great degree, but to utilize LOW force when adjusting. Many CBP practitioners utilize instruments on atlas TPs after desired position is obtained. Jennifer Peet DC book has photos on just about any displacement permutation possible for children and sample adjustment positioning for each.
Post check: after adjusting, if posture normalizes or over corrects, the adjustment is complete. The over correction should lessen in a day. 
If a child is old enough to understand instruction, teach mirror image exercise/posture modifications. If not, teach the parent how to place the child in mirror image and “massage” mechanoreceptor areas.
You cannot hesitate to let the parents know that if their child’s condition warrants (depending on the protocol of your technique of choice), that they MAY require months (and up to two years) for corrective care to achieve its goals. 
Case study: Val; (see posture photo) older teen female presented with neck and back symptoms and wanted to see if we could help. She had recieved YEARS of physical therapy. Checked posture - took a picture on phone and showed it to the patient and mother. As we explained displacements, abnormal leg angles, and greater pronation on the left foot, she began to divulge additional symptomatology including pain in feet, headaches, and TMJ problems, and that all were chronic for years.
After just a couple of weeks of care including adjustments, instructions on mirror image exercises, TMJ work with educational support, and extremity adjusting to feet and ankles, she showed improvement and progress not seen in years of therapy.
Rachel R. similar age and circumstances in addition to multiple orthopedic surgeons recommending hip surgery. Years of other treatment and excellent improvement under Chiropractic care in under one month. Evolved into a tremendous practice builder.

MOST COMMON CONDITIONS  that enter your office; newborn, infant, and toddlers: ear problems, allergies, asthma, colic.
Study 200 patients under pediatrician care vs. 200 kids under Chiropractic; DC patients better overall health, decreased ear infections, allergies, tonsillitis, and took less antibiotics.

Vertebral segments to emphasize along with parent education and support information for conditions that will frequent your office:
Ear infection/problems:
 Numerous studies have shown that when spinal motion is restricted in the upper neck, ear infection occurred. Subluxation causes not only a neuro immune interference, but also a blockage in the normal ability of the ears to drain. Webster found axis body rotation toward the bad ear; adjusted axis, then atlas. Garlic, olive oil, tea tree have been effective adjunct as well as herbal/homeopathic remedies for immune enhancement. We also do lymphatic drainage and ear adjusting.
Tonsils/Strep throat:
 First filter to catch external bacteria. C-6 adjustment, immune support (high vitamin C first 2-3 days) including probiotics, no sugar or dairy in diet, room humidity and child’s hydration imperative. If antibiotic, may slightly shorten acute symptoms but increases odds of repeated strep infections moving forward. Lymphatic drainage. e.g. Will.
Allergies:
 body’s attempt to rid itself of toxins (4 chimneys - lungs/asthma, skin/rash, bowels/diarrhea, sinus/drainage). Ask if C-section birth; lungs weak due to lack of total fluid aspiration. Upper thoracic adjustment (lung), T-12 kidney, lumbars - bowel, neck - sinus. Skin pantothenic acid, diarrhea slippery elm. Elimination diet. Avoid white sugar/flour, dairy, gluten.


Asthma: 
T-3 adjustment. 8 quart saucepan, half filled cranberries and boil down; 2 tbsp at attacks and 1 tsp at night if no attacks. First rib adjustment (SC joint contact). Inhalers have numerous side effects, especially long term. Tei fu oils, infusers. Colloidal silver (vs albuterol) in nebulizer helps prevent colds and upper respiratory issues from progressing into pneumonias and other lung challenges.
Upper respiratory: several studies show adjustments are superior for respiratory function and chest mobility vs bronchodilators, expectorants, and corticosteroids. 
Enuresis (bed wetting):
 L3 and sacral adjustment. If a “wait it out” approach is taken, this will stop around puberty, but odds are greatly increased to manifest as menstrual issues, inability to conceive or carry full term in females, and sterility, impotency, and prostate issues in males. Acupressure point: left pinky first two joints massage before bed 20-30 seconds.
Seizures:
 C0-C1 adjustment. 5% seizures will increase as nerve pressure is normalized. More addressed in FEVER information. Recommended cranial work (Coronal suture technique) seizures, headaches, eye issues: Can measure glabella to EOP - 90% of the time, the larger side needs adjusted. This will also be the side of the lower medial eye upon A-P observation. Place thumbs on both sides of coronal sutures, pulling thrust 2-3x. Wait 10 minutes and re-measure. Reduces intracranial pressure. Epileptics may have increased seizures for the first 2 weeks. 
Diarrhea:
 upper lumbar, sacral adjustment, slippery elm, diet modification.
Mental retardation:
 Webster: 90% atlas,  90% left laterality.
Colds:
 Atlas, T9. remove dairy, sugar; onion tea or hot onion packs  for congestion. Simple immune support. Most drugs kill Vit C. The cold is the cure! 
Hyperactivity/ADHD:
 Study; 12 kids DC care, 12 on meds or no treatment: Chiropractic group showed to be 20-40% more effective. Absolutely no food additives/preservatives, cut sugar. Herbal/mineral support; ADR formula from Weed Botanicals very helpful product (with Ashwagandha). Do handwriting comparison before, during course of care. Adjustments and nutrition WILL provide improvement. Autonomic nervous system effect; parasympathetic support similar in those who have improved sleep under chiropractic. Emphasize upper cervicals.
Down Syndrome Atlanto-Axial ligamentous instability:
 10-20% (x-ray enlarged atlanto-odontoid space)  children are at increased risk of developing compression of the spinal cord - more apt for cord to be pressed by bones. Neurological manifestations include fatigue, abnormal gait, neck pain and decreased ROM, coordination issues as well as those in sensory and reflex categories. 
Most who have it will be symptomatic - majority do not require surgery (fusion). I do not use manual upper cervical adjusting in Down patients. 
Scissor walk in those with MD and Down syndrome:
 Butterfly exercise; (teach parent) supine, bring knees to chest, spread laterally to point of resistance and then inferior and back to neutral start position. Effective for improvement - sacral function.
“Growing pains”:
 not normal. Good adjustments (emphasize sacrum), support with Vit C, calcium, potassium, magnesium.
Heart murmurs not uncommon up until about age 10.
If adjustments are not holding or increase/decrease in temperature, look to lower thoracics. Weight bearing vertebrae: weight bearing infant T9 (key in pre walkers; innervation to spleen - immunity),  child T10, adult L4


Fevers:
 puts fear into parents. Explain it is the biproduct of the body doing it’s job to fight off infection. Chiropractic care will help to expedite the process.
Different kids have different high normal temperatures, more so than adults. Range from 96.6 to 99.4.
Fevers of 102 or below will rise immediately after an adjustment. 103 and higher will drop. Occipital correction will reduce the chances of febrile seizures. Webster suggested keeping kids with fevers of 104 and above in the office and adjust over a period of hours. Keep comfortable with apple cider vinegar rub downs and/or cool compresses. And, comforting touch by a parent is essential.
Wooten M.D. study: the height of a fever has nothing to do with the severity of disease (leukotaxis - the healing is speeding up). If fever is artificially suppressed, the defense system is not activated. Do NOT give aspirin. If a child is placed on antibiotics, recurrence of ear and strep infections increases two and a half times.
Simple febrile seizures do not cause long term harm. Mendelsohn: high temperatures are not cause for alarm; look at overall appearance, behavior, and attitude of the child. Mendelsohn's book “How to raise a healthy child in spite of your doctor” is an excellent reference for parents to educate themselves on fevers and a plethora of other signs and symptoms. Oldie but a goodie!
Other thoughts; keep the child exposed to fresh air whenever possible, cotton clothing, 8 oz water every hour. Do NOT allow them to become cold (shivering increases body temperature).

Scoliosis:
 So many different studies, so many different opinions.
Webster: Chiropractic first profession to emphasize importance of the spine and do spinal screenings. As far back as the 1930s, we stressed the correction of spinal curves. Once medicine started publicity on themselves, they began to claim to be the only effective provider of correcting scoliosis, when, in fact, the opposite was true.
Medical bracing reveals only about 25% showing any change, and even then, that change is gradually lost. 
Some studies claim 60% get worse no matter what. Medical approach early on in the vast majority is to “wait and see”. 
Webster: 40 patients Cobb angle 25-35 degrees; 20 adjusted with concentration of apex vertebrae in thoracic curve. In the second 20 patients, they also included stretching exercises. Over 12 degrees of correction in the first year (10% more in the exercise group). In both groups, over half of the correction was obtained in the first 90 days. Those who followed through long term improved up to 70% over four years (majority in the first year). Study found much of Logan’s work, placing emphasis on sacrum, to be true.
The indicators of females being more predisposed were less so if the female was active in sports or other physical activity (developing spinal muscle balance to maintain integrity of the spine).
Majority of those with mild to moderate curves go on to live essentially normal lives with the rare occurrence of effects on respiration or heart function.
It is assumed that if, on A-P full spine film, the odontoid is centered over L5 or S1, that no more correction is possible.
Your instructor’s viewpoints from the trenches: First, MANY are given the label of scoliosis, when, in fact, what is seen are compensatory segmental and global listings and curves in response to an unlevel foundation (sacral and pelvic bones). Simple gravity and collective joint, bone, and proprioceptor response. Chiropractic with emphasis on CBP posture approach with mirror image exercise and heel lift (if necessary - structural vs functional) has proven very successful in these cases.
I do, in fact, see a greater percentage of true scoliosis (idiopathic with level foundation) in girls, and there is a family history in the majority of those cases. When I have an adult patient with that history, I educate and highly encourage them to have children get regular check ups with emphasis on posture evaluation. X-rays are obtained if necessary. Wait and see approach disastrous. I have seen 15-25 degree increases in several weeks from their orthopedic reports monitoring their condition. Just prior to, or at the beginning of, puberty, the tendency is that the majority of the potential curve angle just takes off! Adjust frequently during this time frame and provide support care/exercises (with sleep and sitting fulcrum education) and preach compliance. I have witnessed the comparative effectiveness with chiropractic care in families with multiple children in a family with a strong history of scoliosis - when care was given in a timely fashion vs not and when compliance was followed to a greater degree.
Physical therapists do not have the detailed evaluation and treatment protocol tools to address scoliosis like we do. Structure dictates function. Bilateral exercise (when specific mirror image/postural reversal procedures are indicated) or strengthening muscle groups when posture is noticeably displaced can adversely affect condition or reinforce an improper alignment.
Reduction of cervical and lumbar lordoses will result in greater degree of lateral curves and more pain and dysfunction once those curves are established. Weaker and less stable.
Regardless of where you meet a curvature situation, Chiropractic will help that patient in numerous ways: increased mobility and loosening spine, decrease in pain intensity, improved breathing, sleeping, organic function, etc.
Rods. In life threatening situations only. My son has a version of this. Once again, Chiropractic proved to be a life saving intervention. VAST majority with his condition have to have surgery between age 5-8 years old due to the body literally folding over sideways on itself due to lack of muscle tone. Chiropractic and support/lifestyle carried him to almost age 12 when it was determined that, instead of telescoping rods that would require multiple procedures, he had grown to the point where the “one and done’” procedure was able to be utilized. With severity of condition, odds of surviving multiple procedures not good.
Side note: many with rods that do not extend all the way from occiput to sacrum and will require and benefit from adjustments above and/or below fused segments.
It is rather conclusive that Chiropractic is a solid answer as to the care of handling scoliosis.

Athlete care:
 can get CCSP certification if inspired to dedicate the majority of energy toward athletes. Educate child athletes and parents on the great benefits of chiropractic regarding restoration of health,  healing expedition, performance gains, etc. But, make it a point to let them know that part of the process is to let the body heal from injury during care. Otherwise, results will be less than optimal. This is the great challenge in treating athletes. They are taught from a young age to ignore or work through the pain and the injury never fully heals. Reinforced by many coaches and even parents. 
Extremity adjustment training is a must (Fetterman)!  As are support advice, kinesio taping  procedures, and, if equipped, providing rehabilitation services (Fetterman again).
Physical therapists will often tell their clients to stop chiropractic care while in therapy and some will tell them not to do it at all or that it is dangerous (but also tell them that they will provide manipulation if needed). Educate your patients on the inaccuracy of this and contact the P.T.s in your area and educate as to the efficacy of combined care and chiropractic in general. And, remind them that referrals are a two way street. Some primary care docs will tell their patients the same - they never have specific criteria in doing so (ask your patients the reason given); most have no idea what we actually do or the diverse techniques that we have at our disposal.
Among the highest  ratio of injuries per participant is actually gymnastics and cheerleading (no.5 overall behind basketball, football, soccer, and baseball in total number of injuries per year). And, good luck with patients of any age involved in equestrian interests. “Get right back on the horse again” is not just a saying - it’s a religion! Tell them you’ll patch them up and send them on their way. Don’t EVER waste your energy trying to tell them to stop riding for ANY length of time. Won’t happen.
[Case of gymnast with grade 1 Spondylo who continued on for another couple of years. Review Yochum protocol (Fetterman); MRI stir study and bracing.]
Highest recent increase in concussion reporting is girls/womens soccer (headers). Sanctioned organizations are now limiting the amount of heading that is permitted in practices and, in some instances ( the very young players), actual games.
Healing by first vs second intention; restoring connective tissue to pre-injury status. Educate patients on this phenomenon; classic examples are repeated ankle sprains.
Take precautions regarding lifting weights while growth plates are still open. Stress fractures, Osgood Schlatters (squats),etc. Recommend more body weight involved workouts at a younger age (pushups, pullups, planks, etc.). 
Vary sports and activities; specializing in one sport at a young age increases risk of repetitive injury.
Sports physicals are a common request; most forms are checking boxes, entering vitals, and saying they are good for full participation. I will do them for patients that I am familiar with and are current patients. Outsiders will call for requests to save money and time getting into their primary care doctor. If you do them, schedule a special time and charge for it. It can keep you sharp on listening to heart/lungs, doing special senses, etc. Remember, you are ultimately liable on anything you sign.

There will also be requests from patients to sign off on school exam forms regarding vaccination exemption if that is the choice they have made, and it is congruent with the chiropractor’s beliefs.
Every state has different exemption laws. Make sure that you are familiar with those of your state and know your degree of liability after reading the specifics of each school’s individual form.

Office Environment:
Make it known via what is seen and heard in your office that chiropractic is just as important for kids, if not moreso, as it is for anybody else. Have a “kids room” or substantial area set aside for children. Our information loop running on the monitor in the reception area has a very high percentage on family/children care. Distribute child based educational materials that say kids are healthier under chiropractic care, get sick and miss school less, have less emotional/learning disabilities, etc. to adults AS SOON AS they start THEIR care. Deer or Pony adjustment tables get a lot of attention and are definitely conversation starters. Suggested NOT to wear a white coat. 
Women are better patients in my office - ask more questions and are more proactive and prevention oriented. If you garner their trust, they are extremely loyal patients and refer others. And, they will do just about ANYTHING for their children if given good reason. Educate these moms!! And be straight forward - ask “what is the condition of your child’s spine?” and “when was the last time it was checked?” Remind them that, of the main causes of subluxation, hereditary/familial spinal patterns were near the top of the list. And, doesn't it make the most sense to minimize those potential effects while their spines are still growing and they are young, healthy, and more responsive to correction?
Kids fees/family plans: Nearly thirty years ago,a mother of seven helped me to establish guidelines on finances of family care, along with an article that I had recently read. Make it affordable enough so that multiple family members can start as new patients in a short time frame (convenience!), but do not give your care away (one monthly fee for unlimited or numerous adjustments) -burn out won’t take long! 
I know of docs who have charged MORE for kids (the value of which I cannot argue). Our philosophy encompassed that there were often more kids than adults in a family, that it typically takes less time to adjust a child, and that the parent is paying the bill. Our cash fee for kids is less than adults. The concept of care for kids is also new to most parents and a reasonable fee is taken into consideration when deciding to go ahead with care.
Something to consider for the doctor when contemplating making kids a decent part of their practice; as you get older, the patients requiring less adjusting force (kids and seniors)  become more welcomed in the practice as it places less wear and tear on the body. 
Staff; hire grandmas!

CHIROPRACTIC FIRST AID FOR KIDS:
 If you educate patients about the negative effects of prescription and over the counter medications for their children, they are going to want options for when they are symptomatic. Parents panic when their kids are in any type of distress. The following depend on the age of the  child (and I have no vested interest in any of the products mentioned). Be sure to go over age appropriate recommended dosages. This is NOT an all inclusive list, but gives some useful examples:
Throat involvement: zinc lozenge with Vit C and echinacea, topical lympha rub topically from behind ears down neck and chest. Gargle with salt water, diluted tea tree oil.
Sinus: tei fu oil/essential oils topically on sinuses, sinus sweep by chiropractor or self at home, homeopathic drops. Tea tree oil on q-tip; swab nostril border.
Prevention of cold creating upper respiratory/lung problem: colloidal silver in nebulizer. 
Ears: garlic or mullein based oils  topically behind and around ears; orally, anything antimicrobial, chiropractic ear adjustment. Hear no Evil (Ears Clear) from Tri Light Health. Hot water bottle.
More serious infection: liquid herbals, eg golden root, echinacea, chaparral, etc. Infection Fighter from Weed Botanicals or Scout Out from Tri Light.
Lung Health: Astragalus, Elecampane, Mullein, and Licorice root are some examples.
Colloidal silver drops in eyes for conjunctivitis (pink eye) and styes very effective.
Homeopathic and herbal companies have multiple blends for these and other conditions including allergies, asthma, headache and migraines, among others. Research reputable brands, pure products, and desired manufacturing processes (e.g. Tri Light cold press their herbs instead of heating so that there is no residual alcohols).
Remember, as with Chiropractic philosophy in general, the goal is not to simply terminate symptoms at any cost, but to promote self healing and help the body help itself. Encourage all remedies to be in combination with adjustments and patience.


Special Adjustments: (children and adults):
 offer these to patients. They think they are very cool and tell others!
Torticollis mechanoreceptor stimulation
Sinus sweep
Reflux/GERD manual adjustment
Asthma/breathing/posture first rib adjustment
Jaw adjustment and trigger points for TMJ and post tongue tie surgery
Ear adjustment
Period/menstrual procedure 

OTHER CASE STUDIES:
Mary and Jake (comfort), Heather (pregnancy), Evelyn (colic), Rebecca (tongue tie), Bradi (tachycardia), Cam and parents (Down syndrome). 
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