
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
 
 
 
 
 
 
 
Introduction 
 
In the World Health Organization (WHO) document Healthy 
People 2010, the goal percentage of cesarean births for first 
time mothers is listed as 15%.1  This number is a reflection on 
those countries with the lowest infant mortality and highest 
obstetrical health, of which the United States is not a 
contender. According to the Center for Disease Control 
(CDC), the United States is currently ranked 29th in the world 
 
 

 
 
 
 
 
 
 
 
 
 
in terms of infant mortality.2,3 Take into account the risks 
associated with elective cesarean births, which are undeniable, 
and the prospect of birth via cesarean is even more daunting:  
increased overall neonate risk, increased postpartum risks of 
cardiac arrest, wound hematoma, hysterectomy, major 
puerperal infection, anesthetic complications, venous 
thromboembolism and hemorrhage requiring hysterectomy, 
longer hospital stays when compared to women having 
vaginal births, increased risk of serious respiratory morbidity  
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Abstract 
 
Objective: The chiropractic care of a patient presenting with breech pregnancy using the Webster Technique is described.  
 
Clinical Features: A 37 year old woman pregnant 35 weeks with her third child presented into the office after 
discovering through ultrasound that the baby was in breech position.  The patient stated she was looking for an alternative 
to having a cesarean section. 
 
Interventions and Outcomes: Light-force, contact specific (Webster Technique) chiropractic adjustments were 
administered, as well as light effleurage trigger point therapy and home exercises. After five Webster Technique 
adjustments, the fetus turned from a frank breech position to a vertex, head-down position. 
 
Conclusion: Chiropractic care was given for a breech pregnancy by utilizing Webster Technique. The ligamentous and 
musculoskeletal issues associated with the breech presentation were cleared in the patient. Pre and post ultrasounds 
confirmed the transition of the fetus from a breech to a vertex position. 
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and increased risk of severe maternal morbidity.4,5,6 In addition 
to this, a survey study by MacDorman and colleagues found 
several sources that had concluded from their research that 
“higher cesarean rates are predominantly correlated with 
higher maternal mortality. A similar pattern is found for infant 
and neonatal mortality.”7  
 
Despite the recommendation of the WHO to limit the number 
of cesarean sections, the rate continues to grow, and as of 
2006, the cesarean rate in the United States was estimated to 
be 31.1%.7 This number is significantly higher for breech 
presentation, and as of 2003 it was estimated that 85.1% of 
breech presentations were delivered by cesarean section.8 The 
necessity of cesarean sections for malpositioned fetuses is 
becoming more controversial, as noted in an article looking at 
the long-term results of breech vaginal versus breech cesarean 
deliveries, which suggests that given current standards of 
obstetric and neonatal care, the planned mode of delivery has 
little effect on long term outcome up to school age.9 

 

Advanced maternal age is classified as 35 years of age and 
older and is associated with higher risks of many conditions 
during pregnancy such as chronic hypertension, severe pre-
eclampsia, and gestational diabetes.10 Indeed, women have an 
increasingly higher risk of uterine dysfunction as they age.11 
Women of advanced maternal age are also more likely to 
undergo cesarean section. In 2006, nearly half (47.6%) of 
births among women ages 40 and over were delivered by 
cesarean compared with 22.2% of teen births.7 

 
Having an alternate birth plan available to a pregnant woman 
may mean the difference between an invasive, complicated 
birth and a natural, un-complicated birth. Utilizing the 
Webster Technique (previously known as Webster In-Utero 
Constraint Technique), a chiropractic technique which aims to 
correct the biomechanical causes of intrauterine constraint, 
may help those women presenting with a breech fetus achieve 
a vaginal birth, thereby avoiding a planned cesarean 
delivery.12,13 
 
Case Report 
 
History 
 
The patient in question was a pregnant 37 year old female 
presenting to the office 35 weeks into her pregnancy with a 
frank breech. The patient stated she wished to avoid having a 
scheduled cesarean section and after some personal research 
on the internet found out about the Webster Technique as a 
possible alternative to the surgery. The patient history is as 
follows. 
 
The patient was pregnant with her third child at the time she 
came into the office. She had been to her OBGYN for an 
ultrasound at 31 weeks, which showed the male fetus to be in 
a breech position. The patient had also been experiencing 
pelvic pain around her 29th week of pregnancy, which required 
her to discontinue her daily exercise regimen of running three 
miles per day. She described the pelvic pain as more of a 
pressure as opposed to a “pain.” The patient also mentioned 
the fact that she had gained more weight with this pregnancy 
than with either of her two previous pregnancies in addition to 
the fact that she’s experiencing heartburn and acid reflux with 
 
 

 
 
 
this pregnancy.   
 
She suffered from pre-eclampsia during her first pregnancy, 
for which she endured some bed rest in the last month of that 
pregnancy. The birth of her first child (a female) was by 
vaginal delivery without the use of an epidural and lasted 14 
hours. The child was born on her projected due date and 
weighed in at 8 pounds 10 ounces. After her first child was 
born, the patient began experiencing thyroid issues, which 
were documented and treated by her medical doctor.   
 
During her second pregnancy, the patient suffered from 
sciatica, which she stated was mild and not too painful. The 
birth of her second child (a male) was also vaginal, though the 
labor only lasted 2 hours. The baby was 8 pounds 14 ounces at 
birth and was born nine days earlier than his projected due 
date.   
 
Examination 
 
Postural examination revealed fair to poor overall posture, 
with an anterior cervical shift, external foot rotation 
bilaterally, and increased lordotic curve in her lumbar spine. 
Muscle spasm and tenderness were palpated bilaterally at the 
L3, L4, L5, and Sacral levels. Deerfield leg check revealed a 
negative Deerfield on the right, which correlates to the 
posterior-inferior malposition of the Posterior-Inferior Iliac 
Spine (PSIS) on the ipsilateral innominate.14 Range of motion 
testing was not performed due to pregnancy.  
 
Insight technology® was utilized to measure paraspinal skin 
temperature, which detected mild levels of asymmetry at T1, 
T2, and T3 on the right and T12, L1, and L3 on the left. 
Moderate levels of asymmetry were found at C3, C4, C5, and 
T3 on the right. Severe levels of asymmetry were found at 
levels C2 on the right and T5, T6, and T11 on the left. Muscle 
tension asymmetries were evaluated on the patient using 
Insight’s surface electromyographic (sEMG) scan. Reduced 
muscle tension was found at T10 and T12 bilaterally and 
additionally at L1, and L3 on the right. Moderate increase in 
muscle tension was found at T1 and T12 on the right. 
Significant, or severe, increases in the paraspinal muscle 
tension were found at C3 on the right and at T2, T6, T12, L1, 
L3, and S1 on the left.  No radiographs were taken, as they are 
contraindicated in cases of pregnancy. 
 
 
Thermography Scan 
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 Surface Electromyography  Scan 
 

 
 
 
Intervention 
 
The patient presented to the office with a misaligned posterior-
left sacral base, which was found per Webster Technique 
protocol and corrected using a light-force, contact-specific, 
pisiform to left sacral base side posture adjustment with a line 
of drive of posterior to anterior, left to right, and superior to 
inferior. The patient’s lower abdomen was then palpated for 
tenderness, taut bands of muscle, nodules, or adhesions, and 
one such spot was found in the area of the right round 
ligament. This area was subsequently treated with light 
effleurage trigger point therapy. 
 
The next six office visits showed the same misalignment of 
the patient’s sacrum, as well as the same trigger point area on 
the patient’s lower abdomen. The same treatment was given, 
with the exception of the fifth visit, in which the patient’s 
misaligned sacrum was adjusted on a drop table with the 
patient in the prone position. The drop table adjustment also 
utilized a low-force, contact-specific, pisiform to left sacral 
base contact with a line of drive posterior to anterior, left to 
right, and superior to inferior. The patient was also advised at 
every visit (as of the second visit) to perform at-home 
exercises, which included those found on the website: 
www.spinningbabies.com.  
 
One such exercise was the “Hands and Knees” position, which 
is essentially resting and stretching on all fours over a balance 
ball, which is similar to the movements of birth, thus 
preparing the fetus for the birthing process. Another exercise  
advised for the patient was the “Breech Tilt” position. For this 
exercise, the mother inverts her uterus either by tilting forward 
or raising her feet and pelvis so the uterus is in an “upside 
down” position. The benefit of this position is said to reduce 
the tension on the pelvic ligaments, thus relieving intrauterine 
constraint.15  
 
Outcome 
 
The patient received seven Webster Technique adjustments 
over the course of a three week period. An ultrasound was 
performed by the patient’s obstetrician after the patient’s fifth 
adjustment, showing that the fetus had moved into a vertex 
position. The patient gave birth to the 7 pound 12 ounce boy 
vaginally after an uncomplicated 12 hour labor five days  
 
 

 
 
 
earlier than the baby’s projected due date and approximately 
one month after the mother had started chiropractic care. 
 
Discussion 
 
Breech presentation of a fetus occurs when the head of the 
baby does not go into a cephalic-presenting position in the 
third trimester of pregnancy, prior to the onset of labor.16 In 
normal delivery, the top of the baby’s head (the vertex) starts 
in the cephalic-presenting position, facing the mother’s spine, 
though this will change slightly during the actual delivery as 
the baby descends and maneuvers its way down the birth 
canal.16 It is to be noted that the normal mechanisms of labor 
are dependent on the optimum presenting diameters of the 
fetus, as well as good uterine activity and an adequate 
maternal pelvis.16  
 
The hormone relaxin is responsible for creating ligamentous  
laxity as a pregnancy progresses, which allows the pelvis to 
accommodate the size and shape of the uterus as the fetus 
develops.17 Because of this, the pelvic joints and ligaments are 
relaxed and capable of more extensive movement, sometimes 
causing the movement to be excessive, creating subsequent 
malpositioning of the pelvis. In turn, the muscles and 
ligaments attaching to the bony pelvis may be compromised, 
twisted, or torqued. In chiropractic, this may be seen as a 
cause for further vertebral subluxations and uterine constraint. 
If the round ligament, which is attached to both the uterus and 
the pelvis through a series of ligamentous and fascial 
connections, is being pulled in one direction by the pelvis, the 
opposite end attached to the uterus is compromised. This may 
create intrauterine constraint, preventing the fetus to turn to a 
vertex position in the uterus at the appropriate time. Because 
the Webster Technique is specifically aimed at relieving the 
musculoskeletal causes of intrauterine constraint, it gets to the 
root of the breech issue, making it an ideal alternative 
compared to cesarean delivery.13 
 
Fetuses in the breech position are more at-risk than those in 
vertex position at time of delivery. Serious complications, 
such as intra- and extra-uterine anoxia, intracranial 
hemorrhage, neurological, musculoskeletal, intra-abdominal or 
genital damage and trauma may occur when attempting a 
vaginal birth of a breech baby.18  At this time, current medical 
management for a confirmed breech presentation in the latter 
part of the third trimester is to first undergo an external 
cephalic version (ECV), which involves manually 
manipulating the fetus into a vertex position. This technique 
proves unsuccessful approximately 16 to 65% of the time after 
37 weeks.13,18 Many times, the ECV incurs complications of 
its own, including cord entanglement, hypoxia, premature 
rupture of the membranes, separation of the placenta 
(abruption placentae), fetal bradycardia, vaginal bleeding, and 
even fetal death.13,18 If the ECV is unsuccessful, the societal 
norm in the United States is to schedule a cesarean section. 
 
Webster Technique 
 
The Webster Technique has been shown to have high rates of 
success, based on a survey of 112 chiropractic practitioners 
who utilized the Webster Technique in their offices; 92% had 
resolution of breech presentation, while 88% resulted in 
unassisted vaginal births.13   There have also been multiple 
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case studies showing the efficacy of the Webster Technique in 
reducing intrauterine constraint and allowing a breech baby to 
turn to a vertex position.  One such case study discusses an 
instance where a woman presented to a chiropractic office 
with a breech pregnancy and experienced success when 
utilizing the Webster Technique in relieving the intrauterine 
constraint of the mother.17 After a period of one month and 
five Webster Technique adjustments, the fetus had moved 
itself into a vertex-presenting position, which was confirmed 
by use of an ultrasound performed by the mother’s 
perinatologist.17  
 
Another case study showed that in a 28 year old mother with a 
34 week breech fetus, the fetus turned into a vertex position 
after one application of the Webster Technique.19 This was 
confirmed by the woman’s nurse midwife two days after her  
adjustment.19 An interesting fact about this particular case was  
that the woman had presented with breech presentation in her 
first pregnancy, as well, which was also turned after visiting 
the chiropractor at 37 weeks into the pregnancy.19  
 
Aside from relieving the intrauterine constraint causing breech 
presentation, the Webster Technique has also been utilized 
when women wish to engage in a vaginal birth after prior 
cesarean births.20 A case study showed the effectiveness of the 
Webster Technique and chiropractic care in relieving 
musculoskeletal complaints of the 34 week pregnant mother.20 
This mother was also able to give birth naturally to her third 
child, after having two previous cesareans with her older 
children. The authors hypothesize that by relieving 
intrauterine constraints due to improper pelvic alignment and 
increased muscular tension and spasms via the introduction of  
the Webster Technique and chiropractic care, the mother was 
more likely able to give birth naturally.20 
 
The effects of the Webster Technique in reducing intrauterine 
constraint have also been hypothesized to aid a mother during 
the actual birthing process. There is a case study in which a 
pregnant woman is in labor and presents with dystocia, 
wherein her labor is prolonged and hindered by several 
possible variables, including uterine dysfunction, bony pelvic 
dysfunction, malposition of fetus, or soft tissue 
abnormalities.21 The woman had three midwives and her 
chiropractor attending her home birth and after several 
interventions by the midwives without progression of the 
labor, the chiropractor performed the Webster Technique on 
the mother, immediately after which the midwives reported 
significant improvement in the labor progression.21 The study 
uses the Webster Technique as the method by which the 
mother’s intrauterine constraint was removed and therefore the 
fetus was allowed to move into a more desirable birthing 
position, as well as the route by which the dystocia was 
lessened.21 
 
The Webster Technique consists of two steps. The first 
includes a low-force chiropractic adjustment of the sacrum, 
which aims to both relieve the tension exerted on the uterus 
due to sacral rotation as well as restore the proper 
biomechanics and symmetry of the pelvic bowl.13 The second 
step involves palpating the mother’s lower abdomen for 
nodules, taut bands, edema, adhesions, or tenderness in the 
round ligament where it passes the anterosuperior iliac spine 
(ASIS) in an inferomedial direction and applying light  
 
 

 
 
 
effleurage trigger point therapy to such areas, called 
myofascial trigger points (MTrP).13  
 
MTrP are thought to further intrauterine constraint by creating 
tension on or over the round ligament, leading to further 
uterine constraint. The most reliable signs and minimal criteria 
needed to identify a MTrP are spot tenderness, taut band, and 
pain recognition, whereas the two best confirming aspects of a 
MTrP are referred pain and local twitch response.22,23,24 

According to Hong23 and Simons24, the mechanical 
stimulation of the MTrP may be the most important factor for 
pain relief. It has been found that mechanical pressure relieves 
the areas of pain and relaxes the muscle fibers.23 This 
relaxation of muscle fibers in turn allows the bony attachments 
of the muscles and ligaments wider range of motion, allowing 
them to return to optimal positioning. 
 
A review of the literature looking at chiropractic care during 
pregnancy found the utilization of chiropractic care during 
pregnancy was both safe and effective at correcting 
musculoskeletal imbalances commonly found in pregnant 
women.25 These claims can be backed up by other research 
looking at the effects of chiropractic care on the pregnant 
woman in terms of low back pain (LBP) relief.26, 27A case 
series by Lisi26 found that due to the lack of adverse events 
amongst pregnant women under chiropractic care, utilizing it 
as a treatment for LBP in women is considered safe. The same 
review found that over the course of chiropractic care, the 
LBP levels in the 17 women studied went from an average of 
5.9 on a 10-scale of pain before treatment to a 1.5 out of 10 
after treatment.26  
 
Instrumentation 
 
The Insight® and its related technologies have peer-reviewed 
research demonstrating its applications, indications, normative 
data, protocols, reliability, clinical outcomes and 
applications.28-55 The paraspinal thermal reading attained with 
the Insight unit is designed to pick up abnormal surface 
temperature differentials, which signal the presence of 
neurological interference and aberrant sympathetic nervous 
system function. The paraspinal thermal reading is performed 
by running an infra-red scanner up a person’s spine, which 
measures the temperatures at 25 anatomical paired points 
along the person’s spine. Mild levels of asymmetry are 
indicated by differences one to two standard deviations above 
the accepted normal means, whereas moderate levels are two 
to three standard deviations above normal means and severe 
asymmetry is three to four (and beyond) standard deviations 
above normal means.  
 
Abnormal muscle asymmetry is evaluated with the surface 
electromyelograph (sEMG) scan using the Insight’s 
technology. Paired electrodes are placed over the skin at 15 or 
25 specific anatomical sites along a person’s spine, which 
measure the paraspinal muscle activity. Mild asymmetries in 
muscle tension is indicated when readings are one to two 
standard deviations from normal means; moderate with two to 
three standard deviations and severe with three or more. 
 
Conclusion 
 
This case of a 37 year old pregnant woman under chiropractic  
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care shows that the Webster Technique is effective at relieving 
intrauterine constraint by correcting musculoskeletal and 
ligamentous issues associated with such a predicament. 
Because the Webster Technique utilizes the chiropractic 
foundations of correcting skeletal (in this case sacral) 
misalignments and the associated musculoskeletal 
complications, and because there was no contact made to the 
actual fetus for re-arrangement as seen in ECV, this procedure 
is within the scope of chiropractic and not obstetrics.   
 
This paper is limited in the fact that it is the case study of one 
woman’s experience with the Webster Technique. More in-
depth research must be done to show the effectiveness and 
usefulness of this particular technique in the chiropractic 
profession.   
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