
"Growing pains" 
(GrP) is a condition 
most healthCfJre 
professionals have 
heard 0/butlew 
have agood 
understanding 
of, with even 
tess knowledge 
about the best 
treatments 
available. 
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Clinical scenario 

A 6-year-oJd girPs parents came 
to ask fo r advice following several 
months of interrupted sleep with their 
daughter waking \vith pain in her 
anrerior legs a few times a week The 
father had similar pains as a child and 
remembered them as "growing pains." 
All th ey could do to help was to re
assure her that all was well and to ruh 
her shins to help ber feel better. Tbey 
struggled to find any information on 
the best treatment for her problem 
and her medical doctor could not help. 
They therefore sought advice from 
other health care professionals. 

The question is - ]s there an effec
tive treatment lor reduction in growing 

pains in preadolescents? 

Introduction 

"Growing pains" (GrP) is a condi
tion most healtheare professionals have 
beard of but few have a good W1der
standing of, with even less knowledge 
about the best t reatmeats available. It 
is one of t.he most common pediatric t 
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musculoskeletal p roblems seen in 
practice with 3·1 2 year olds the most 
commonly affected.11 ,13,16Prevalence 
in socie ty is repon ed between 2.6 
49.4 <J'ol.>-4·6.S·J2.16 and they can persist 

into adolescence, with some suggested 
Jinks to restless legs syndrome in 
adults.!' Both the patient's and parents' 
quality of 1£e are affected when these 
leg pains are frequent .!! It is therefo re 
somewhat bemusing that so little is 

koown abo ut this condition . 

o r night, no sign of inflammation or 

o ther conditions on physical or labora· 
tory examination .6·6,11 rvlany authors 

advocate the cessation of '" growing 

pains" as a term in p reference of "re

current limb pain in children" as there 

has been little research rhat has shown 
that growing mediates this pain. U .10 

The only current evidence suggestive 

of a link with growtll fonnd that the 

long bones in lambs had about 90% 

Search and Keywords 

A search ofPubmed, Mantis, 

IeL, OVID and PEDro was per· 

formed to find all relevant papers, in 
English or French, using «growing 

pain"" ± treatment, p(a)ed,atric leg/ limb 

pain ± treatment (n=365). Papers wete 

rejected if they were not concerned 

with preadolescent limb pain or made 

little or no reference to treatment 

Muscle Stretching Reassurance to MeanMean 1.2 
Baxter & 5· 14 years program to child ren with the 2 episodes Randomized 18 episodes per month
Dulberg with growing34 Quadriceps, Calf use of aspirin as Months per month atControl Trial at 3 months with 
1988' pains and Hamstrings required 18 months o by 9 months 

Use of Tri · planar Overall decrease3·10 years wedges in 3·5 in severity and frewith growi ng years of age Evans Si ngle· Case c.9 quency when using 8 pains ahd and moulded weeks2003' Experiment devices. Some with 
pronated feet orthotics in 6·10 complete resolution years of age 

"Growing pains" has been used to of growth occurring when recumbent of the condition. Links/references 

describe various pediatric pains since with little when weight bearing. They from any of these documents not com
its first noted use by Duchamp in 1823 postulated that the same would be true ing from the original search were also 

of children .'·I" .l7 Research by Kaspiris et and has been the subject to debate ever followed up and included where 
aI (2007)11 found that children who hadsince. There is srilJ no agreed upon relevant (n=17). 

etiology, no r a universally agreed defini been breastfed had a lower incidence of 
tion ,z-4 ,~ J2.1 5 tho ugh there are many view G rP (29.8%), and that this dropped fur· Report 
poims. There are three widely recog ther (16.2 % ) when breastfed for over 40 
nised theories, namely fatigue (muscle days, compared to .32.5% incidence in This report focuses on the 
over-use injury in active children), fonnula fed infants." This needs further suggested treatmentS given for GrP 
anatomical (orthopedic discrepancies investigation but may suggest a protec and looks at their efficacy. It focuses 
sucb as pes-cavus~ or genu varumlval tive mechanism in breastfeeding, though on the [wo main studies W1dertaken. 
gus) and psychological (part ofa wider it may also be attributed to familial dif· Baxter & Dulberg (J 988·4) on muscle 
pain syndrome or psychologically medl' fe rences with those likely to breastfeed . stre tching and Evans (2003)' on foot 
a/ed). 2.~ .S.9.11 The definition of "growing 

posture (Table 1). There is a hole in theAJ·Khattat & Campbell (2000) drewpains" is also debated with the most 
research that needs to be filled as theseon the 1951 work of Naish & Apley to widely accepted definition originally 
are the only two studies specifically identify three groupings of symptoms inproposed by Peterson in 1977. though 
looking at treatment.2,4.6-9, ll , t:i· L6 BothGrP. These three groups have helped towith subsequent re"\1sion. The basic cri

ghre some credibility to growing pains as these papers look mainly at the ana· teria are: bilateral lower e.xuemiry pain 
a condition though they are not relevant tomical theory, but also include some (up to three days durarioo wiIh pain 
in this discussion . measure of fatigue . free periods, starts in <he late afternoon 
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Muscle Stretching 

Baxter & Dulberg (1988)' per
formed a small RCT on 34 patients 
(ages 5-14) comparing a muscle stretch
ing regime (n=18) against reassurance 
and aspirin as required (n=16). Aspitin 
has since been shown as potentially 
dangerous to children and so many 
authors advocate patacetamol at 
NSAlDs as alternatives.8.tO ,I2, 16 The 

muscle stretches were passive on the 
quadriceps, calf and hamstrings and 
were done twice daily for 10 minutes, 
The results showed a decrease in epi
sodes of pain per month to a 1.2 mean 
by 3months, and to zero by 9 months 
in the sttetcrung group, with a slower 
decrease in the obselVation group, 
averaging 2 episodes at 18 months. 

There are some major Haws! 
potential biases in that the author 
examined and followed up all cases 
personally, and was also not blinded 
to the treatment group. Patienrs in 
the muscle stretching group had more 
parental contact than those in the con
trol , and numbers in the study were 
comparatively low, so any da ta errors 
are magnified. They concluded that a 
muscle stretching regime was an 
effective treatment for growing pains. 
They also noted that fu rther research 
would be undertaken, though this ap
pears to be unpublished. That said, 
the results are compelling and the study 
is still held as one of the only pieces of 
evidence for the use of manual thera
pies. This is surprising as Brown sug
gested in 1910 that sacroiliac strains 
may be responsible for GrP, but there 
has never been a published study to 
test tIlls.2 

Foot Postu re 

Evans wrote four articles in 
2003 _2007'·9 on GrP. The 2007' study 
built on the findings of 2003 .' Initially 
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she undertook eight single - case 
experiments (ages 3-10) to look at 
how foot posture and the inclusion of 
in-shoe orthotics or tti-plane wedges 
could reduce or eliminate aching legs 
for children with pronated feet. The 
patient's feet were observed by the ex
aminer with subjective corrective mea
sures taken. To test the efficacy of these 
devices, she adopted a treatment with
drawal phase to ascertain if the GrP 
rerurned. In children 3 -5 years she 
chose rri-plane wedges and the 7 -10 
group had orthoses. They were as
sessed, intervention applied, interven
tion withdrawn and re-applied in 2-3 
week cycles. She found that in all cases 
the frequency and intensity of pain was 
reduced with the intervention applied. 
One child with orthoses found no te
turn to pain even afrer removal of rhe 
intelVenrion . 

This study also has limitations. 
The merhod she used for evaluating 
foot posture, whilst regarded as the 
best currently available, is subject to 

gteat variance, especially in young chil 
dren (also found in the fo llow-up study 
in 20079). The subject sample was also 
very small and patients were all from a 
single clinic/examiner, allowing exam
iner bias. The long term effects are also 
nor known. 

Latterly the only statistical 
difference in foor position with and 
without GrP was the measure of 
navicular height on the left , though 
this was weakly related to GrP. The 
differences in navicular heighr were 
only 1.33 mm (mean), and they note 
that it is unreasonable to claim this as 
clinically relevant as clifferences of less 
than 5mm are velY hard to detect, espe
cially in this population. TI,ey therefore 
concluded that foot posture was not a 
good determinant for the presence of 
growing pains. '1 

Clinical Bottom Line 

Good quality, large scale research 
into growing pains treaUnent is not 
available. The research that is available 
suggests that muscle stretching is an ap
propriate treatment for some patients 
and also that onhotics/ tri-planar wedg
es is approp riate for others_ As there 
are several forms of growing pains rhat 
people consider, it is a clinical judgment 
on whether a given treatment is appro
priate for their patient. Rajaram et at 
(2004) 1) also suggest that it is important 
to screen children with GrP for restless 
legs syndrome (RLS), especially if one 
parent has RLS as it is dominant gene. 
Almost all authors on growing pains 
note that serious underlying pathology 
is unlikely if a child presents with grow
ing pains, to though it is important to 

screen fa t any red-Hag conditions. One 
of the responses to the BMJ eclitorial 
on G rP suggests mar U-eatment to the 
spinal musculature can also have a 
good outcome. to 

Re-assurance that the condition is 
nor life threatening and using muscle 
stretches with low level pain control ap
pears to be the best treatment currently 
available. Correction of any foot defor
miry with orthotics is also implicated 
where appropriate. 

Conclusions 

The evidence so far suggests that 
there may be a role for manual therapy 
in the treatment of growing pains, 
though this needs to be investigated 
more rigorously. The current level of 
studies does not give health profes
sionals a toolbox from which to work. 
Evans et a!' found that most parents 
took matters in thei r own hands and 
self treated with rubbing the legs and 
paracetamol, with only 40% of people 
in rhat study having attempted to con
sult a health professional. The health 
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profession needs to begin to produce 
case reports aud trials on effective treat
ments fot GrP so that others can ben

ent from their clinical experiences. 
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ICAlACAJoint Conference 
on Chiropractic & Pediatrics ..... 

November 9-11, 2012. The Broadmoor, Colo rado Springs, Colorado 

The ICA and ACA Pediatric Councils 

are honored to present 


General Becky Halstead 
chiropractic patient and strong advocate 
of chiropractic as the Lu ncheon Speaker 
on Saturday, Novem ber 10. 

Other speakers confirmed on 
the educational program: 

• 	 Terry Yochum, DC, DACBR 
• 	 Stephanie Cave, FAACP, MD, MS 
• 	 Wi lliam Moreau, DC. DACBSP 
• 	 Cheryl Hawk, DC, PhD 
• 	 John Furlong, NO 
• 	 Lora Tan;s, DC, DI CCP 
• 	 Elise Hewitt, DC, CST, DICCP 
• 	Sharon Valione, DC, FICCP 
• 	 Meghan Van Loon , PT, DC, DICC P 
• 	Plus more to come. 

Joyce E. Miller, 
SSe, DC , DASCO, FACC 
js Senior C1ink TU[Qr ar 
Anglo-European Chjropractic 

College and Lead Tutor of the 
MSc program in Chiropractic 

Pediatrics at Bouroemol1th University.in 
the UK. Dr. l\.1iller enjoys teachlng and has 
made more than 60 presentations at dif
ferem venues worldwide. She is also com
mitted to research and has p ublished more 
than 20 professional papers in peer-reviewed 
journals .indudingjMPI; joumal ofClimcal 
Chiropftlctic Pediatrics, Canadian Chiroprac
Itc Journal, journal Academy 0/Chiropractic 
Orthopedics, ChiropractIc & Osteopathy and 
Journal o/Clint'cal Nursing. 

Nic Langlois, DC 
gradualed h om the Anglo 
European Chiropractic College 
with distinction and has always 
been interested in working 
wi th children and mothers. His 

special iuterests are feeding issLles, muscular 
distorrion and injuries and pregnancy re
lared mnscularljoinr injuries. H e has priva te 
practice in Bournemouth, bot also p ractices 
in lvli.Iford , Surrey. 

For more in1ormation 
about the program cal l. 

001-(1)-703-528-5000 Ext 554; 

001-(1)-571-765-7554 (Olrect) 

or visi t: 

www.icapediatrics.com 
www.acapedscouncil.org 

C HIROPRA CT IC HORIZONS PAGE 31 

http:www.acapedscouncil.org
http:www.icapediatrics.com
http:University.in
niclanglois
Rectangle


