CHIROPRACTIC MANAGEMENT OF A PATIENT WITH ASTHMA: CASE REPORT
AND FOLLOW-UP OF A 12-YEAR-OLD FEMALE
PL Rome DC1
1Private

practice of Chiropractic, Mt. Waverly, Victoria Australia

Management of Asthma
Rome

CHIROPRACTIC MANAGEMENT OF A PATIENT WITH ASTHMA: CASE REPORT
AND FOLLOW-UP OF A 12-YEAR-OLD FEMALE.

ABSTRACT
Objective: To discuss the management of a 12-year-old female patient with
previously diagnosed chronic asthma.
Clinical Features: The duration and severity of this case are noted.
Intervention and Outcome: Positive resolution of the case, primarily through a
regime of chiropractic spinal care and other natural measures suggests that a
drugless or reduced drug exposure may be efficacious for some patients.
Conclusion: I describe considerations and rationale for intervention based on
chiropractic management. Given the amount of published empirical and more formal
evidence related to the chiropractic management approach to asthma, further
research is certainly justified. Such research may determine which types of asthmatic
patients may provide positive outcomes. It may also determine which therapy or
combination of therapies would be most efficacious for particular patients. (Chiropr J
Australia 2017;45:48-78)
Key Indexing Terms: Asthma; Chiropractic; Vertebrae

INTRODUCTION
Asthma usually originates in childhood and sometimes has similarities with chronic
obstructive pulmonary disease (COPD). It has been recognised as a condition that
has a range of etiological and exacerbating factors that are not consistent across all
patients. (1-4) Consequently, due to these similarities, COPD has also been alluded
to in this review.
For over 100 years the chiropractic and osteopathic professions have noted positive
patient response to a manipulative management in some asthmatics. (5-6) More
recently, medical doctors involved in manual medicine and physiotherapist have also
adopted manual therapy versions in the management of respiratory conditions such
as asthma. (7-9)
Much of the evidence to date comprises clinical observations - case reports and case
series. In this author’s opinion, there would be sufficient positive clinical experiences,
published studies, and patients’ demands to warrant further formal research into this
association. Recognised research evidence to the contrary appears to be primarily
opinion based.
The volume of supportive reports on the chiropractic management of asthma in at
least some patients should evoke serious research support. Delay in incorporating
SMT in patient care may well deprive some patients of an improved quality of life
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through more natural means. To deny the available evidence regardless of its source
is not in the interest of patients.
In a review in 1996, Bronfort stated that asthmatic “children seem to be more
responsive to chiropractic co-management than adults.” (10) Gleberzon and
colleagues opined that “Studies that monitored both subjective and objective
outcome measures of relevance to both patients and parents tended to report the
most favourable response to SMT, especially among children with asthma.“ (11)
The manipulative component under chiropractic management may include a range of
manual methods which can vary depending on the technique preferred by the
practitioner, but a range of other natural, non-invasive regimens may also be
employed. It can be noted that chiropractic care is not necessarily SMT alone. (12)
It is impractical to cite all the available the published papers on this topic. However,
an extensive list of over 80 papers on asthma is accessible through the Index to
Chiropractic Literature – which cites some 59 patients in positive case reports, and
the osteopathic index list over 100 papers. (13,14) In an extensive review of
paediatric respiratory conditions, Pepino and colleagues selected papers from 1147
titles. They found that under manual therapies including chiropractic, patient benefits
were monitored through spirometer readings, immunological testing, cortisol levels
and anxiety questionnaires. (15)
Historical Aspects
There is evidence of asthma in ancient Egyptian times. Hieroglyphic evidence on
papyrus indicates that there were over 700 treatments for that condition at the time.
Traditional Japanese and Chinese herbalists prescribed ephedrine-based herbs for
asthmatics. In the past, asthma was once regarded as psychosomatic, but was only
recognised as an inflammatory condition in the 1960s. (16,17)
In 1845, Monell noted a neurospinal factor in organic conditions. He noted that spinerelated symptoms have "...been carefully noticed by a few, superficially by several,
but totally neglected by the great majority of practitioners." (18) Over 170 years later
this observation has barely resulted in change in conventional health care, with rare
but significant exceptions, particularly in European medicine.
Medically, in 1918, Pottenger stated that asthma was ‘a part of the syndrome of
increased greater vagal stimulation' with the principal symptoms being dyspnea and
coughing. He affirmed this opinion further in 1931. (19,20)
Positive outcomes under manipulative care were reported in a medical paper by
Murphy and Wilson in 1925. Their manipulative care of asthmatics utilised
osteopathic techniques. (21)
In 1931 Marlin reported a case of asthma where his treatment was designed to
"loosen up the whole of (his patient's) dorsal spine and free the ribs." He noted that
the patient responded well to the first of his "six treatments". (22)
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Although a different respiratory condition, in 1944, Speransky published his research
on the role of neurophysiology in the pathogenesis of some infectious conditions,
such as lobar pneumonia. (23)
In Russia, extensive research by Gordienko and colleagues in 1958 explored the
agglutination reactions through vagus stimulation in studies involving immunological
response to bacteria. (24)
In keeping with Pottenger’s earlier observations, in 1966, Hahn noted
parasympathetic dominance in asthmatics. He reported increased heart rates and
skin temperature of these patients when compared to controls. He hypothesised that
this would be contributed to by way of a "possible malfunction of autonomic negative
feedback mechanisms". This finding was further supported by Miklich who monitored
salivary flow between asthmatics and a control group in a 1974. The observation
gained further support from Steyn and colleagues in 2013. (25-27)
In 1967 Simonsson and colleagues described the role of the autonomic nervous
system (ANS) and the cough reflex in the increased responsiveness of airways in
patients with obstructive airways disease. (28)
In quantum therapy research at the Ulyanovsk University in Moscow in 2012, it was
reported that variable light therapies stimulated anti-inflammatory properties in
asthmatics, and concluded that it was appropriate and clinically effective on a
number of asthmatic symptoms in the study. (29)
The earliest mention in chiropractic for the management of asthmatics was in 1910.
(5)
Review
The volume of published material on the topic of asthma is significant. The plethora
of known factors, etiological theories, and management options associated with
asthma compound the enigma. (30) A definitive cause or causes has yet to be
established. (31) The regular flow of hypotheses and observations regarding asthma
tends to reflect the equivocal status of this condition. Consequently, there is still
much to discover about the condition. These multiple facets suggest that different
patients appear to respond to different management approaches of suspected
causes. (Table 1)

Table 1.
A Selection of The Plethora of Potential Factors Affecting or Associated with
Asthmatics (and COPD)
This range of etiological or aggravating factors in asthma seems extraordinary for its
variety.
•
•
•

Age response better in younger patients (32)
Air pollution - antioxidants (vitamins A,C.E & omega 3) (33)
Analgesic – Acetominophen possibly beneficial for asthma but may increase
risk of wheezing (34)
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•

•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Animal exposure (35-38)
o Farm environment exposure – protective. (35)
o Early life exposure to cats > increased risk of asthma (36)
o Early life exposure to dogs > protective for asthmatics (36,37)
o Early life exposure to farm animals > increases asthma in urban
children visiting farms (36)
o Farm animals - early exposure 37
o Exposure to farm animals exacerbates COPD (38)
Antibacterial agents in medication possible link (39)
Antibiotics
o No connection (40)
o Overprescribed (41,42)
o Early use risk of asthma (43)
o Exposure increases incidence in first year of childhood (40-43)
o Associated with asthma and allergies (44)
Antioxidents (33)
Apoplexy (45)
Bacterial exposure beneficial (46,47)
Bacterial exposure not beneficial – increases prevalence (48)
Bed sharing – not a risk for toddlers with parents, but increases from age 6
(49)
Bipolar disorders (50)
CAMs – increasing patient demand for CAMs (51,52)
Coronary syndrome (53)
Corticosteroids – small percentage of asthmatics resistant to effects of
steroids (54)
C-sections – Childhood asthma more likely with C-section before rupture of
membranes and increased frequency in adults (55,56)
Cough in infancy possible early marker (57)
Cured meats – tendency to exacerbate asthma over time (58)
Damp houses – consistent association with asthma demonstrated (59)
Diagnosis – “Overdiagnosed” (60)
Diagnosis can be trivialised (60,61)
Diagnosis ⅓ of ‘asthma patients do not actually have asthma (62)
Diagnostic difficulties – may need reassessment for confirmation (62)
Diet (63,64)
Dust mite may or may not exacerbate (65)
Fish (66)
Gastroesophageal reflux – aspiration may increase severity of asthma attacks
(67)
Guidelines - deviation from and not always followed (68)
Herpes zoster – non-medicated asthmatics have greater incidence of herpes
zoster (69)
Ibuprofen (34)
Inhalers – overprescribed/over-diagnosed /under controlled (61)
Mice – an etiological factor to blame (70-72)
Microbes – intestinal – lack of exposure may lead to allergenic asthma later
(46)
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Multiple factorials (15,73)
Nephrolithiasis (epithelial dysfunction) (74)
NSAID - Ibuprofen - may increase asthma morbidity (34)
Nutrition - inadequate maternal and/or patient diets as risk factors (75)
Obesity may lead to a higher risk of asthma (76)
Omega-3 fatty acids (77)
Paracetamol possible exacerbating factor (78)
Peanut allergy – more common in asthmatics (79)
Pollution demonstrable susceptibility (80)
Pregnancy can influence onset, exacerbation or quiescence of asthma (51,81)
Prescribing variations can vary (82)
Prostate cancer (83)
Response lower if patient is over 30 (32)
Sex – similar incidence between males and females (32)
Sleep association disturbed sleep may increase adverse outcomes (84)
Smoke-free environment beneficial for asthmatics (85,86)
Soda (Soft drink – sugar) (87)
Steroids – inhaled can supress growth (88)
o Bone loss (89)
o No bone loss (90)
Stress – may exacerbate adult-onset asthma (91)
Stress - racial (92)
Sugar (87,93,94)
Swimming pools increases incidence, especially indoor pools (95)
Thunderstorms – pollen laden storms produce sudden asthma even for first
timers (96, 97)
Tomatoes antioxidants protective (98)
Tomatoes – potential asthmatic allergy (99)
Traffic – road proximity can be exacerbating factor (80)
Tumour necrosis factor-alpha (100)
Vagus nerve - instrument stimulation improved FEV1 and VAS. (101)
Vitamin D May reduce risk of exacerbations (102)
Vitamin E (103)
Vitamins C, D, E- can be salutary (33)
Washing dishes by hand –fewer incidences than with machine washing (104)
Yeast in infant stomach may increase risk (44,105)

Therapies are primarily directed at the management of the condition’s symptoms
rather than being able to focus on an underlying aetiology. (106,107) On that basis,
and due to many reviews, reports and observations of clinically significant positive
patient responses, chiropractic care can be justified as one of the optional models
suitable for some asthmatics. (13,108-115) Osteopathy, (14,116-118) physiotherapy,
(119) and medicine (7-9,120-122) have also reported positive clinical outcomes for
asthmatic patients employing 'manual therapies'.Some of the literature reviews and
clinical research trials with asthmatics under SMT may be regarded as ambivalent in
that some outcomes have been designated as inconclusive, while others are quite
positive. However in the main, these clinical observations, patient feedback, and
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more formal studies record improved symptoms, and therefore a patient’s quality of
life. (10)
To that extent, patient satisfaction alone would justify exploring and exploiting the
possibilities of chiropractic care. Unsubstantiated or philosophical claims that manual
manipulative management of asthma does not fall under current concepts casts a
dismissive shadow over the manual model. It may is then virtually overlooked as a
conservative model of care, even before its potential has been independently
evaluated.
In view of the reservations expressed by some as to the appropriateness for
chiropractors to accept asthma patients, it would seem contradictory when it was
known that chiropractic concepts have been adopted by a number of European
medical doctors – but few English speaking doctors. (7-9, 120-122) In this apparent
contradiction, published manual medicine reports on the manipulative management
appear to be accepted and based on clinical empiricism rather than more formal
evidential studies. (123)
The preponderance of these reported observations involving somatovisceral
conditions constitutes a reasonable degree of clinical evidence and experience. To
ignore them would tend towards negligence, especially when observation plays such
an important role in scientific and clinical discovery and patient satisfaction. (124)
The Medical Use of The Chiropractic Model for Asthma
Apart from the numerous medical papers out of Europe relating to somatovisceral
conditions, three prominent medical doctors have published textbooks on spinal
manipulative management.
In his text on spinal manipulative management under the heading of functional
disturbances, the once head of the physical medicine department of a Paris hospital
lists such conditions as constipation, certain digestive pains, asthma, facial pain,
Basedow's disease, mastodynia, palpitations and pseudo-ulcers, and Barré
Syndrome as conditions that have responded to medical spinal manipulation. (9)
Lewit’s text on spinal manipulation states quite clearly that "Severe incoordination of
respiratory movement may produce dyspnoea, while chronic asthma with
emphysema will produce rigidity of the thorax." He states further that ..."Koberle
(1975) found blockage of the segments T7-T10 associated with thorax rigidity in
asthmatics. In a group of 30 asthmatics, Sachse (1975) found taut trapezius in 23
patients, a taut pectoralis in 15 and a weak lower trapezius in 15..." He also states
that "The mobilisation of the ribs and of blocked segments of the thoracic spine, and
training of correct breathing, will thus be the logical treatment for patients with
respiratory disorders, particularly those with obstructive respiratory disease." 7
[Note: a vertebral blockage is a synonym for the chiropractic term - vertebral
subluxation which as a complex includes a number of considerations such as
segmental fixation, dysfunction and neural ramifications.] (7)
In addition, Mohn and Biedermann state that "Mechanical dyspnea syndrome is
frequently the result of a (traumatic) blockage of one or more thoracic vertebrae and
the costovertebral joints in the vicinity.... These blockages are more important in
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children with internal breathing problems like asthma or obstructive bronchitis, as
they tend to worsen an already precarious situation, certainly if combined with a
kyphotic posture. (8)
Further medical papers relating to the chiropractic model of care in respiratory
disorders provide supportive evidence of manual involvement in somato-autonomicvisceral conditions. (125-128)
CASE REPORT
A 12-year-old female Caucasian presented with a previously established diagnosis of
episodic chronic asthma. The condition had been increasing in frequency, severity,
and duration since the age of seven. This condition of some five years duration had
been particularly persistent during the previous winter, had moderately improved
during the recent summer, but was recurring again.
The patient’s mother related that her daughter had undergone noticeable weight loss
and had experienced two seizures attributed to hypoxia due to dyspnea. At about
that time, she had reportedly been advised that she "would never ride a bike again or
drive a car due to the risk of having seizures."
As an effect on her lifestyle, and due to a persistent hacking cough - particularly in
winter, she had "missed a lot of school". She also reported that some people tended
to eschew her due to the nature of her cough. In addition, due to her dyspnea, chest
congestion and general lassitude, she had been forced to curtail physical activities.
However, Ventolin PRN allowed her to participate in some mild sporting activity.
Ultimately though, she had ceased all sport at the time of presentation.
In previous years the patient experienced a more severe form of asthma attacks
approximately biannually. These were now becoming even more frequent and
severe. Nine months earlier during the previous winter she reported ‘constant’
asthma for the whole winter. At that time a Ventolin nebuliser was reportedly
prescribed to assist her during the more severe episodes, at which time she
experienced dyspnea, wheezing, increased nocturnal coughing, and at times
exhaustion. These symptoms were exacerbated in cold weather.
The patient was not aware of other possible aggravating environmental factors or
allergies associated with pets, pollution, pollen, grasses, traffic fumes or particular
foods. There were no smokers in her household.Temporary respite was obtained
through her medications but relieving factors other than rest were also absent.
The patient's previous treatment at the time of presentation had consisted of
antibiotics, expectorants, and decongestants, including Ventolin and Theo-dur
200mg. prn. She had previously undergone an extensive but unsuccessful series of
physiotherapy treatments.
On examination, the patient was sitting comfortably in a chair in no respiratory
distress but with notable pallor. At the time, there was no apparent use of accessory
respiratory muscles, nor was a barrel chest deformity present. With the absence of a
typical asthmatic thorax, the patient’s posture appeared quite normal.
The patient was afebrile with vital signs being:
• Blood pressure 105/73,
Chiropractic Journal of Australia
Volume 46, Number 1

55

Management of Asthma
Rome

• Pulse rate 94,
• Respiratory rate 28
• Vital capacity 100cc. (Using a "Spiropet"® windmill-type spirometer.)
•
Despite the chronicity, the patient's trachea was in the mid-line with no apparent
tracheal tug on inspiration at the time of examination. There appeared to be reduced
and forced chest expansion on inspiration with shallow expiration.
Auscultation of the thorax revealed reasonable air entry bilaterally with slightly forced
chest expansion. However, there was a moderately shallow, forced expiratory
wheeze with a subcrepitant breath sound. In addition, rhonchi sounds were detected
indicating the presence of fluid bilaterally in the lungs. An increased respiratory drive
was not apparent at the time.
Due to the prolonged nature and deteriorating pattern of the condition, the possibility
of other serious respiratory conditions such as acute pleurisy and miliary TB were
considered. The patient was then referred to her GP for updated chest x-rays and
blood tests - including a Mantoux test - as these had not been conducted for some
time. The blood tests were reported as NAD, and the radiology report together with
clinical findings supported an asthmatic diagnosis. The films were not provided.
Spinal examination showed hypomobility of the patient’s dorsal spine and thorax.
Splinting of the paraspinal dorsal musculature involved the upper region, including
the trapezius particularly. Rhomboids and levator scapulae were noted. The anterior
cervical muscles were not hypertonic. Specific subluxations (fixations) were noted at
L1, T2, T4 and T7, as well as in the cervical spine at C2 and C5 with general
hypomobility of the lower dorsal segments in particular. These vertebral dysfunctions
were addressed manually using the Diversified technique.
Management
The initial physical examination also included observations for signs contraindicating
manual intervention, spinal assessment, auscultation, and spirometry. In considering
the physical examination outcomes, the patient was accepted for a trial of care.
The initial treatment firstly addressed the release of the hypertonic muscles with
massage and trigger point therapy. General mobilisation of the costal thorax and
spine was then conducted. In order to enhance expiration, relaxation of
diaphragmatic tension was carried out by using pressure points around its anterolateral costal margin. (129,130)
Once the musculature was relaxed, preparatory thoracic spine mobilisation was
carried out with the patient in the prone position Spinal palpation identified fixated
vertebrae at T2, T4 and T7. The mid-dorsal vertebrae were adjusted with the patient
in that prone position. The lower dorsal segments were mobilised generally using
both a prone adjustive technique, T11/T12 region employing a ‘high’ lumbar roll
technique, and L2 with a specific lumbar roll. With the patient now in a supine
position, T2 was adjusted using an anterior thoracic technique. While still supine, the
cervical spine was palpated and utilising a semi-rotary technique, C2 and C5 were
also adjusted. Not only were these procedures employed to mobilise the structures,
but also to influence autonomic respiratory innervation. (131-134)
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A supine thoracic pump procedure was then carried out with care not to
hyperventilate the patient. This produced the desired clearing-productive cough. The
patient's mother was instructed how to continue this procedure as a home exercise,
and was encouraged to perform this technique twice daily. This physical procedure is
intended to enhance perfusion. It proved to be a most effective adjunct in this case.
The patient was reportedly able to expel a considerable amount of mucus in the first
few days through this method.
The heavy thoracic percussion technique was not employed, nor was it
recommended. The firm percussion method was assessed as being too traumatic on
the patient, and not as effective as the thorax pump technique. (135) This thoracic
pump procedure was first proposed by Miller in 1926. (136)
The patient presented 3 days later and reported successfully implementing the
thoracic pump procedure at home. Her mother estimated that in that time, her
daughter had released "half a bucket" of mucus - an estimated 3.75 litres. She stated
that she felt much clearer with less congestion and coughing following this regime.
A further exercise recommended to the patient consisted of manually attempting to
blow up balloons with forcible exhalation. This was aimed at further improving the
expiratory efficiency. Her ability to do so gradually increased, and proved to be a
positive self-monitoring mechanism. Since that time, this particular exercise has been
subject to research in a randomised trial. (137)
Other breathing exercises such as yoga and Buteyko technique were considered but
not included at this point. The family was aware of a nutritionally adequate diet. (138)
Monitoring of this patient's respiratory output via spirometry conducted using a
windmill type Spiropet® spirometer. (139) This test demonstrated positive response
immediately post-treatment, as well as over the extended time as noted. (Table 2)
Table 2.
SUMMARY OF VITAL CAPACITY READINGS TAKEN DURING THE
MANAGEMENT OF THIS CASE. (Using Windmill type spirometer - "Spiropet".)
Initial examination 1100cc. Age 12. N=2150cc*)
PRE-ADJUSTMENT.

POST ADJUSTMENT.

Visit 28.3.1984
Attempt 1 1300cc.
Attempt 2 1550cc.
Attempt 1
Attempt 2

1720cc.
1680cc.

Visit 11.4.1984
Attempt 1 1000cc.
Attempt 2 1100cc.
Attempt 3 1300cc.
Attempt 1
Attempt 2

1300cc.
1500cc.
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Visit 2.5.1984
Attempt 1 1725cc.
Attempt 2 1780cc.

.

Visit 10.5.1984
Attempt 1 1500cc.
Attempt 2 1700cc.
Attempt 3 1650cc.
Visit 11.7.1984
Only attempt

.

3000cc.

Subsequent exacerbation of symptoms
(Age 18 years. N=2800cc*)
Visit 27.7.1989
Only attempt 600cc. (Pre)
Visit 15.8.1989
Only attempt 2300cc (Pre).
* Average standard deviation as per instrument.
Following a further 8 visits, the patient's vital capacity had increased from 1100cc to
1780cc – an increase of 61%. A further post-treatment assessment on a subsequent
visit revealed a vital capacity of 3000cc. (Table 2.)
As the patient was comfortable with her positive clinical response and improved
quality of life, she self-discharged to manage her condition and to present herself for
occasional symptomatic care.
Recurrence
She returnedsome 5 years later due to a recurrence of the same condition. She was
not aware of any triggering factor although cold days, night air, and exertion,
produced coughing, and chest tightness.
At this consultation at age 17, the patient indicated that her recent high school
academic year had been severely disrupted. As this was the patient's final year at
secondary school, her school attendance and academic study were of vital
importance to her. She had missed numerous days at school and she felt her results
could be affected. Her concern was that she may not be prepared for final exams due
to loss of preparation time, and thereby not complete her education. She also stated
that her preferred sport of netball had been curtailed because of exacerbation of her
symptoms upon exertion.
Although residing some distance away, it was not determined why she delayed
presenting herself for care at that time.
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Treatment of a similar nature was again instituted with similar results within 5 visits.
She completed her school year and successfully graduated from high school. Her
presenting vital capacity at this time was 1600cc. This increased to 2300cc within the
5 visits.
There has been no known recurrence of the particularly severe asthmatic attacks at
the time of this manuscript’s preparation. It was however reported that the patient
experienced three comparatively minor episodes involving chest tightness and at
times coughing over the years following the initial treatment. She stated that she has
experienced only mild recurrences associated with an occasional "cold or chest
infection". She is able to easily self-manage these and they subside relatively quickly.
The patient elected not to undertake maintenance care elected for occasional
symptomatic care. Since that time, the patient has married, has two children, and
works full-time in a responsible managerial position which also involves intrastate
and interstate travel.
The chronic nature of this patient’s original condition, and the faster than anticipated
initial patient response, would suggest that there may well have been a vertebrogenic
factor, and that her response was more than just symptomatic.

DISCUSSION
A Rationale for Management - 4 Basic Elements
As there is no single identified cause or cure of asthma, management is primarily
directed towards symptomatic care and a patient’s quality of life. Some of the
asthmatic symptoms can be affected by the musculoskeletal system - a Somato
Autonomic Visceral Triad (SAVT). Given the variants of asthma treatments, and the
reports indicating that some patients do benefit from SMT, chiropractic then becomes
a viable option for some asthmatics. (140)
The hypotheses for the primary manipulative elements in the management of
asthmatic cases are directed at achieving optimal functional respiratory physiology
for the patient. Numerous case reports and clinical experiences indicate that some
asthmatic patients do benefit from chiropractic care, and therefore an improved
quality of life. Unfortunately, the evidence offered by these multiple reports does not
seem to carry the weight of wider recognition. It is however, of significance to
relieved patients, many of whom have chosen to seek a natural health option in
preference to long-term medication.
The basis for chiropractic management of the case presented was essentially based
on two primary neuromechanical components – the biomechanical and neural
integrity of respiratory elements, as well as 2 secondary factors, the myological and
neuroimmune elements. These 4 elements comprise some of the considerations of
the vertebral subluxation complex (VSC) where the central element involves
segmental dysfunction in the form of articular fixations. As a spine-influencing factor
this element could be regarded as vertebrogenic, as the disruption to articular motion
is thought to affect all these four physiological elements. (12,141-147)
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As the VSC is essentially a physical clinical finding, the primary chiropractic objective
of this neuromechanical lesion is its correction through a specific manual osseous
adjustment. Chiropractic adjustments are a refined and specific form of more general
manipulation, most frequently involving the spinal segments. (148-150) Together with
adjunctive measures, it was the primary intervention employed in the case presented
as it has for other respiratory conditions.
1. Respiratory – Biomechanical
In respiration, the physiological (functional) role of the articulations involves the
segmental and global mobility of the spine and the elastic recoil provided by the
costal thorax.
In asthmatics, the primary manual means of ameliorating the condition is through
identifying and correcting vertebral dysfunction and costal fixations in order improve
structural mobility and respiratory function. (15,151,152Hviid has shown that with
asthmatics, chiropractic adjustments alone can improve vital capacity and peak flow
rates as well as improve the symptoms which have been exacerbated by the physical
exertion of laboured respiration. (153)
Biomechanically, the manual techniques employed are directed at improving:- Vital capacity of the lung, (154,155)
- Bronchial and pulmonary circulation, (12)
- The stimulation of mucus release, (12)
- Particular attention to diaphragm tone, (156)
- Optimal function of the other muscles of respiration. (12)
- Enhanced arterial oxygen (12)
- Enhanced lymphatic drainage. (12)- Optimise elastic recoil for expiration.
(157,158)
2. A Neurological Component
The interaction of the spine with the autonomic nervous system (ANS) and its
possible influence upon normal lung function has been postulated. The neural
component of the SAV triad is considered here to be another primary element to be
addressed through physical means directed at normalising vertebral influence in
order to optimise that influence upon lung function. (142-148, 159-166157-162,177184)
In 1997, Sato noted the influence of autonomic reflex responses to somatic
stimulation when he stated “The analysis of neural mechanisms of these reflex
responses seems to be very important for clinical application to regulate visceral
function by physical treatment.” (159)
In a further paper that year, Kimura and Sato stated that “The elucidation of the neural
mechanisms of somatically induced autonomic functions, usually called somatoautonomic reflexes, is essential to develop a truly scientific understanding of the
mechanisms underlying most forms of physical therapy, including spinal manipulation
and traditional as well as more modern forms of acupuncture and moxibustion.” (160)
(Emphasis added)
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There is further evidence also of an imbalance between the parasympathetic and
sympathetic nervous systems being a factor in asthma – pathoneurophysiology. (125
185)
Ventilation is controlled by the dorsal and ventral respiratory group of nuclei in the
medulla oblongata and pons. In SMT, it is hypothesised here, that these may be
influenced through the cervical spine. (167)
Neurologically, the lungs are supplied by the parasympathetic vagus nerve, and the
sympathetic supply from T1 to T5 via an intercostal path to the pulmonary plexus with
both a motor and sensory function. This autonomic supply innervates the smooth
muscle, bronchi glands and pulmonary vascular structures. These sympathetic post
synaptic fibres innervate the vasculature of the lungs. (168,169) Bronchial asthma
results in bronchoconstriction. (139) As such, it is another asthmatic component
deemed to be positively influenced by SMT. (154)
The critical muscle function is controlled by the phrenic nerve (C3-C5) which provides
the motor nerves, as well as receiving sensory fibres from the central region of the
diaphragm. The lower thoracic segments receive sensory fibres from the periphery
section of the diaphragm. (170)
An interesting study on the neurophysiological role in asthma was offered by van der
Velden and Hulsmann in 1999, and also by Jarth in 2001. (171) A decade later,
Goyal and colleagues stated that the immunological theory does not explain all the
features of asthmatics, nor does the neurogenic theory. (169) However, they noted
that higher parasympathetic tone may be an underlying cause of asthma. (172,173)
Apart from an afferent influence (e.g. inflammatory or allergy), a direct efferent
correlation of ANS dysfunction did not appear to be a primary consideration. This is
in contrast to the statement by Kimura and Sato. (160)
A 2006 study by Mukhopadhyay et al supported the hypothesis that while posture
was at times a factor in asthma, the hyperventilatory response to postural change
was influenced by the autonomic supply through the parasympathetic vagus
innervation. (174,175)
A paediatric study published in 2014 by Engel-Yeger and colleagues also concluded
that asthmatics may suffer from a sensory processing disorder, and that the central
nervous system may be involved in the pathogenesis of their response to allergens.
(176)
3. An Immune Influence
Some of the earliest research on neuroimmunology was conducted in Russia by
Gordienko and colleagues in 1958. This research was essentially based on the
immunological response to bacteria. (177)
Research has shown an immune factor in asthma involving immunoglobulins (IgA,
IgE), and cortisol. (178) It has also noted an influential association between the
autonomic nervous system, immune factors and spinal manipulation. (179-183)
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Given that this correlation has been demonstrated between SMT and an immune
response, it is reasonable to hypothesize that chiropractic may benefit some patients
where allergens are an identified factor. (165,184,185)
4. Respiratory Muscles and Their Influence in Asthma
Muscular tone is also an important consideration in the management of asthmatic
patients. Hypertonicity of the primary muscles of respiration has an inhibitory affect.
Respiratory muscles include the diaphragm, the three layers of intercostal muscles
and at times, recruitment of the muscles of accessory respiratory muscles, as well as
the abdominals. (186,187) These are primarily innervated by the cervical and
thoracic spinal nerves. Sato noted that “Respiratory responses can be elicited by
muscular afferent stimulation.” (158, p143-144)
Techniques to relax hypertonic muscles can be employed when indicated. (155)
Release of the diaphragm is intended to increase its excursion and improve Forced
Expiratory Vital Capacity (FEV1) during a period of exacerbation.
The tone of the central diaphragmatic tendon may be influenced by the phrenic nerve
(C3-C5), particularly C4, and the periphery of the diaphragm by the lower intercostal
nerves.
The diaphragm has been regarded as two separate muscles – the costal and central
tendon sections. The central diaphragm tendon (crus) is supplied by the phrenic
nerve for sensory, tone and motor functions. The peripheral diaphragm is innervated
by the lower costal nerves. (156,188,189)
The intercostal muscles are also significant respiratory muscles. Their tone is
influenced by the dorsal sympathetics, and by costal and spinal flexibility. Their
innervation may be influenced by costovertebral and intervertebral adjustments as
well as muscle release techniques. The intercostal nerves arise from T7-11 (thoracoabdominal nerves) innervate the thoracic and abdominal muscles, as well as
providing sensory fibers to the pleura and diaphragm. (190)
Particular attention is also paid to the diaphragm attachment to T12 as a primary
insertion for the peripheral diaphragm. In addition, the crus attachments to L1 and L2
may influence the diaphragm and may contribute to lower back pain at that level.
Janssens and colleagues explored a firm association between the diaphragm and the
lower back both structurally and in respiration. (191,192)
The variety of techniques available in manual management of asthma may indicate
that certain models of manual care for the condition may be more beneficial to some
asthma patients than others. (12) This also appears to be the case with other
asthmatic treatments.
Recognition of a somatic effect upon the ANS and visceral function is clinically
established as a somatovisceral influence. This is evidenced by the volume of
chiropractic, osteopathic and medicine, manipulative management case reports.
Intervention is justified as viable and warranted for some asthmatic patients at least
on a trial basis – the same basis as for other models of management. (12,193,194)
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General Considerations in Assessing Asthma Patients
- Mobility of the thorax – especially individual spinal segments, but also general
flexibility of the costosternal and costovertebral articulations. (8,12,195)
- Hypertonicity of the diaphragm has been shown to inhibit the respiratory excursion.
(196-198)
- General release of hypertonic primary and secondary respiratory muscles of
respiration. (199)
- A manually assisted inspiration and expiration technique – a thoracic pump-type
assisted exercise to remove phlegm. (12,135,136, 200,201)
- The exhalation respiratory exercise of inflating balloons. (150,202-207) It should be
noted that there can at times be an allergic reaction to latex. (208) - Swimming
and yoga breathing exercises – including the Buteyko method can also
enhance exhalation in asthmatics. (138,209,210)
- Correction of postural distortions which may tend to limit respiratory function.
(108,211-214)
- Advice on the avoidance of possible allergenic food and environmental substances.
These may include exposure to dairy products, the presence of pets, pollen,
as well as industrial and vehicular pollutants. (155,184,215-217)
- Nutritional advice. Poor nutrition has also been shown to be a possible predisposing
factor in pathophysiological recovery. (155, 218,219)
- The avoidance of a smoking environment was also a recommendation. (220)
In the end, and subject to contraindications with regard to patient safety and
preferences, if treatment outcomes are positive, then the care is clinically legitimate
and justified, regardless of the so-called higher levels of evidence. Surely the
asthmatic patient is aware when they experience fewer episodes, less severe
episodes, or non-existent symptoms. There are then grounds for at least a trial of 6 to
10 treatments to assess the potential efficacy. (221)
As with all models of care and particularly with asthmatics, some conditions cannot
be fully alleviated, but require occasional or possibly regular ongoing management.
In addition, a patient may also prefer to manage their condition symptomatically with
or without the practitioner. In any case, management needs to be personalised as the
presentations and responses can vary as well as patients’ preferences.

CONCLUSION
The management of this case was centred on spinal adjustments of spinal
subluxations. The significance of this complex is its influence upon neurological
elements – both physical and physiological. Other supportive measures were
considered important but adjunctive to the management of this patient. It should be
noted that chiropractic case management is not necessarily limited to manual spinal
care alone.
In view of the published chiropractic, medical, and osteopathic published evidence, it
would be imprudent and even unprincipled to deny that there is some evidence to
support the observation of a spine-related influence in some asthmatics. Without that
evidence identified in case reports, there would not be grounds for further research
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on the topic or involvement in management of asthmatics. However, positive
outcomes and patient demand continues to drive and justifies that involvement. As
reported in Australian Doctor, 1/3rd of asthmatic patients are already seeking care
outside the conventional model. This cited Canadian research study found that more
than one-third of asthma patients use complementary and alternative medicines to try
to control their symptoms. (222)
The case presented would indicate that a neurovertebral element may be one of the
contributing factors for some asthmatics, and that a chiropractic management model
may assist in some cases. As such, those asthmatics with spinal VSCs as
contributing factors that are not being addressed, may therefore not achieve optimal
outcomes in their case.
Continued patient demand for chiropractic care by asthmatics, as well as the
published literature, suggests that spinal manipulation in conjunction with other
supportive methods may positively influence respiratory function in some asthmatic
patients.
As the Asthma Foundation of Victoria states: “Chiropractic medicine is expert
manipulation of the spine. Some research has shown that chiropractic has a
beneficial effect on airway circulation and lung capacity. As with other
complementary therapies, more research is needed in this area.” (223)
Given an identifiable physical-biomechanical element associated with some asthma
cases, management of that aspect of the condition is unlikely to be best provided by
non-physical means. No studies were found which indicated that patients
experienced an adverse outcome, although there was some equivocation at times.
(12) The vast majority of papers demonstrated degrees of positive outcomes.
Even in 2017, there is a plethora of theories as to the etiological and management
possibilities for asthma patients. This would suggest that there is much more to be
understood about this condition. It may also indicate that a combination of factors is
associated with its aetiology.
Claims against a role for chiropractic with some asthmatics, (12) tends to avoid an
explanation as to why there are so many patients and manual practitioners who
identify positive outcomes, and appreciative asthmatic patients referring other
patients regardless of what the ‘evidence’ states. (224)
As with other so-called visceral conditions under somato-autonomic influence, the
outcome of chiropractic management in this case resulted in reduced severity and
frequency of asthmatic symptoms, rather than a complete resolution. It is the clinical
legitimacy, noted by Eastwood that essentially acknowledges clinical effectiveness of
a given treatment in the absence of extensive identification of the physiological
mechanisms involved. (225)
As so many positive case reports have been published, there is too much anecdotal
evidence to be ignored. Further research is therefore warranted and consequently
recommended to determine which types of asthma patients who would best respond
to this natural manual management model. This would also advance a greater
understanding of the pathophysiology of somatovisceral-related asthmatic patients. It
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may also assess those cases which would best respond to this form of therapy, or to
certain combinations of therapies.
Historically, incidental medical observations have contributed greatly to science and
reformed facets of health care. These include the implantable pacemaker, penicillin,
coronary angiography, and warfarin. These obviously were not denounced or
dismissed because they were not evidence based. Similarly, the observations related
to spinal manipulation need to be recognised rather than denied as an opinion-based
aberration. There is just too much clinical evidence to support the manual health
professions. (226)
Given the volume of positive case reports and the physiological-based evidence,
there are rational grounds to justify further development, research and assessment,
rather than unsubstantiated dismissal. Patient care is too crucial to be politicised and
ignorance of available evidence is not a rational claim that no evidence exists! (227)
“the best way to diagnose and monitor asthma in children should continue to be
robustly debated." (228)
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