Visceral Manipulation

Manual Listening Fundamentals

Purpose .


Listen "directly" to the body with your hands. ... "Let the body speak"

Fundamentals

Zen of diagnosis

Tensegrity Principle

Feel the "3D CT grid and its contents"

Hand as listening interface

Purposely introducing now before anatomy or techniques

Want you to know as little as possible


"Listen first
lnterpret second
Balance third"

Natural tendency to want to go immediately into treatment

Respect/Honor/Privilege paramount

That doesn't mean you have to like them

Otherwise the body will deny you permission

Receiving vs Emitting distinction is critical

Absolutely must be in "receiver" mode for accuracy Receive and allow distinction


Let the body come to you

Trust your first feeling

No judging... .Just receive

Balanced, centered, present, breathing

Breathing works to relax both you and your client

With listening you can distinguish the dynamic equilibrium qualities of: Tissue Tone, Elasticity, Fibrosis

Mobility and Motility

Functional Relationships

Communication, Circulation, Energy

Background questions are important for maintaining focus

'What is the person's primary physical imbalance at this time?" 'What is the core membranous tension that's attracting the body?"

Patient confidence, and not mention your own, rises dramatically when you figure


them out before they tell you

"Inhibition"

Temporarily slows down the affect one structure has on another. 


Utilized to focus evaluation

Methods

General Listening

General Listening Seated Listening through the feet Listening through the arms Local Listening from anywhere

_
“General Listening"

References


WB-59 VMII-8 thru 11

Purpose


Allowing the body to express it's principle tension at this time

Protocol

Client standing/practitioner posterior

Presence "receiver mode"

Balanced, centered, present, breathing

Non-verbally ask permission of the client

Only the weight of hand w/ the most sensitive part of palm as sensor Allow the body to show the general vicinity of primary physical tension

Underlying Principle

'The body hugs the lesion"

The body will revolve around the restriction... .new axis of motion The diagnostic angle is where the body is pulling Compensation/adaptation around a core imbalance Analogy-Snag in a nylon inside a cylinder... .30 Spider Web

Chose standing because of it's functional nature, proprioception is active


Easier to feel where someone is balancing around

Utilize at the beginning, during and end of the session to guide you


"No listening" is a sign of completion

-'

History

With Barral's early work at a Pulmonary disorders hospital, he had the incredible opportunity to perform many autopsies on patients he previously treated. For example, he saw how pleural adhesions, could actually alter the bony structure of the cervical spine through the cervicopleuralligament by modifying the axis of rotation of the lung. Being the scientist he is, he would chart his manual evaluation and then, if they passed, he would use the autopsy to confirm or deny his palpatory diagnosis. From those experiences he was able to tremendously expand his manual diagnostic skill.

Pitfalls

"Turning around yourself' Emotional listening

"General Listening Seated"


DDX origin in the trunk vs the lower limbs

" Listening Through the Feet"


Reference
VMII 13-14

""Listening Through the Arms"


Same principle as Listening Through the Feet

"Local Listening"


Reference

VM2  p11-13

Basic Concepts of Visceral Manipulation

'

Purpose


Manually empowering the body to a healthier balance


This means that you don't do the work
You inspire the body to do its job

Basic premise


"An organ that has good physiological motion has good health"


Physiologic Motion = Visceral Mobility + Visceral Motility

Theory

"Through proprioceptive input you are able to stimulate the general function of the body." Allowing the bodies innate intelligence to express itself fully

Definitions

"Viscera" is the plural form of 'Viscus"

"Viscus" = any interior organ in one of the 3 great cavities of the body

"Know your anatomy"

The more you can blend your knowledge with your awareness, the more efficient and effective you will be in producing results with your clients

Fascial System


Bottom line
"Everything is connected"


Tensegrity Model


3D Spider web analogy

Characteristics

Incredibly pervasive.. ..Wraps and layers everywhere

Extremely thin and delicate to very thick and tough

Primary carrier of nerves, blood vessels and lymph

Needs time and respect for release... Vacuum type doors

Can really appreciate with fresh tissue dissection

No time for every detail of the fascial anatomy


"The Anatomist's New Tools" article

Found out that suboccipital muscularture connected to the dura Intention is to have an "experience" of fascia

Covering the big picture and basic architecture for now

However, very useful to know so learn to expand your VM ability

Visceral Articulations

Definition


A system of attachment and sliding surfaces between the organs that


provide a combination of effects that maintain the visceral column

Not like knee joint... .Ligaments are the attachment/Muscles provide the motion


With the viscera "The Different Motions" provide the action of the organs

Sliding Surfaces

The sliding surfaces of the visceral joints are "serous membranes"; Can be between; Organ and organ or organ and muscle wall


Small amount serous fluid in between
Very slippery

Forces That Contribute Visceral Attachment forces include (Prioritized)

"Negative pressure of the thorax"


Continual suction effect that draws the visceral column superior

"Double Layer System"


The serous membrane system creates a suction effect by


following the law of relative pressures and therefore


cannot physiologically separate themselves


*Analogy
2 pieces of glass with water in between

,'

"Ligamentous System"

Purpose is to maintain the viscera in their proper place "Eliminate the notion that the visceral ligaments are the last stronghold preventing subluxation as in musculoskeletal system"

"Turgor and Intracavitary Pressure"


"Turgor"


Defined as the sticking together of the organs due to


their swelling in a discrete space


The pressures inside the hollow organs cause them


to occupy their maximal amount of space and


therefore accentuate a cohesive effect


"Intracavitary Pressure"


Equal to the sum of the pressure's within each organ


plus the pressure between the organs


Must balance extracavitary pressures


Weight, atmospheric pressure, muscle tension


Assist's the turgor effect

"Mesenteric System"

Folds of peritoneum that attaches an organ to peritoneum Primary function: Fluid/materials transport

Minimal containment function

"Omental System"

Folds of Peritoneum that join organ to organ

Primary functions: Fluid/materials transport, Immune, warmth

The Different Motions

"Visceral Mobility"

Motion Influenced by the "Somatic Nervous System"

Governs voluntary movement: Gait, trunk movement etc.... Results in passive movement of the viscera

Example of a forward bend at the waist;

Liver slides over the duodenum and hepatic flexure

Motion Influenced by the "Autonomic Nervous System"


Diaphragmatic Action/Pump


15 to 18 cycles p/min
approx 24,000 movements /day


Cardiac Motion


84 cycles p/min aver
approx 120,000 movements /day


Peristaltic Motion


A full stomach will produce peristaltic waves every 3


minutes requiring 20 seconds its full length

Motion Influenced by the "CranioSacral Rhythm"


Approx 10 cycles p/min... .15,000 movements p/day

"Visceral Motility"

"Intrinsic" active motion of the viscera

2 Phases;


"Expir" - toward the median axis of the body
Passive

"Inspir"- away from the median axis of the body... .Active

Approx 7 to 8 cycles p/min
10,000 movements per day

Theory of origin: Repeatedly tracing the path of embryological migration


*Analogy; A flower opening and closing on a shorter cycle

*Take home on "The Different Motions"

Everything is connected + law of geometric progression =


"From minor causes flow major effects"

(ie
Abnormal lung motion causing bony changes in C-Spine)

A healthy balance is required for optimal health

There are many things going on in there all at once

Mobility and motility share similar axes of motion when both healthy

Pathology of Motion

Eskimo's have 35 distinctions of snow that helps them with their survival. With' visceral manipulation, distinguishing the many types of "restrictions" increase the efficiency and effectiveness of causing results.

Definitions

Restriction:

Any decrease in motion

Fixation:

Describes a loss of both mobility and motility

Functional:

Only the function of the organ is affected


i.e... .Poor circulation of the portal system

Positional:

Anatomical relationship of the organs is changed


i.e
Kidney ptosis

Categories of restrictions to distinguish

"Articular"


Inefficient sliding of the organs


Caused primarily by "adhesions" and "scar tissue"


Localized drying out of attached tissues


Fibrosis/Scar tissue

"Ligamentous "


Laxity

Loss of elasticity from prolonged over stretching Ligaments, mesentery and omenta not contractile except in

female urogenital support system

Fibrosis


Excessive scaring from macro or micro trauma

Tension

" Muscular"


Tissue tone qualities to distinguish


Viscerospasm versus hypotonicity


Elasticity and distensibility


"Intraparenchymal"


Surface characteristics to distinguish


Smooth, bumpy, taught, etc....


Overall qualities


Hard, mushy, feeling of being "frozen"


Fluid flow dynamics, communication, energy

Problems of Rhythm

Decreased vitality of the organ itself causing decreased motility

General Technique Guidelines

Intentions

Be present

Trust yourself

Honor the person you are working with

Empowering the body to a more healthy balance

Have the whole person in your hands... Local, regional, global all at once

Guidelines


Evaluate first... .Treat second is a must


Will help to minimize symptom chasing


Also will help build your experiential base of normal vs abnormal


The efficiency and effectiveness lives in the specificity


The more precise the movement the less force required


Get with the rhythm and breath of your client


Don't push or force correction on the body


Only manipulate to the point of stimulating self correction


Rely on your "listening" to let you no what to do next and when you are finished


The body is speaking... .Listen


You can easily over treat with these techniques so pay attention


You are working at the core of the body, and very specifically at that


Experiment w/ shorter/less frequent session.. ..Let the body do it's job


Normalize larger mobility restrictions before normalizing motility


Always end with balancing the motility of the organ you were working on

Body Mechanics

Breathe

Work with the pads of your fingers and not the finger tips

Work from your body energy center located below your umbilicus

Be efficient or you will get very tired very fast and lose your energy for nothing

Cautions

Cancer

Pregnancy

Only work with motility until you have a lot of experience Bleeding Disorders

Contraindications

Acute Abdomen

Aortic Aneurysm

2 finger width is normal

Acute risk of thrombosis

Foreign bodies... .IUD's/Calculi

Acute infections except for the bladder

Post surgical mobility work prior to 6 weeks "Let the body answer"

Release Techniques

All of the methods require the awareness described by the following acronym

"EAARR" 
           Engage the tissues_


Gently and with respect


Allow and follow the tissues


The body will guide you to where it needs help

Assist at the very end of the follow


So help it...Empower it to do its job

Release


Warmth/Relaxation/Softening/Sweat/Deeper Breathing. . . .

Re-evaluate to determine if the release is complete


No manual listening is a signal that you finished for now

Direct

Engaging the shortened or approximated tissue by first applying slight traction and then mobilizing it while maintaining this tension

Recoil 

Another "Direct" technique coordinating "listening" and a quick


release at the beginning of a large inhalation


Excellent for relieving stored physical trauma from the body

Indirect


Releasing by listening and following into the direction of ease

Induction


Indirect technique applied to restoring the normal motility of an organ


Don't leave the organ in a still point. Not the same as CST.

Treating "Adhesions"

"Better results by being very gentle and light" "Indirect" with more "sliding and gliding"

· Listening: the zen of diagnosis

· General Listening:  Standing behind the standing patient, the most sensitive part of the palm on the dominant hand is used as the point of reference.  This part of the hand is placed on the vertex of the patient’s head to feel where the patient is balancing

· Seated position:  removes the influence of the legs

· Supine:

· Feet

· Hands:  traction slightly

· Local:  place dominant hand over the abdomen with the wrist relaxed and in as little flexion as possible.

*emotional lesions tend to not have a distinct pull.

Inhibition

Mobility can dominate motility, therefore clear articulations are necessary prior to treating a motility dysfunction.

Treatment:  Start with no more than 3 organs in one treatment until you develop your skills. Work locally, then balance the region then work globally.  

Enough treatment has occured  when listening is quiet, or you will feel yourself being pushed out.  

Esophagus:  L pharyngeal constrictor is where esophagus is separte from the throat.  At T4-5 it is flanked by the vagus nerves.  Enters diaphram at T 10.  Esopghageal diaphragmatic ligament on the R holds the diaphragm below and from hyoid/strap muscles above.  

Manipulation:

1.  cup OA and palm on sternum, traction appart

2.  fix hyoid and traction at sternoclavicular notch.  

Stomach:

· Motility: indirect technique

· active/inspir:  pylorus rotates anterior/ superior, up toward R shoulder.

· passive/expir:  reverse motion of above, pylorus moves posterior/inferior towards L hip.

Hiatal Hernia protocol
1.  Sliding:  most common

2  Paraesophageal

1. Four Tx techniques:

2. Pilorus anchor:  place the thenar aspect of the inferior hand on the pylorus and thumb along the lesser curvature of the stomach.  The superior hand places pressure over the other hand.  Rotate the stomach inferior/ clockwise around the pylorus.

3. General GEJ:  Stand behind the sitting patient.  Place soft fingertips on either side of the GEJ on the PE ligament. Palpate and translate.  Compression of the ribcage will enhance access.

4. Using the above position, pull down in the orientation of the GEJ, about 4:30.  

5. AP balance:  place sensor hand over the GEJ and opposite hand over the corresponding area of the spine

Ptosis

Standing behind the patient, reach around both sides and compress the rib cage placing the finger tips in mid stomach.  Use fingertips to gather up the stomach.  Hold, release, repeat.

Diaphragm:

Standing behind the seated patient, reach around both sides and place palms on the ribs with soft finger tips wrapping under the costal margin in the most medial position.  Watch and move with the patient’s respiration.  As the patient inhales, follow and hold the rib cage in position.  Do not allow the rib cage to recoil with expiration.  With the next breath, release with the exhalation. Repeat and each time move your hand position laterally.

· Liver

· The left mid-clavicular line borders the lateral lobe.  The inferior border is the costal margin.  The leftmost extent reaches the 4th-5th ICS at the right mid-clavicular line.  

· The left and right triangular ligaments attach more posteriorly than superiorly.

· The coronary ligament is the primary suspensory ligament.

· The gall bladder is located at the intersection of the 9th chondral margin between the level of the umbilicus and the clavicle on the mid-clavicular line.  

· Motility:

· inspir:  moves lateral/superior
· expir:  moves medial/inferior

Sitting Palpation:

· Standing behind the sitting patient, place the palms on the rib cage:  the left hand slightly superior to the right over the anatomical liver position with the left fingers next to the xyphoid.  Compress and fold the hypothenar areas under the liver.  

· to assess ROM lift, drop and translate

1. Treatment:
2. Indirect technique:  Standing behind the sitting patient, lift to engage the tight ligament and follow rotation.

3. Direct technique:  On the supine patient, use the superior hand to compress the rib cage while palpating and mobilizing with the inferior hand.

4. Recoil:  On the supine patient, contact over the area of the lesion.  Place the other hand over the contact hand or at the other end of attachment if a ligament is involved.  Distract, engage with expiration.  Have the patient inhale and quickly release at the beginning of inspiration.

· Gall Bladder

· The common bile duct is deep and medial to the second part of the duodenum (D2).  It is slightly superior to the umbilicus
· Motility:

· superior to inferior, posterior to anterior, medial to lateral
Palpation:
In the same position as with liver palpation, use soft fingertips to access the gall bladder

1. Treatment:

2. “milking”:  Access tip of the gallbladder and circle up toward the left shoulder, then inferiorly.  Repeat 3-4 times.  This technique is contraindicated in the presence of biliarly duct stents. However, it is not contraindicated in the presence of biliary stones.

3. Bile Duct Stretch:  With the client seated, have them interlock hands behind their neck and flex at the waist.  Approach from the right lateral border of the small intestine.  Move deep until you reach an area of firm tissue the size of a pea, which is the spinchter of Odi.  With the patient in the “pump position” anchor the spincter and lift up under the patient’s elbows to engage the stretch. Repeat in other directions as necessary. 

4. Gall bladder supine stretch:  Compress the rib cage and the spinchter of Odi.  Locate the gall bladder through the hepatoduodenal ligament and traction apart.

· Small Intestine

· The small intestine is divided into four sections: 

· D1:  begins after the pylorus; angled posterior and superior toward the right shoulder.

· D2:  travels inferiorly along the splin to the umbilicus; retroperitoneal; curves around the head of the pancreas

· D3:  moves transversely

· D4:  travels superior and anterior

· The duodenal-jejunal junction (DJJ) is attached by the ligament of Treitz to the esophagus in the direction of the right shoulder.

· Motility:

· inspir:  counterclockwise fan

1. Treatment:

2. Stretch D2:  with fingerpads between D2 and ascending colon, lift and stretch.  Caution:  do not use thumbs over the pancreas.

3. Stretch D1:  Standing behind with the patient in the pump position, anchor left hand over the pylorus.  Flex the patient then grasp elbows and stretch upward.

4. D4: As above with anchor at D3-4 junction.

Caution:  do not stretch D3 as it lies over the aorta.  

Mesentery:

is difficult to access

· Large Intestine

· The cecum is peritoneal.

· The ascending colon dives deep and is retroperitoneal

· Ligaments include the M, I, L parietal ceccal
· The transverse colon is peritoneal

· Desceding colon is retroperitoneal

· The flexures form an “s” shape in the posterior superior direction.

· The sigmoid mesocolon is difficult to access

· Spincters

· Sphincter of Odi (pea size) and the duodenal jejunal flexure (functional spincter) 2 fingerbreadths lateral and 2up from the umbilicus at the mid clavicular line 

· iliocecal valve:  1/3 of the way from the ASIS to the umbilicus (dime size) around

· pyloric sphincter 6 cm above umbilicus on the midline, although if you have just eaten it is just left

· cardic spincter:  left 7th coststernal junction

Assess with pisiform contact, release to assess moion.

Rotation is in the frontal plane in equal counterclockwise and clockwise motions.  counterclockwise motion only , limited amplitude, or no motion is dysfunctional.  

Treat the lower spincters first.  When assessing an upper spincter, inhibit a lower spincter to remove influence.  

Treat:  engage and leg go and listen for a few cycles.  Treat with induction by following into the motion of greatest ease and slightly exceed the limit of ROM.  

If the spincter is frozen, treat with a recoil:   engage and feel for motion in the transverse plain, follow and recoil.  

