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Preface

As THE TITLE Visceral Manipulation Il indicates, this book is the second book on
this subject and not a recapitulation of Visceral Manipulation 1. This is not a slightly
rewritten copy intended to make sure that the osteopathic publishing houses are
kept busy. Indeed, we have something else in mind.

The first book was dedicated especially to the articular physiology of the vis-
cera: mobility tests, motility tests, basic anatomical landmarks, as well as direct
and indirect manipulation techniques. This book is centered around clinical signs
and diagnostic methods (medical diagnosis associated with osteopathic diagnosis,
indications, contraindications, and differential diagnosis). We also described several
maneuvers that we were able to refine or develop due to our clinical experience.

As is our habit, we have moved away from pure theory and only addressed the
clinical aspects and practical application of visceral manipulation. This profession
is a difficult one and manual apprenticeship is long and thankless at the beginning.
But, oh, how joyful the moment when there are first signs of improvement and relief
in a patient! And the joy of balancing the spirit with your hands (as a practitioner)
as these hands obey your intentions. This book is designed to help the reader more
quickly realize these practical applications.

In this book, we have not included any basic anatomical landmarks or articular
physiologies. We assume that the reader has the anatomical knowledge necessary
and that he or she has assimilated the first book in order to approach this book,
whichis intended for experienced/certified practitioners. However, we will mention
a few basic physiological facts, which may help clarify the dysfunction of an organ
and its therapeutic application. We have described these in the context of some
specific disorders to underline their effects on a major visceral problem. There are
frequentoccurrencesofrelatively minor underlying physiologiesaffecting functional
pathologies. You as a reader have to be aware of the fact that some serious diseases
may be hidden behind insignificant clinical indications.

We also should not forget that we have a responsibility toward our patients,
which should motivate us to work more and study harder every day. We may be
lauded for our successes and forgiven for our various failures, but there is no excuse
for letting a serious disorder go by unnoticed during diagnosis. Acute lumbar pain,
for example, is sometimes due to other causes than just mechanical problems. They
often mirror a visceral pathology. We have to see beyond the simple mechanical
problem and possibly direct the patient toward other medical professionals. Let

vii
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us all work towards being fluent in the language of modern medicine and towards
recognizing the amazing progress it is constantly undergoing. It is important that
osteopathy becomes a part of the medical field and we have to earn this status.

We emphasize that you should recognize major signs as we all may see patients
with serious diseases wander into our practices. We need to be able to give an early
diagnosis, which can change a patient’s attitude from “condemned” to “hopeful”
Intestinal pathologies are a prime example.

Currently, we practice manipulations of the sacro-coccygeal joint and the cervix
via the rectal route; and wmore than 50% of all rectal cancers are located in an area
that is accessible via the index finger. These cancers account for about 10% of all
gastrointestinal cancers. Additionally, through tactile exam of the rectal area, you
can feel the size and firmness of the prostate. A hard and fibrous prostate has to be
a part of every medical check-up. By this | mean that it is not enough to manipulate
two bony areas while ignoring the surrounding region.

Often, serious disorders are found when they are already deeply rooted in the
body and have damaged the system. Before this organic period there is a functional
period where there are subjective signs that you need to be able to recognize. Doctors
often give up on these sick people and relegate their problem to the large family of
psychiatric disorders. Our clinical experience has showed us that it is prudent not
to immediately accept such a diagnosis. We have seen numerous cases, where these
patients have developed a serious illness after suffering through several years of pain,
which the doctors have disregarded.

Certain labels seem to be geared more toward removing any guilt from the prac-
titioner than actually helping understand the patients’ problems. We have described
a number of symptoms predictive of serious latent illnesses. As a general rule, let us
stay alert and watchful and let us guard against hasty diagnoses.

That said, our profession is a difficult one and we constantly fight a battle between
practitioners that rely almost solely on their practical experience and those that just
rely more on their intellectual knowledge. We don’t have an easy answer for this
problem, other than the fact that the more manually oriented practitioners should
read more and that the intellectuals do more hands-on work in order that both types
benefit their patients.

The medical field is constantly evolving and we are pleasantly surprised by the
fact that mainstream doctors speak more and more of the ill patient rather than just
of the illness. It is our obligation to be visible in the medical culture and environment
so that we can show where we are deficient and still afhrm our specific role in the
field. Osteopathic medicine helps and brings relief and must continue to exist and
thrive according to its original concept: Anatomy at the service of the hand, and the
hand at the service of the patient.

Mainstream medicine is not the only medicine and patients have a need for all
those alternative branches that can assist them. It should not be up to medical doc-
tors to decide who belongs and who does not; the patient is the only one who should
decide that.

wii
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1 / Introduction

1 wiLL PRESUME at the outset that the reader
is familiar with the earlier book (Visceral
Manipulation) by myself and Pierre Mercier,
and will therefore not explain in detail the
essential concepts of mobility, motility, lis-
tening, induction, etc. I would, however, like
to clarify several aspects of the osteopathic
visceral concept and its applications. One
thing that is vitally important is that when
you examine a patient you are always on the
same side. Topographical anatomy requires
precision, and a change in sides changes
one’s orientation and perspective. In gener-
al, right-hand dominant people should place
themselves on the patient’s right.

Lesional Chains

As stated by Rollin Becker, D.O., and re-
peated by me many times, “Only the tissues
know” It is not uncommon for tissues to lose
their normal functions, including their con-
tractile, elastic and distensible properties.
When the structure of these tissues is modi-
fied, an area of stronger mechanical tension
is created which I refer to as a restriction.
In osteopathic parlance this phenomenon is
also known as a lesion. A restriction has a
detrimental effect on all neighboring struc-

tures, and affects the axes of motion of or-
gans, as well as the directions of force lines
in the body. As an experienced practitioner
can feel, restrictions may literally attract the
hand. These tissue restrictions are the be-
ginning of lesional chains.

An injured tissue does not remain iso-
lated. Because of an imbalance of its envi-
ronmental mechanical tensions, the organ'’s
attachments lose their usual distensibility
and give rise to a membranous restriction
or lesion. This may result from direct or
indirect trauma, or secondarily from an in-
flammatory illness. For example, during and
especially after viral hepatitis, Glisson’s cap-
sule and the suspensory ligament of the liver
lose their normal elasticity.

Pressure, mobility, motility and other
forces are poorly transmitted through a re-
striction, with resulting disturbance of the
balance of both local and whole-body mem-
brane systems. This distorted reciprocal ten-
sion causes peritoneal/visceral articulation
problems and internal organ dysfunctions.

A tissue or membrane which has lost
its elasticity contributes to the creation of a
general mechanical problem where normally
one would find an orderly process. This is
the lesional chain where one link disturbs
another, and so on, until a symptom appears.
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CHARTER 1 [ INTRODUCTION

Such imbalances take place in stages, follow-
ing the laws of compensation and adaptation
associated with the body's perpetual state of
change. As long as compensation is possible,
the progression of the problem is impercep-
tible. It is when all the adaptive processes
have been exhausted that the symptom sud-
denly appears. Sometimes this happens with
a speed and severity disproportionate to
the most recent provocation; an example is
acute low back pain which develops during
a seemingly ordinary movement. Because of
the lesional chain process, a symptom can
appear at a site distant from the primary le-
sion.

One can try to trace this chain by going
from the symptom to the cause. But be wary
of intellectual exercises which provide a
neat, connected explanation for everything.
It would not be helpful to trace a lesional
chain from the fifth metatarsal to the sella
turcica by many different routes, each more
logical and attractive than the last. It would
be better for you and your patient if you fol-
lowed with careful palpation and listened to
the tissues instead of getting carried away by
memorized theoretical strategies.

Excretion/Secretion

Interestingly, my best results have been ob-
tained on those organs which have an excre-
tory canal or at least an emptying system.
Using fluoroscopy, we have been able to
see the effects of visceral manipulation on
the gallbladder, common bile duct, pylorus,
bladder, and uterine tubes,

All excretory canals need to retain good
longitudinal axial extension in order to per-
form their functions properly. These canals,
which include the duodenum, common bile
duct, and ureter, have a variety of shapes and
diameters. We have found that the best way
to improve the emptying ability of a tube is
to stretch it along its longitudinal axis. In

general, this means anchoring the proximal
part while pushing the distal part even more
distally along the axis, or vice versa. Clini-
cal experience has often confirmed transit
improvement in, e.g., the common bile duct
and pylorus.

We performed experiments in 1980 with
the common bile duct in which stretching
appeared to increase the evacuation of bile.
The only published data of a similar nature
that I know of involved the ureter, whose
efficiency was increased 40% by stretching
(Scali & Giraud, 1986). When one improves
transit through or excretion by an organ,
one should be certain that nothing disturbs
the distensibility of the various tubes in all
the different planes, taking special care not
to ignore the transverse plane.

On the other hand, we have never been
able to convincingly demonstrate its efficacy
on organs lacking excretory canals, such as
the spleen and the thyroid gland. We have
manipulated these organs with the thought
to stimulate their functions. While we have
noted certain improvements, but it would
be presumptuous to state that these are due
to our actions. For example after stimulat-
ing the thymus of a young infant, the par-
ents may tell us that afterwards the ¢hild is
better, has less respiratory infections, etc.
However, in the meantime the child is a few
months older and their immune system is
more developed. So we wonder how much
improvement is really due to our treatment.

It will always be difficult to prove the
efficacy of manipulation. This should not
keep us from doing manipulations in order
to help patients.

Pressures

In the human body, different pressures,
which originate from the pulmonary sys-
tem, confront and harmonize with each
other (Visceral Manipulation, pp. 12-13).
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The membranes of the body transmit and
integrate the different pressures. The re-
distribution of pressures takes place via
transversely-oriented structures such as the
diaphragm, thoracic inlet and pelvic inlet, as
well as via longitudinally-oriented ligamen-
tous structures such as those interconnect-
ing the diaphragm, liver, intestines, stomach,
etc. These transmitters and shock-absorbers
can only fulfill their roles when they have
adequate elasticity and distensibility. Fibro-
sis and sclerosis cause problems in the dis-
tribution of pressures and contribute to the
disruption of visceral cohesion.

Reported values for these pressures vary
little regardless of the source of information.
Averages for various areas of the body are:

« skull: +15¢m H,O

« thorax: -5¢m H,0O

« upper abdomen: +5c¢cm H,O

+ middle abdomen: +10cm H,O
+ lower abdomen: +15c¢m H,O

+ pelvis: +20cm H,O

An abnormality in these pressures dis-
turbs an organ’s excretions and, I believe, its
secretions as well. Coughing produces pres-
sures of +100cm H,O in the bladder, and
hard pushing for defecation can bring the
intrarectal pressure up to +200 instead of
the normal +50cm H,O. The body can only
support these high pressures briefly.

Increased pressure in the intestine in-
creases the likelihood of diverticulosis.
Chronic increases of abdominal pressure
may lead to development of hiatal hernias,
inguinal hernias, varicose veins, and hemor-
rhoids. The latter are partly due to increases
of abdominal and portal vein pressure.

Reflexogenic Zones

These are zones that demonstrate the great-
est reaction to visceral techniques because

REFLERDGENIL J0NES

of their dense innervation. Included within
this group are the junction zones between
the different parts of the digestive tract and
their visceral attachments, i.e., mesenteries,
ligaments, and omenta.

We observed early in our studies that
manipulation of certain junction zones has
a rapid and general effect on spasms and
visceral pain, and, in addition, rapidly affects
the digestive system. These are “sphincter
zones. Some are true sphincters, others are
just sphincter-like, Although not everyone
accepts this concept, [ believe that it is valid,
particularly for the pylorus. It is true that
this junction is almost permanently open, a
fact that we have verified using endoscopy.
Nonetheless, it is surrounded by circular
muscle fibers which, when in spasm, can be
felt by palpation. The pvlorus also has the
distinctive ability to move laterally from one
side of the midline to the other during peri-
stalsis, due to a combination of rotational
and transverse contractions. This increases
the efficiency of gastroduodenal transit,

Such highly reflexogenic zones affect
each other strongly. Eating, for example,
stimulates intestinal functions via the gas-
trocolic reflex. As another example, spasms
of the duodenojejunal flexure can be treated
by manipulating the ileocecal junction. In
terms of general treatment, one must utilize
these zones to involve the entire visceral
system and to enhance the body’s response
to treatment. The following are, in my ex-
perience, the most effective sphincter-like
junctions:

+ upper esophageal sphincter

+ gastroesophageal junction and gastric
cardia

+ pylorus

» sphincter of Oddi

+ duodenojejunal flexure
+ ileocecal junction

« rectal area

LY
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CHAPTER 1 / INTRODUCTION

Over the course of many years of pal-
pating abdomens we have discovered certain
common “critical zones” I consider them
critical because when they are tight or in
spasm, the functioning of the body is signif-
icantly impaired. Of particular interest are
the gallbladder, sphincter of Oddi, and ileo-
cecal junction. These are frequent “targets”
for somatization of stress, i.e., environmen-
tal stressors are particularly likely to produce
irritation and spasm in these critical zones.
For some reason, the mind likes to use the
sphincters as an outlet. If I were forced to
choose only two areas to work on to release
a patient’s abdomen, I would, without hesi-
tation, choose the sphincter of Oddi and the
ileocecal junction. They should always be
stretched; freeing them creates a general
relaxation whereby digestion and abdominal
circulation are improved.

The peritoneal attachments also have
powerful reflexogenic possibilities. For ex-
ample, concentrating your manipulation on
the roots of the mesentery or sigmoid me-
socolon will result in a response from the
associated organs. The parietal peritoneum
has a sensitive innervation which should be
utilized as much as possible. The ligaments
and mesenteric roots are the best interme-
diaries for obtaining a quick release of the
peritoneum in general.

Peripheral Nerves

Without the nervous system, manipulations
would not affect the body, because every
time you manipulate an organ and its sur-
rounding tissues, messages are transmitted
via sensory nerves. These nerves act at the
same time as tension, pressure, and volume
receptors. Some of the visceral nerves share
nerve endings with peripheral nerves of the
limbs. We will mention these when we talk
about the organs they are linked to. Some of
these connections are obvious; others work

6

in ways that are definitely more difficult to
understand.

Diagnostic Tests and
Methods

In Visceral Manipulation we discussed mo-
bility and motility tests. I will now describe
other tests which facilitate general and local
diagnosis. I would like to emphasize that
when performing these tests you should al-
ways approach patients consistently from the
same side. Generally speaking, right-handed
practitioners should position themselves
on the right side of the patient. The use of
topographical anatomy in visceral manipu-
lation necessitates precise reference marks.
Changing sides modifies your orientation
and your perspective of the organs, which
can lead to errors and make your treatment
less effective.

GENERAL LISTENING

Osteopathic diagnosis involves using the
hands to “listen” to the patient’s body. When
a particular tissue is ill, it loses its elasticity,
disrupts the patient’s membranous equilib-
rium, and becomes a new axis or pivot point
for the motions of mobility and motility. On
palpation, as you concentrate on the motion
of the tissues, you will feel your hands being
drawn to dysfunctional areas because they
move much less than do the healthy tissues.
This is the same phenomenon you experi-
ence when you touch an abdomen which
has a scar: you quickly feel your hand being
drawn to the scar because it is much more
tense and rigid than the surrounding tis-
sues.

Youcan perform the general listening
test with the patient standing or sitting, with
eyes shut so that he or she is as passive as
possible. The patient can also be in a reclin-
ing position. We believe that the seated po-
sition works equally well.
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When performing listening (either gen-
eral or Jocal) it is vitally important that you
be as passive and accepting as possible. Be
careful not to project yourself onto the pa-
tient. One way to accomplish the proper
mindset is to imagine that the hand you are
listening with is attracting or absorbing the
body rather than extending your sense of
touch through the person’s body (which is
done to feel for motility as well as to per-
form cranial osteopathy). Another helpful
hint is to inhale while you are listening; this
makes it easier to be passive and to focus
on the attraction between your hand and
the body. Conversely, while extending vour
sense of touch it helps to exhale. One final
hint: when listening, pay attention to the
first motion that you feel because that is the
correct response.

For example, if the liver is very tense
and heavy (as is the case in hepatitis) it will
attract the right pleura, the right lung, the
attachments of the lung to the right cervical
vertebrae, and the head. By listening from
the head, as described below, you will be
able to feel this attraction immediately and
pinpoint its origin.

General listening consists simply of plac-
ing your hands on the patient in such a way
that you can collect information about the
entire body. By doing this you can feei where
the major areas of restriction are. The hands
are passive and searching for soft tissue ten-
sions. In order for the information to be
reliably transmitted, the patient’s body must
be somewhat precariously balanced so that
it will move in response to a small amount
of force. I recommend doing the test with
the patient in either the standing or seated
position; when the body is supine it is sup-
ported at too many points. However, one
problem with the standing position is that it
is usually more difficult for the practitioner
(particularly short practitioners working on
tall patients).

DEAGNOSTIC TESTS AND METHODS

Diagnostic angle

Suppose that the patient is bending forward;
this would indicate an anterior problem. The
more that the patient is bending forward,
the lower you would look to find the prob-
lem. If his forward bending is accompanied
by a sidebending to the left, the restriction
will be situated on the left, and the extent of
bending to the left will indicate the distance
of the restriction from the midline. The com-
bination of these two bending motions will
enable you to locate the restriction rather
precisely. That is, the bending motions will
form an angle, the apex of which will be sit-
uated at the site of the restriction. The apex
can be found by using the angle between the
cervical spine and thoracolumbar spine, the
cervicothoracic and lumbar spine, the entire
spine and the table top, etc. There are many
possibilities. k

This technique is very useful because
it enables you to rapidly locate the patho-
logical region without having to search for
it point by point. I want to emphasize that
this method is useful to find any pathologi-
cal area, not just those involving the viscera.
One can also use it for articular pathologies.
In this manner, an injury to R7 gives rise to
an angle formed by the thoracic and lumbar
spines, the apex of which will be found on
the seventh costovertebral articulation.

Inhibition points

An injured tissue draws the body and your
hand toward it. However, by gently pressing
against the tissue you can inhibit its effect
on the rest of the body. Do not press too
hard or you will reinforce the attracting ten-
sion. For example, if on general listening you
feel a pull toward the right hypochondrium,
place the fingers of one hand under the liver
to push it very slightly posterosuperiorly,
keeping the other hand in the general listen-

7
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CHAPYER 1 / INTRODUCTION

ing position. If the body is no longer bent
forward and to the right, this would strongly
tend to confirm the presence of a hepatic
problem. If, on the other hand, the posi-
tion is retained, a rib restriction is probable.
You could also inhibit the rib restriction by
exerting a slight pressure on the transverse
process which articulates with the rib. A
halt or modification in the movement would
signify a restriction of that rib.

Try this technique yourself and you will
be surprised by both its speed and its wide
applicability. As always, it is best to follow
the tissues, for they are better guides than
your own reasoning. While using inhibition
points will allow you to pinpoint the main
organ that is involved in a problem, this
does not necessarily mean that the problem
is primarily a mechanical one. For example,
liver involvement could be due to the use
of birth control pills, hepatitis, etc., and not
necessarily to ligamentous restrictions. If the
birth control pills are the problem, visceral
manipulation will have no lasting effect.

Completing the General Listening

Utilizing inhibition allows you to differenti-
ate between different structures in the same
area. To continue with the example above
where the patient is bending to the right
(R7), you may hesitate between diagnosing
an injury to R7 or a restriction of the liver.
In this case, you can test an inhibition point
for the liver or that on the rib to see which
makes the biggest difference to the listen-

ing.

General listening: patient standing

Stand behind the patient, who has their eyes
shut. Place your dominant hand on the top
of the head and the other hand on the tho-
racolumbar junction of the spine (Hlustra-
tion 1-1).

You can detect the side of the restriction
by observing the inclination of the body.
When the hand stays flat on the top of the
head, this indicates that the restriction is lo-
cated in that area. Depending on the angle
of sidebending of the patient’s body, you
can approximate the restriction. If the body
moves posteriorly, you can usually deduce a
vertebral restriction and more rarely a kid-
ney restriction. If the body makes a large
sidebending, where the entire weight of the
body moves toward one foot, a problem of
the lower limbs is indicated.

You can analyze the direction and inten-
sity of the directional change. A clear un-
derstanding of the body’s message will often
result in an effective treatment.

LLEUSTRATION 109

General Listening: Standing Position
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General listening: patient seated
(1st method)

In the seated position (lllustration 1-2),
the patient sits with her legs hanging down
from the examining table and the practitio-
ner standing behind her. Place one hand flat
on the posterior parietal region of the skull,
either along the axis of the vertebral column,
or perpendicular to it. The other hand either
remains free or is placed under the coccyx; if
the latter, that forearm is oriented along the
spine. The seated position short-circuits the
information coming from the lower limbs
and can help you confirm your diagnosis.
Consider the example of a patient where the
general listening test in the standing position
indicates that the problem comes from the
lower limbs. When the listening test in the
seated position is negative, this indicates that
the problem lies indeed in the lower limbs.

The patient’s body will spontaneously
direct itself toward the restriction; slight
pressure from your hand will reveal and
slow down the movement. The patient must
be passive; unfortunately, your request that
she remain passive will sometimes cause
her to unintentionally contract some part
of the body, distorting your perceptions and
interfering with the process of listening. The
purpose of this exercise is to feel a relatively
stronger muscular/membranous tension
which very subtly pulls the body toward it.
Therefore, it is sometimes better to subtly
encourage or amplify the movement of the
body toward the restriction in order to over-
come these slight, unintentional contrac-
tions. This is a motion on the order of mo-
tility, not mobility; i.e., the amount of force
you use to start and follow this procedure
through is similar to that used for induction,
and much less than that used for mobiliza-
tion. You can always check your findings
by repeating the procedure with your other
hand on the head; if you are truly feeling the
correct motion, it will feel the same with ei-

DIAGNOSTIC TESTS AND METHODS

ther hand. If you are projecting your own
belief onto the patient’s body, it will usually
feel differently depending on which hand
you are using. With a little experience, you
can easily overcome this difficult starting
point.

ILLUSTRATION 1-2

General Listening Seated: Diagnostic Angle

General listening: patient seated
(2nd method)

Stand opposite the patient who is sitting on
the treatment table. The patient’s forearms
and hands are pronated and rest on your
forearms (Illlustration 1-3). Ask him or her
to relax completely, especially the shoul-
ders.

The hand which is immediately attracted
toward the patient indicates the side of the
restriction. Make sure that you stay passive.
This test, which produces significant results,
is fairly simple to perform.
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ILLUSTRATION 1-3

General Listening
Seated: 2nd Method

LOCAL LISTENING

This approach consists of using local listen-
ing in order to precisely locate the injured
attachment or organ. Please note that here
I am using the word “listening” in a slightly
different sense than in Visceral Manipu-
lation. In that book we used the term to
describe what you do to detect motility,
which is an ongoing process; here the term
“local listening” is used to describe how you
feel the state of the body or a particular
organ. The main difference is actually in the
thought process involved with the proce-
dure. For local listening, the hand passively
receives information from the neighboring
tissues. You do #ot try to extend your sense
of touch through your hand; rather you
passively attract the body up through your
hand. This difference is crucial because if
you extend your touch through your hand
you will be picking up motility or the cra-
niosacral rhythm, rather than doing local
listening. While you are listening, it often
helps to breathe in, as this makes it easier
to be accepting and passive. Pay attention
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only to what you feel in the heel and palm of
your hand, not the fingers. And again, focus
on what you first feel, as this is the correct
perception.

To listen to the abdomen, have the pa-
tient lie supine and place your more sen-
sitive hand on the midline, with the heel
just above the umbilicus and the fingertips
below the xiphoid process. Right-handed
practitioners usually use the right hand and
therefore sit or stand on the right side of
the patient. When a particular tissue is too
tense, it attracts the hand. You will actually
feel the hand move toward the restriction.
This is often a step-by-step process. For ex-
ample, with your hand on the midline you
may feel the heel of your hand move toward
the right costal margin. You should follow
this motion until it cannot move any farther,
perhaps to a point 2cm to the right and 2cm
superior to the umbilicus. Then reposi-
tion your hand so that it is placed parallel
to the midline with the heel at that point,
and repeat the procedure until there is no
more movement. If there is no significant
restriction in the trunk, your hand will not
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be attracted to any particular place during
local listening; nor should you feel attraction
when rechecking following a treatment.
Local listening can also be applied to a
specific organ or tissue. Describing this will
clarify the difference between local listening
and listening to motility. For example, to lis-
ten to the motility of the kidney, place your
thenar or hypothenar eminence over the
surface projection of the organ, then push
slightly posterior and extend your sense
of touch until you can feel the alternating
external and internal rotation of the organ
(Visceral Manipulation, p. 144). If there is
no problem, both phases of motility will
have good amplitude and a smooth quality.
Thus, listening to motility tunes you in to
the ongoing process of the organ’s inherent
motion. Local listening of the kidney is quite
different, however. Placing your hand in the
same position, you attract the kidney, listen-
ing for just one motion. In general, and to
oversimplify: if there is no problem, you will
feel nothing; if there is a second degree pto-
sis, you will feel an external rotation; if there
is a third degree ptosis, you will feel an in-
ternal rotation. Local listening therefore en-
ables you to check the state of the tissues.
Inhibition points (see above) are very
useful when combined with local listening.
To continue with the example given above,
your hand has moved toward the right upper
quadrant of the abdomen, which contains
many structures such as the liver, ascend-
ing colon, and hepatic flexure. If you think
that the movement you are feeling upon
local listening is pulling your hand toward
the hepatic flexure, inhibit that structure by
applying a gentle pressure just below the lat-
eral aspect of the costal margin. If the hand
is no longer attracted in that direction, you
may conclude that there is a restriction of
this flexure. The complete procedure, there-
fore, consists of using an inhibition point
to confirm the location of a restriction. If

DIAGNOSTIC TESTS AND METHODS

the attraction of the hand is negated, this
confirms that there is a restriction of that
structure.

When a problem is present, after de-
termining which organ is involved, you
then assess the motility of that organ to
further refine your diagnosis. For example,
if the liver has no motility at all, it means
that the patient has a severe, general energy
problem (usually with a large psychologi-
cal component); restriction of the liver in
inspir (meaning that it goes into inspir, but
not into expir) indicates a history of inflam-
mation such as hepatitis; and restriction of
the liver in expir indicates a problem of bile
evacuation. In fact, this is the general con-
cept of organ restriction: when an organ is
restricted in inspir, it is primarily a problem
of the organ itself; when it is restricted in
expir, it is primarily a problem of fluid evac-
uation.

I have checked my diagnoses numerous
times in order to confirm the value of local
differential diagnosis by examining patients
suffering from various well-documented ill-
nesses such as hepatitis, peptic ulcer, and
renal lithiasis. You can test your own ability
by trying to find a surgical scar on a patient
who is dressed. In addition, you should prac-
tice with colleagues using artificial restric-
tions. For example, have the colleague create
a “restriction” of a patient’s right knee with
hand pressure and try to discover which
knee is involved by placing your hands on
the patient’s abdomen. Repeat this procedure
about ten times (obviously with your eyes
shut). It is necessary to constantly practice
in order to acquire palpatory skills which are
reproducible, and to gain confidence. 1 re-
peat that the hands are the osteopath’s only
tool. You should train them and continually
develop their sensitivity. It is wise to recheck
your ability at periodic intervals.

One method of corroborating the results
of general listening is accomplished with the

11
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ILLUSTRATION 1-4

Listening: Lower Limbs

patient in the supine position. Using both
hands, plantar flex the feet, maintain the
flexion, and then release the pressure with-
out taking your hands off the feet. The foot
which dorsiflexes itself faster will be on the
same side as the most important restriction.
To assure accuracy, you should apply quite
a bit of flexion. You can also perform this
test simply by listening. Place both hands on
the superior surfaces of the feet. The foot
which seems to dorsiflex is on the injured
side (fllustration 1-4). This will not be a
strong movement, but rather an intention
of a movement which is very distinctly per-
ceived with practice.

Listening through the feet is extremely
important because many people have sig-
nificant lower extremity restrictions. Con-
sider a patient who, upon general listening,
bends far forward anteriorly and rotates to
the right in the standing position. From this
test alone it is extremely difficult to differen-
tiate between right lower quadrant abdomi-
nal problems and those of the right lower
extremity. When the patient sits down, the
lower extremities relax and lose their eftect
on the rest of the body. Therefore, if the
patient sits down and the results of general
listening remain the same, you can be sure

12

that the restriction is in fact an abdominal
one. However, if the results of general lis-
tening change dramatically or even become
normal, the significant restriction is likely to
be in the right lower extremity. Use of the
ankle flexion test and inhibition points on
the lower extremity (ankle, knee, etc.) will
enable you to pinpoint the location of the
restriction.

To test the sensitivity of my students [
create an artificial restriction: I gently pinch
the patient’s skin or muscle without the stu-
dent seeing it, and then ask the student to
locate the affected area. Students who are ac-
customed to this exercise perform it without
error. [ would like to remind skeptics that all
the senses, including touch, can be trained
to a high level of acuity. The ability of a wine
taster to use the power of his senses to iden-
tify a bottle of wine to its appropriate time
and place is not commonly contested; is this
not much more subtle and challenging than
the skills I am discussing here?

What you find on general listening is just
the area of the body that requires treatment
at that time. It is not necessarily a “key le-
sion” that is written in stone. | usually repeat
general listening after each phase of treat-
ment or after working on the indicated area.
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In these circumstances, the general listening
will often change during the course of the
session. For example, you may first feel the
stomach and later the right kidney. This is
normal and you should only treat what you
find. Do not focus on more than three or-
gans during one session. This is more than
the body can take and you can create new
restrictions. When I say “focus on” I am not
implying that you should only touch two
or three organs, but rather that you should
only treat that number. Naturally, you can
and should work on their attachments to
other organs. For example, to work on the
right kidney it is necessary to work on its
attachments with the liver, ascending colon
and cecum, but I would still consider this as
treating one organ only.

ADSON-WRIGHT TEST

The Adson-Wright (also known as Sotto-
Hall) test consists of palpating the patient’s
radial pulse in the seated position while
taking that arm into external rotation and
abduction. At the end of the movement, the
patient is asked to rotate his head first to one
side and then the other. During this move-
ment the pulse should remain constant in

Axis A

Anterior scalene

Middle scalene

Posterior scalene
N,

Inter-scalene passage

Minor scalene

Subclavian artery

tlas

Lisfranc’s

tubercle
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intensity and frequency. The test is positive
when the pulse is diminished or suppressed,
a phenomenon attributed to compression of
the subclavian artery. This artery, with the
brachial plexus, goes through the “inter-sca-
lene passage,” which is bounded at the front
by the anterior scalene muscle and at the
back by the middle and posterior scalenes
(lllustration 1-5). If there is a thick pleural
ligament or a minor scalene muscle (only
occasionally present) between the plexus
and the artery, and if the angle at which
R1 comes off the vertebra is particularly
oblique, the passage closes up. The plexus
and the artery are already close together. In
women, the angle at which R1 comes off is
more obliquely than in men. We have also
obtained positive results in cases involving
extra ribs or enlarged cervical transverse
processes. Problems such as radicular pain
or circulatory disturbances occur where
there is compression.

When the patient holds the position
of abduction and external rotation of the
arm, the passage shrinks and the patient
feels a sensation of heavy or “dead” fingers.
He then wriggles his fingers and moves his
arm to activate circulation. When this type
of paresthesia occurs upon awakening, it

ILLUSTRATION 1-5

Inter-scalene Passage (after Lazorthes)
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may be accompanied by headaches which
stop within several hours. These phenom-
ena are caused by certain sleeping positions,
e.g., lying on the stomach with the head on
the forearms, or in the supine position with
the hands behind the back of the neck. In
such cases, sleep does not perform its usual
healing function and is often interrupted by
nightmares. The patient cannot remain for
prolonged periods of time with arms raised
or head tilted back. Twenty-five years ago,
operations were often performed on such
patients, usually without success.

I use the Adson-Wright test in my os-
teopathic practice, and am surprised by how
often I obtain positive results. After thou-
sands of cases, I realized that the test was
positive on the side of the restriction wheth-
er the restriction was of articular or visceral
origin. When the pulse diminishes with 30°
of external rotation or less, the problem is
usually related to the mechanics of the tho-
racic outlet. When it diminishes with 30° to
90° of rotation, it is often due to a visceral
restriction. If it only diminishes when the
patient turns his head, it is usually due to a
mechanical restriction of the upper thoracic
or cervical region. However, 1 occasionally
take the precaution of obtaining X-rays to
eliminate the possibility of any skeletal ab-
normalities.

My late colleague Louis Rommeveaux,
D.O. and I selected several patients who
presented positive Adson-Wright test results
to undergo experiments using the Doppler
device, which makes it possible to look ob-
jectively at arterial blood circulation. We
performed these studies in 1982 with the
help of Dr. Morzol of Grenoble, France, and
chose to examine the radial and vertebral/
basilar arteries. We first recorded the objec-
tive results of the Adson-Wright test and
then treated the patients with cranial, artic-
ular and visceral manipulation techniques.
The visceral manipulations gave best results
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when the forces used were so minimal as to
be incapable of restoring arterial circulation
by themselves. We also carried out several
placebo manipulations which had no ef-
fect. Doppler testing showed, without any
doubt, that improvement or restoration of
blood flow was possible, but there was no
explanation for the mechanism. How can a
slight manipulation of an abdominal organ
immediately restore arterial circulation to
the head or arm?

My theory is that the effect involves the
parietal peritoneum as intermediary. The
peritoneum receives certain sensory fibers
arising from the phrenic nerve, which inter-
connects with the subclavian nerve. Abnor-
mal stimulation of these nerves can cause
contraction of the subclavius muscle and
vasoconstriction of the subclavian artery. By
freeing these tissues, one can release these
abnormal effects. The inter-scalene passage,
no longer shrunken by the contraction of the
subclavius muscle, regains its normal depth
and the artery assumes its normal tone.

[ am aware that this is merely specula-
tion, and encourage other researchers to
share their conclusions with us. I am certain
of one thing: that the speed of the arterial
response can only be explained by a reflex
effect. The spasms mentioned above are
surely pathological for the passages, which
are already anatomically narrow. My con-
clusion from this study is that a positive
Adson-Wright test often indicates the side
of the restriction. An ipsilateral restriction is
often due to a reflex. Very slight forces are
most eftective for visceral manipulation, but
you have to be precise.

As [ am seeing more and more babies
in my practice, I am becoming aware of the
fact that one of the causes for problems with
the inter-scalene passage is related to tight
fetal positioning in the womb. This may be
due to an increased tonicity of the uterus or
because of heavy pressure on the kidneys,
liver, spine, or pelvis. When you treat a baby,
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you should always check the clavicles and all
the structures involved in the inter-scalene
passage.

Completing the Adson- Wright test

To complete the Adson-Wright test, con-
tinue taking the radial pulse with one hand,
and with the other hand create inhibition
points and note subsequent changes. For ex-
ample, let’s say you obtain an Adson-Wright
test result which is positive on the right, and
general listening implicates the liver. Very
gently push the liver posterosuperiorly (1l-
lustration 1-6). If the pulse comes back, you
should consider a hepatic problem. (Later,
we shall see how to refine this diagnosis.) If
the Adson-Wright test is still positive (i.e.,
the pulse does not come back), try inhibi-
tion points on other locations until you find
the causal restriction.

ILLUSTRATION 1-6
Completed Adson- Wright Test

DIAGNOSTIC TESTS AND METHODS

As another example, assume your ver-
tebral motility tests have indicated a trans-
verse process restriction at C5/C6. You can
apply an inhibition point here, note subse-
quent effects on the Adson-Wright test, and
so on. An inhibition point which liberates
subclavian arterial flow indicates the area of
the restriction, which you can then pinpoint
by local differential diagnosis, as explained
above.

BLOOD PRESSURE

In osteopathy, blood pressure should be re-
corded in a consistent manner; I take the
blood pressure in both arms. In a young
patient, the values are normally equal. If
there is a difference in systolic pressure of
more than 10mm Hg between the two sides,
the one with the lower value is the site of a
restriction. This conclusion is based on my
observations of several thousand cases. In
older patients, where arteries may differ in
hardness, a difference must be more than
15mm Hg to be considered significant. This
difference is not commonly utilized in con-
ventional medicine, in which it is attributed
to a few rare cases of arterial coarctation
(stricture) and to problems of the fibrous
arterial sheath. Compression of the aortic
isthmus is thought to be demonstrated by
arterial hypertension of the upper limbs,
contrasting with arterial hypotension of the
lower limbs.

Causes of unequal blood pressire

Shrinkage and fibrosis of soft tissues:
Shrinkage and fibrosis of soft tissues may
result from trauma to the upper limbs, such
as sprain, fracture, or dislocation. Certain
pleural-pulmonary injuries can also cause
this type of unequal blood pressure.

Cervical sprains and arthrosis of the cer-
vical spine: My theory is that these condi-
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tions cause an irritation of the brachial plex-
us and its minor branches, which innervate
the tunica intima of the arteries. This seems
to be the most reasonable explanation of
the numerous cases we have encountered
of unequal blood pressure that frequently
changes.

Visceral restrictions: These are most often
ipsilateral restrictions. We believe that this
type of unequal blood pressure exists due to
the phrenic nerve and some fibers connect-
ing with the solar plexus. It is obviously ab-
surd to imagine that the heart would change
blood circulation from the right to the left
side. This difference in blood pressure must
be a result of changes in arterial tension,
under the control of the nervous system.
We may also suspect an involvement of the
vagus nerve and the sympathetic nervous
system.

As with the Adson-Wright test, it can be
explained by a phrenic or vagal reflex action,
or a fibrous injury to the inter-scalene pas-
sage or various associated ligaments. With
other important injuries, both the Adson-
Wright test and arterial pressure are affect-
ed. It is easy to take arterial pressure and to
feel a radial pulse. A positive (i.e., abnormal)
result from either test is enough to tell me
that something is amiss. Proper manipula-
tion should normalize these values. These
are two of the few objective tests available
for evaluating the effects of manipulation.

If the test results don’t change following
manipulation, start the diagnosis over again.
For example, in the case of quasi-calcified
fibrosis of a pleurovertebral ligament follow-
ing tuberculosis, very precise manipulation
does permit improvement of blood flow. At
the beginning of my career in Grenoble, |
tested and treated many tuberculosis pa-
tients in a respiratory re-education center to
confirm this fact.
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Hypertension

In case of idiopathic hypertension, we some-
times have spectacular results when one or
both of the kidneys have restrictions. We
have obtained particularly good results in
hypertensive patients with restrictions of
the left kidney.

Hypotension

It is much more difficult to have an effect
on hypotension due to manifold reasons.
For example, hypotension could be linked to
periods of depression or to iron deficiencies
due to menorrhagia (profuse menstruation)
or to the use of an IUD.

LASEGUE TEST

This well-known test for sciatica can be
refined by my approach. Let's say that you
have diagnosed a left sciatica with a posi-
tive Laségue sign of 30°, and that other test
results lead you to suspect a left renal pro-
lapse. With one hand, flex the hip to evaluate
the Lasegue sign, and with the other gently
push the lower pole of the left kidney su-
peromedially (/llustration 1-7). 1f this push-
ing results in gradually increased flexion at
the hip on the side of the sciatica, you have
confirmed renal participation in the patho-
logical process.

The Lasegue test can also utilize inhibi-
tion points. This approach enables one to
confirm a diagnosis and avoid falling into
the classic “sciatica = L4/L5 or L5/S1” trap.
Experienced osteopaths know that there are
numerous other possible causes and that it
is better to avoid manipulation in this region
in acute cases.

A genuine disc protrusion produces
strong and rapid pain within the first 30° of
hip flexion and is not modified by inhibition
points. The Laségue technique can be per-
formed on all organs and articulations and is

Copyrighted Material



a valuable addition to our diagnostic testing
arsenal. For example, you may suspect T9
as the cause of a restriction. Use a bilateral
facet inhibition point and note any Laségue
improvements. Do not allow your patient to
become aware of the results that you expect
to obtain; this will encourage the placebo ef-
fect. Perform this test with gentleness and
share your conclusions only when the tech-
nique is completed. Use of inhibition points
will quickly let you know if your treatment
has any chance of succeeding.

GLENOHUMERAL
ARTICULATION TEST

The shoulder often reflects latent visceral
pathologies. Glenohumeral periarthritis
can be of traumatic origin following a fall
on the shoulder, elbow, or hand, or arise
from irritation of the cervical or brachial
plexus. However, it is most frequently of
reflex origin. In order to find evidence of a
visceral restriction, I use the glenohumeral
articulation test, which is performed with
the patient seated and consists of testing the
abduction and external rotation of the arm
with one hand, while creating a visceral in-
hibition point with the other.

DIAGNOSTIC TESTS AND METHODS

ILLUSTRATION 1-7
Completed Laségue Test

« On the right side, the glenohumeral
joint is very often connected with the
hepato-biliary system, more rarely with
the head of the pancreas.

+ On the left side, the glenohumeral joint
is most often linked to the heart, the
cardia, and the body and tail of the pan-
creas.

Take the example of a right glenohu-
meral periarthritis in which you suspect in-
volvement of the liver. First test the abduc-
tion and external rotation of the right arm.
Next, lift the liver slightly (see Chapter 5).
If you obtain an increase in mobility of 20%
or more, you can say that the cause of the
shoulder problem is the liver, or the right
kidney which is attached to it.

If your suspicions tend toward the cer-
vical spine, test the irritated shoulder with
one hand, and, with the other, create an in-
hibition point on the intervertebral joint of
the cervical vertebra which you found to be
restricted during mobility testing. An im-
provement of mobility verifies that the cause
is the cervical restriction (which could in
turn be only a reflex). You will be surprised
by the resulting improvements in mobility
in such cases. Usually transient, they are
merely indications for further treatment.

17
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MANUAL THERMAL EVALUATION

This diagnostic method consists of mov-
ing the palm of your hand in a circle about
10cm above the body and feeling the dif-
ferent thermal flows emitted from the body
(see also my book Manual Thermal Evalua-
tion, cited in the list of references at the end
of this book).

Experience with this method shows
us that there are different thermal flows in
pathological areas. The hand can perceive
temperature differences of 1/10 of a degree
Celsius. Most often, the pathological areas
are warmer than the surrounding tissue.

This is a diagnostic tool that can pro-
duce astonishingly precise results concern-
ing the location of a restriction. Once you
have topographically explored the thermal
zones with your hands, you have to inter-
pret the results.

RADIOGRAPHY

Radiography is indispensable for diagnosis
of physiological organ diseases, and can also
provide important information concerning
mechanical visceral problems. I shall discuss
here the interpretation of X-rays of both
gastric and renal prolapse.

As you can see, prolapse is well dis-
played by X-rays. But interpretation must
include attention to important nuances. For
example, lllustrations 1-8 and 1-9 show a 35-
year-old man who was tall and slender and
suffered from dyspepsia. In the upright posi-
tion (Illustration 1-8), the gastric prolapse
has a sock form, with its lower body in the
pelvic area. The X-ray in the supine position
(Illustration 1-9) shows that the stomach
quickly finds its original form, and thus that
it is not fixed on the neighboring organs. If,
in the supine position, the lower part of the

ILLUSTRATION 1-8

Gastric Prolapse (Standing Position)
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ILLUSTRATION 1-9
Gastric Prolapse (Supine Position)
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stomach body remains pelvic, it signifies a
bigger problem, i.e., the stomach must be
fixed to neighboring structures such as the
greater omentum, small intestine, peritone-
um, or bladder. The fixed stomach is often
the origin of more serious gastric problems.
My conclusions in looking at these X-rays
are quite different from those of the gastro-
intestinal specialists who are only vaguely
interested in this type of problem. In their
minds, prolapse is not a pathological phe-
nomenon.

Osteopaths are interested in how the vis-
cera work as structural elements of the body;
however, we should be more interested in
discovering a restriction than a prolapse.

A prolapse by itself is of no great impor-
tance, but when accompanied by a fixation
it becomes pathological. The osteopathic
concept attaches little importance to posi-

ILLUSTRATION 1-10

Right Renal Prolapse

DIAGNOSTIC TESTS AND METHODS

tion. One only looks for mobility. I do not
put the emphasis on lifting an organ, but on
restoring its mobility; of course, my tech-
niques often do have a positional effect on
a visceral prolapse. For example, there are
many well-documented cases of a lesser
tuberosity that was originally at the level of
the pubic symphysis being raised by 10cm
after two or three sessions over a period of
several months.

The standing kidney X-ray (lllustration
1-10), from a scoliotic young nulliparous
woman, shows a renal prolapse without ob-
vious cause. The patient had urinary prob-
lems with recurrent urinary tract infections.
The X-ray taken in the supine position
showed the kidney remaining in exactly the
same position, proving that it was fixed. A
very mobile, or floating, kidney poses less
problems than a fixed kidney and is easier
to mobilize and release. However, once a
fixed kidney is mobilized, the effect is easier
to maintain.

RECOIL

Recoil consists of mobilizing an organ
in such a way as to either compress it or
stretch its attachments as much as possible,
and then suddenly letting go. This technique
can be used in either diagnosis or treatment.
Let us first consider the diagnostic aspect,
for which this technique is sometimes used
in conventional medicine. In cases of acute
appendicitis, recoil is utilized to check for
rebound tenderness, to help determine
whether or not the peritoneum is affected.
As another example, consider a case in
which you hesitate between diagnosing a
pathology of the liver itself or of its attach-
ments. When compression and mobilization
of the organ is painful, it signifies that the
organ itself is affected (e.g., viral hepatitis).
If compression and mobilization cause no
pain, but the sudden return to its original
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position does, you should think more of a
ligamentous problem. Recoil is painful, e.g.,
with fibrosis of the suspensory ligaments of
the liver.

Similarly, diaphragmatic movement
can be used to expose a restriction. Pain
provoked by forced inhalation (which com-
presses an organ in the abdominal cavity,
the equivalent of direct pressure) indicates
an injury to the organ. Pain provoked by
forced exhalation indicates greater prob-
ability of an injury to the supporting tissues.
For example, the attachments of a prolapsed
kidney are stretched during exhalation and
shortened during inhalation. If the patient
holds his breath for a short time during in-
halation or exhalation, you can better local-
ize the injury.

Another technique involves general
stretching in backward bending. The patient
is seated with both hands behind the neck,
elbows close together. Standing behind him,
bring the patient into a backward bending
position by lifting both elbows, and main-
tain this position for several seconds. This
stretching often reveals zones of fixation of
the viscera and their attachments. The pa-
tient may be surprised by the localized areas
of discomfort he feels in the trunk. Those
who have tried reverse Trendelenburg tables
have perhaps felt the same type of sensa-
tion. You should be able to locate irritable
zones with great precision on ulcer patients.
Using this technique, all restrictions related
to scars will reveal themselves and their dif-
ferent depths.

OUR RESPONSIBILITY IN
DIAGNOSIS

The patients we see in osteopathic practice
have not always been through other medical
“filters,” and we therefore have an important
responsibility in terms of diagnosis. Patients
suffering from joint pain may or may not
have benign visceral problems, and we must
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be sure to distinguish which is the case. Leg
pain along the course of the femoral nerve
almost always has some visceral involve-
ment; our credibility as healers cannot re-
main intact with the facile generalization
that all such leg pain is due to restrictions of
L3. In each of the following chapters I will
describe the pathology and symptomatology
of a few diseases of the organ under dis-
cussion. I have chosen those that are most
common and share signs and symptoms
with the functional problems I often treat.
For example, significant thirst on awakening
is frequently due to'a renal problem, such
as a prolapse, but can also occur in more
serious pathologies. We should not become
paralyzed by this responsibility in diagnosis,
but should, on the contrary, be encouraged
to work even harder to enhance our under-
standing of medicine.

Treatment

Direct, indirect, and induction techniques
were described in Visceral Manipulation.
would now like to discuss some additional
techniques, modifications, and therapeutic
considerations.

RECOIL

Recoil, whose diagnostic value was dis-
cussed above, can also provide a means of
treating a restriction. The technique consists
of bringing a tissue to the apex of its course
and then suddenly releasing it. I think that
the effect occurs through nerve reflex. The
stretching and abrupt release of a structure
causes the muscular and membranous ten-
sions surrounding it to relax. This is easy to
understand when a mwscle is involved, but
more difficult in the case of fascia. Recoil
is very effective in relaxing the spasm of an
organ such as the small intestine. The mus-
cles of the intestine react well to mechanical
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provocations (Bayliss’ law). Any stretching
stimulates the proprioceptors, mechanore-
ceptors, and baroreceptors, which have well-
documented effects on the smooth muscle.

The kidneys have few solid attachments
like the liver does. They are mostly kept
in place by the pressure of the abdominal
muscles. The recoil technique has effects
on the mechanoreceptors of the renal fas-
cia and pararenal fatty tissue. One does not
often think of the role adipose tissue plays
in the body. In the case of the kidneys, it
serves as a gliding surface to help prevent
any friction or collision. Since the kidneys
are not located inside the peritoneal cavity,
they do not benefit from the viscosity of the
peritoneal fluid, from the same turgor effect
and intervisceral cohesion of the other or-
gans. When you use the recoil technique on
the kidneys, you also stimulate the portion
of the posterior parietal peritoneum, which
separates them from the colon (especially
on the right).

[ regard the recoil technique by itself as
having only a transient effect: it creates a
central stimulation, which will make other
manipulations easier. My colleague Paul
Chauffour uses it as his principal treatment
modality and has excellent results with it,
but nobody else using the same approach has
achieved comparable results. Recoil, by pro-
ducing immediate relaxation, increases our
ability to reach and manipulate the desired
organ or tissues. Stimulation of the pro-
prioceptors facilitates topographical aware-
ness of the body, and the body focuses its
response toward the area of the restriction. [
use recoil at the beginning of treatment and
often at the end, to focus the body’s aware-
ness of the main viscera treated.

Induction consists of exaggerating the move-
ments that the practitioner feels during the
listening test. The listening test is a diagnos-

TREATMENT

tic tool, whereas induction is a treatment
modality. There are two types of induction:
local and general.

Local induction

Local induction always involves a specific
organ or soft tissue. For example, during the
treatment of the liver you carry out a listen-
ing test, and, during expir, the hand that is
placed on the liver is pulled away from the
midline of the body.

Local induction consists of increasing
this expir movement until it weakens and
stops. Most often, the hand resumes its
initial position and then moves in the same
direction again; sometimes this movement
weakens progressively and stops altogether.
At times, there will be a still point, where
the listening movement stops for several
moments and then resumes. The induction
finishes when the listening test does not
show any more results.

General induction

General induction is always based on the lis-
tening of the tissues, but it involves a group
of tissues and organs.

Example: You want to do a general in-
duction of the liver. The patient sits with the
legs hanging down and the hands resting
on the thighs. Place your fingers under the
ribcage on the medial and lateral edges of
the liver. Gently release your pressure and
follow the listening movement of the tissues
under your fingers. Initially, you will feel
how the liver starts moving, and, little by
little, this movement will become more gen-
eral in the abdomen and the thorax. It feels
like the entire body of your patient starts to
move against your fingers, which carry out
an induction of the liver.

Note that this is a physical maneuver
and not a maneuver for freeing emotional
restrictions.
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General induction allows you to release
tissue; once a specific tissue is released, your
hands will be attracted by other tissues, until
all the abnormally tense tissues of the body
have spoken to your hands.

The body of the patient will turn around
your fingers, which are used to detect and
release the restrictions. As the technique
progresses, you will feel a melding between
your hands and the patient’s body so that
they feel like a single entity. The motion will
initially become more and more rapid and
will gradually slow down as the tissues are
freed.

Do not “let go” of the patient too much,
as is common in the somato-emotional tech-
niques John Upledger is so fond of. In these
techniques, the goal is to physically manifest
an emotion by releasing psychological ten-
sions. My only aim to is to release visceral
restrictions.

In American osteopathy, a similar type
of general induction, applied to the cranio-
sacral system, is called “unwinding.” This
is an appropriate term in that the process
is similar to the unwinding of a bobbin or
tangled telephone cord, during which the
primary restriction is revealed.

Relationship between
Organs and Emotions

In my earlier book (Visceral Manipulation),
I did not discuss this vital aspect of our work
in any detail. This will be done in this book.

Each organ is associated with a set of
specific emotions, which may be evoked
and stimulated by visceral manipulation.
Mobilizing an organ already connects this
organ to the limbic system. However, there
is a technique that is specifically designed to
make these emotions burst forth and be re-
leased. This technique consists of emotional
listening followed by induction.

22

I did not determine these emotional
relationship patterns based on some infor-
mation sources that I derived from other
people. Instead, I started out by observing
the behavior and reactions of different pa-
tients with specific disorders. In this way
I was able to establish some general ideas
by studying hundreds of people with such
problems as ulcers, hepatitis, colitis, and py-
elonephritis. Patients with problems of the
spleen and pancreas were rarer and I had to
be content with only seeing several dozens
of these patients.

In the emotional world of humans, noth-
ing is 100% certain. That may be a simplistic
attitude, but it is also realistic.

EMOTIONAL LISTENING

With this technique, your hand rests on the
body, but the pressure applied is so gentle
as to be almost non-existent (where you
are close to losing physical contact with the
body). The sensation you feel is very dif-
ferent from the normal listening. You may
often have the impression that your hand is
slightly lifted oft the body. During the local
physical listening test, your hand is most
often attracted deeper and slides inward.
During emotional listening, your hand slides
superficially, but it always remains in con-
tact with the body, even though the contact
may be very slight.

General emotional listening

For general emotional listening, have the
patient stand, just like in the general physi-
cal listening test. The most difficult part is
to always apply a very slight pressure with
the hand, and to avoid letting the hand be
drawn into closer, more physical, contact.
The following are more general findings
of an emotional listening test. You will note
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RELATIONSHIP BETWEEN ORGANS AND EMOTIONS

that the body will often undergo a rather
fast sidebending-rotation movement.

o If the patient moves backward, and
sometimes even loses his balance, this
means that in their life the past is stron-
ger than the present or the future. These
people are so marked by past events that
they tend to dwell on them. The reaction
is egocentrism and introversion.

« If the patient moves forward, the fu-
ture is very important for them. These
people find their balance in a mad head-
long rush, often without having tried to
resolve past problems. This is a reaction
of extroversion.

« If the patient moves sideways, they
have a strong need for protection. The
movement often goes in the direction of
the organ which is connected with the
patient’s problems and emotional reac-
tions. For example, sidebending to the
right can show a participation of the
liver.

Generally, the organ is not only the emo-
tional reservoir, but also becomes one of the
causes of the emotional imbalance, through
a loop connection with the limbic system.

Local emotional listening

Local emotional listening helps you to de-
termine if an organ is connected with the
emotional imbalance that you have detected.
For example, your physical local listening
test leads you to the duodenum, and you
want to know if the duodenum also contrib-
utes to any emotional imbalance. Release
the contact with the body so you can go into
emotional listening mode. If the hand stays
motionless, it almost certainly rules out the
duodenum as a major emotional reservoir.
Of course, there is always a small emotional
connection with each organ, but it is of
greater importance when you can detect it
with the emotional listening test.

EMOTIONAL INDUCTION

This technique works according to the same
principle as physical induction. You exagger-
ate the emotional listening test by moving
with it in the same direction and prolonging
it slightly. This test is not done in the stand-
ing position because the patient may lose
their balance. Have the patient lie down,
and put your dominant hand on the skull or
on the part of the body which reacted dur-
ing emotional listening. This induction pro-
duces a slight emotional release which helps
the patient to better adapt to the problem at
hand. You can also work with both hands.
Place one hand facing the affected organ
and the other on the skull and let the two
hands work with each other in concert.

Right before the release, there is often
an acceleration of the listening and then it
suddenly stops. When the emotional induc-
tion ceases, stop the maneuver.

CRANIO-VISCERAL RELATIONSHIPS

There are two types of cranio-visceral rela-
tionships: they either correspond to areas
of skeletal, sutural, or membranous restric-
tions, or to the cranium itself, either struc-
turally or functionally.

It is not my intent to define strict types
with perfectly fitting pieces, because the
body never falls into any pure and logical
structure. However, it is possible to come up
with a few general observations:

o Ipsilateral relationships: skeletal, su-
tural, and membranous restrictions
often occur on the side of the restricted
organ.

o Inferior cranial relationships: the more
inferior the visceral restriction, the
higher the chances of an inferior cranial
restriction. For example, a hepatic prob-
lem often shows up close to the right
coronal suture or the right squamous
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suture. Gynecological problems most
often show up close to the lambdoid su-
ture and the occiput.

Try this experiment. First, carry out a
local listening test on the skull of the patient
and keep in mind how it feels. Then ma-
nipulate an organ and immediately test the
skull again. If the local listening causes your
hand to be attracted differently and deeper,
this area is very likely to correspond to the
central cerebral projection of the organ you
manipulated. It is fascinating that you can
work simultaneously on the organ and its
cerebral connection in order to optimize the
results.

However, if the second cranial listening
stays superficial, the relationship is membra-
nous (fascia, dura mater, muscle, etc.). Only
if the palm of the hand is attracted deeper
into the cranium is there a cerebral relation-
ship.

ILLUSTRATION 1-11

Viscoelastic Manipulation of an Organ
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TECHNIQUES FOR VISCERAL
VISCOELASTICITY

Remember that viscoelasticity is the delayed
elasticity of a structure. In the realm of elas-
ticity, a structure normally returns to its ini-
tial shape immediately. This return is more
gradual in viscoelasticity ({/lustration 1-11).
To work with this viscoelasticity of an
organ means to compress the organ between
both hands or against another structure, to
prevent it from immediately restoring its
initial shape. You control the return to its
original shape by letting go gradually. It is
as if the organ slowly but surely pushes back
your hands. This technique is more effective
in restoring the function of an organ than
techniques for perivisceral treatment of con-
nective tissue, even though we should not
neglect those techniques either. It seems to
have an effect on the vitality of the organ.

. T e o o e

Compression phase

Gradual release
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Treatment Strategy

In osteopathy, it is sometimes ditficult to
find the restriction that is the key to the
patient’s problem. Should one first manipu-
late the skull, vertebral column, viscera, or
limbs? Personally, I do not believe in the in-
evitable discovery of the primary restriction.
There are so many possible causes that we
can only hope to discover the “least second-
ary” of these, even if we refer to it as the
“primary” restriction. Nonetheless, the order
of treatment is important, and I would make
the following suggestions:

Do not begin treatment by an adjust-
ment of the vertebral column, but rather by
cranial and visceral techniques. Vertebral
manipulation should be performed only
after you have tried to free all the other
zones, better enabling yourself to find the
primary vertebral restriction,

Always look for restrictions of the feet
and the sacrococcygeal articulation. These
are particularly pathogenic for the visceral
system. The importance of the sacrococ-
cygeal joint was discussed in Chapter 11 of
Visceral Manipulation. 1 often find foot re-
strictions in patients with visceral problems.
I can think of two reasons for this. One is
the neurological connection: many abdomi-
nal and pelvic organs are innervated by
nerves that also go to the lower extremities,
and disorders in one area can therefore have
a reflex effect on the other. There are also
mechanical connections: visceral restric-
tions upset the balance of soft tissues which
affect the stance and, therefore, the feet.
Conversely, problems of the feet may have
a cascade effect that upsets the mechanics
of the viscera.

When there are several restrictions (par-
ticularly in the upper abdomen) or a large
restriction (e.g., in the aftermath of perito-
nitis), general induction is usually prefer-
able. For single restrictions it is better to

work locally. For example, if there is only a
restriction of the sphincter of Oddi, you will
obtain the best results by working on that
area; however, if in addition the gallbladder
and right triangular ligament are involved,
you should use general induction and move
your fingers slightly to work on all the af-
fected areas.

With osteopathy, one begins with local
treatment and ends with general manipu-
lation in order to harmonize the reaction
of the body. When you start locally, you
can be relatively discrete and gentle (thus
stimulating the patient’s energy), and gradu-
ally involve more and more of the body. If a
practitioner (particularly a beginner) starts
right in with general manipulation, there
is a tendency to work too suddenly and
quickly; such treatment will exhaust part of
the patient’s energy without stimulating the
self-healing mechanisms. In other words, if
you start on a general or systemic level and
make a mistake, you will dissipate the en-
ergy of the patient without obtaining results
and therefore waste that treatment session.
However, if you start locally you can gently
correct any reaction of the body which you
feel is unhealthy while the patient still re-
tains enough energy to allow continuation
of the treatment.

The general state of the patient’s energy
is a very important determinant of the suc-
cess of the treatment. Of all the visceral
manipulative techniques, motility is the one
that interacts most with the patient’s energy.
For this reason, 1 end treatment sessions by
working on motility. Of course, this does
not imply that motility is more important
than mobility, nor does it allow you to skip
treatments for mobility. Without the abil-
ity to move freely and smoothly through its
anatomical environment, an organ cannot
attain good motility.

Osteopathic treatment should not be
overly prolonged. Never ask a patient to

5
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come on a weekly basis over a period of
many months. This is particularly true when
working on the deep energy of the body
through such organs as the liver and kid-
neys. If you work on these often (even on a
weekly basis) instead of letting the body do
the work, you may get good results initially,
but the body will soon stop responding.
The excretory canals, such as the gallblad-
der, sphincter of Oddi, and cecum, can be
worked on every week without ill effect;
however, I still believe that such frequent
treatment is unnecessary.

Osteopathy is not a form of “nursing,’
wherein you work without letting the pa-
tient's body express itself. Your hands must
stimulate and inform the body, without ever
replacing it. The often-quoted statement by
A.T. Still, “find it, fix it and leave it alone,
means for our purposes that you must find
the restriction, treat it, and then let the body
carry on from there. M. Michallet’s experi-
ments, described below, demonstrate that
the effects of manipulation continue over
time.

TREATMENT OF CHILDREN

Infants and small children require special
consideration and gentleness. They are es-
pecially cherished patients, not only be-
cause of their delicacy, but also because we
can learn so much from them. For example,
I have observed that at the exact moment
that the umbilical cord is cut in newborns
and they become dependent on the external
environment for oxygen, there is a strong
restriction of T4 as the lungs come into ac-
tion. This has deepened my appreciation of
the mechanics of breathing. It is interest-
ing to listen to the motility of the mother’s
uterus post partum and compare it to the
general motion of the baby’s tissues: you can
usually deduce the position of the baby in
utero. This underscores the fact that the tis-
sues have an active memory.
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In general, I do not treat mobility in
infants as there is a real risk of damaging
the organs, especially the liver, which is
relatively large and delicate. I have to admit
that I myself have made this mistake. When
a child is over seven months old and has
begun to roll around and/or crawl, you can
begin to work with mobility as long as you
do so with extreme gentleness. Even when
using induction, be very careful, since ap-
plying too much pressure can create restric-
tions that are difficult to resolve.

[ often use visceral manipulation in the
treatment of children. The liver and kidneys
are very important organs in children. I treat
the liver in cases of recurrent infections,
chronic fever, poor digestion, hypotonia,
and dehydration. Children who are weak or
whose development is delayed usually ben-
efit from kidney manipulation, as do those
with problems of the lower limbs. I combine
treatment of the kidneys and bladder for en-
uresis.

In my experience the most common re-
strictions in young children affect the cra-
nium, shoulders, and digestive system. For
the first of these, cranial treatment is most
effective; induction is recommended for the
other two. I prefer to work on small children
with the feet in my right hand and the head
in my left. For example, to treat the very
common right first rib problem, I twist the
legs and lower body to the left to focus on
the rib.

In children there is a strong link be-
tween problems of the digestive organs
and cranial restrictions. Often, after two or
three visceral manipulation sessions, I have
observed the disappearance of reflux, regur-
gitation, and other malfunctions in infants.
These could be resolved as well by cranial
manipulation. I usually treat such cases with
one hand over the stomach (specifically the
hiatus) and the other over the lower occiput
(foramen magnum). The technique consists
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of establishing a smooth connection between
the two hands. At the beginning of a treat-
ment session when you pull the dura cepha-
lad (using a slight “induction-like” pressure),
the hiatus moves posteriorly; by the end of
the session this does not occur.

Honesty obliges me to point out the
frequent occurrence of neurological im-
maturity of various sphincters, which often
resolves as time goes by. However, I have
obtained results immediately after treatment
sessions, which to me indicates a cause and
effect relationship.

[ have had much success treating rela-
tively mild cases of pyloric stenosis; how-
ever, if the child cannot swallow without
vomiting, manipulation is not useful. During
treatment, it is important to have one hand
anterior and the other posterior, working
through both hands in both the transverse
and sagittal planes.

Children with tenderness of the hepatic
and splenic flexures or the sigmoid colon
often have parasites. These are more com-
mon in the industrialized countries than
most people think. Parasite-infested children
will usually pick their nose, scratch various
parts of their body (often including the anus,
forearms, or eyelids), pull their ears, etc.

For children with chronic sinusitis (a
common disorder), I order removal of all
dairy products from the diet. Treatment
aimed at improving the motility of the liver
is often successful. On the other hand, I be-
lieve that children with chronic sore throats
have problems of the immune system, and
have used induction of the thymus and ap-
pendix very successfully in these cases.

Low back pain in children is rarely due
to musculoskeletal causes. In children with
low back pain, check the function of the
viscera of the lower abdomen carefully; you
will almost always find the cause there.

Babies always cry for a reason. A child
who cries repeatedly should be checked
thoroughly.

TREATMENT STRATEGY

JACQUES-MARIE MICHALLET’S
RESEARCH

One problem in osteopathy is that we ob-
serve clinical results but are usually unable
to document them in an objective fashion.
The kidneys, however, are easily detected
by ultrasonography, and their mobility can
thus be precisely measured. Jacques-Marie
Michallet used ultrasound to study the ef-
fects of visceral manipulation on the kid-
neys as his thesis project for his Diploma of
Osteopathy here in France. | was honored
to serve as his sponsor, and we are grateful
to the imaging specialist Dr. Serge Cohen
of Grenoble for making this research pos-
sible.

Michallet selected 25 subjects (seven
men and 18 women) who had been treated
by various osteopaths for presumed renal
ptoses with symptoms such as extreme
fatigue, dizzy spells, back pain, abdominal
distention, muscular spasms, problems
with arterial pressure, etc. The proportion
of men and women in this study was fairly
typical of that in our practice. Generally,
60% of our cases are women, but with renal
cases the proportion is closer to 70% (see
Chapter 9).

Because air in the colic flexures inter-
feres with ultrasound, mobility of the right
kidney was measured at its superior pole
and that of the left kidney at its inferior
pole. Mobility was measured after several
forced inhalations and exhalations and the
largest measurement was recorded. Of the
25 cases, 24 involved the right kidney; the
left kidney tends to become more restricted
rather than prolapsed.

Michallet’s goal was to gather objective
data concerning the extent of kidney mobil-
ity following manipulation. Some of the pa-
tients had previous intravenous urography
showing strong evidence of a positive renal
prolapse that subsequent ultrasonography
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failed to reveal. With the patient in a seated
position, the kidneys were manipulated at
about 7 p.M., before dinner. This time was
chosen because the effects of gravity dur-
ing the day increase ptosis {accentuating
the problem), and because the abdomen is
most easily manipulated when the stomach
is empty.

In every case, the mobility of the treated
kidney showed an immediate increase in
amplitude {mean 18.7mm). The increase was
less striking in brevilineal patients. Michal-
let did not stop at this stage of experimen-
tation, but asked the patients to come back
two months later. Of the 25 patients, 18
complied; in 16 of them, Michallet observed
a further, delayed increase in mobility {mean
10mm). Thus, the mean increase in mobility
among these 16 patients was 28.7mm!

The protocol for this experiment was
quite strict. Dr. Cohen imposed many pre-
cautions to avoid any artifacts or placebo ef-
fects. Under these circumstances, the prob-
ability that the observed increase in mobility
was due to chance is very low. These results
bear witness to the undeniable effects of
manipulation on the mobility of an organ.
Some therapists had assured me that it was
impossible to reach a kidney manually by
the anterior route! | had to demonstrate the
technique numerous times with fluoroscopy
before they ultimately accepted the facts.

The delayed effect which was noted
is proof that one needs merely to give the
information to the body and to free the
restriction, not treat the patient repeatedly
over a prolonged period. We have nothing
to do with re-education; let the body correct
itself. From my experience, treatment once
every three weeks seems to be enough, and
positive results should be observable within
four sessions. If not, the osteopathic treat-
ment should be maodified, or totally aban-
doned in favor of other approaches.
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Recommendations

The absolute contraindications involve those
organic lesions for which manipulation pres-
ents the risk of initiating an invasive process
or causing vascular injury. For example,
manipulation of a duodenal ulcer which is
beginning to perforate could cause hemor-
rhage. Chapter 4 presents a detailed discus-
sion of clinical symptoms of the stomach
and duodenum which demand caution.

Another contraindication of abdominal
manipulation is an aneurysm of the abdomi-
nal aorta. I have encountered several cases
of aortic aneurysm in my practice and be-
lieve that this discovery and the subsequent
surgery saved the life of the patients. You
should be able to recognize aneurysms so
that direct manipulation, which could be
dangerous for the patient, can be avoided.
I have never heard of manipulation leading
to rupture of an aneurysm, but the walls of
some aneurysms are so thin that this risk
must be considered.

Another important point is that while
patients may experience some tenderness
during visceral manipulation, there should
never be severe pain. If there is, stop the
manipulation immediately and determine
the reason for the pain. If you cannot do so,
refer the patient to someone who can.

Advice to patients should reflect your
clinical experience and lead to prevention of
avoidable recurrences. Improving the subcla-
vian circulation of a patient who, later that
day, paints a ceiling, will not be particularly
helpful. The patient must be careful in how
he uses his body. Nonetheless, apart from
a few specific movements to be avoided, |
usually recommend to my patients that they
change nothing in their normal physical
routine.

Some patients with low back pain whose
cause is neither discovered nor treated may
be obliged to live at a slower pace for sev-
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eral years in order to prevent a recurrence.
Osteopathic treatments which address the
cause can make this change in lifestyle un-
necessary. Be careful with your advice and
always assume that it will be followed; it
should not be harmful to the physical har-
mony of the patient, nor pointlessly restric-
tive. (

I believe that all problems come about
from the compensation of the body to

RECOMMENDAETIONS

chronic stresses. Treatment should be aimed
at relieving those stresses and less concerned
with the effects of recent trauma. For ex-
ample, I live in an area surrounded by the
Alps, yet I see more instances of acute low
back pain resulting from bending to pick up
small objects than from skiing dangerously.
Is it really reasonable to keep a patient from
doing a physical activity that helps them feel
good?
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2 / The Peritoneum

PROBLEMS WITH PERITONEAL structures rare-
ly constitute a primary or causal pathology;
however, these structures are almost always
affected by problems of the abdominal or-
gans, including laparotomy, infection, and
trauma. In this chapter I shall augment the
anatomical descriptions in Visceral Manip-
ulation and describe several mobilization
techniques for the peritoneum. These tech-
niques should be performed before treat-
ment of other organs. The greater omentum
and anterior parietal peritoneum are ma-
nipulated by the same techniques.

Greater Omentum

This division of the peritoneum originates
as two visceral peritoneal folds covering the
anterior and posterior surfaces of the stom-
ach; the two folds unite at the greater curva-
ture of the stomach and descend from there.
The greater omentum then spreads out to
cover most of the anterior surface of the
small intestine, folds back on itself, and runs
upward to attach to the anterior surface of
the transverse colon (lllustration 2-1). It is
continuous with the visceral peritoneum of
the transverse colon and thereby with the
mesocolon, which attaches the colon to the

posterior parietal peritoneum at the level
of the kidneys. Laterally, the attachments
of the greater omentum are often confused
with the phrenicocolic ligaments.

The greater omentum is riddled with
numerous vascular orifices, carries the
vessels which supply the stomach, and is
normally laden with adipose tissue which
makes it easy to find upon dissection. It
can be described as having four edges and
two surfaces. The upper edge is fixed to the
transverse colon, to the greater curvature of
the stomach, and often to the phrenicocolic
ligaments. The lateral edges rest upon the
ascending and descending colons. The irreg-
ular lower edge hangs above the pubis and
inguinal ligament, extending farther down
on the left. The anterior and posterior sur-
faces face the anterior abdominal wall and
the small intestine respectively.

The greater omentum undeniably has a
mechanical protective role in the abdomen,
i.e., acts as a shock absorber. It also has an
important vascular function in the diges-
tive system, as evidenced by the numerous
vessels running through and across it. The
adipose layer acts as an insulator, preventing
rapid gain or loss of heat from the intestines.
The greater omentum also contains large
numbers of lymph nodes and therefore has
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an immune function; it is affected by condi-
tions such as appendicitis, other abdominal
infections, tuberculosis, and abdominal can-
cers.

Stomach

Lesser omentum

Inferior surface of liver

Right kidney

Right
phrenicocolic
ligament

Transverse
colon

Ascending
colon

Greater
omentum

Small
intestine

Cecum

ILLUSTRATION 2-1
Greater Omentum (after Testut)

MECHANICAL PROBLEMS

The greater omentum falls easily into the
hernial “tracts” and often constitutes the
major portion of hernias associated with the
small intestine. As it extends lower down on
the left, it penetrates more easily into the
left hernial tracts.

Since it is often involved in cases of
infection, the greater omentum can also
create adhesions. Those affecting the small
intestine can disturb intestinal transit, and
produce a harmful effect on abdominal vas-
cular circulation, particularly during peri-
ods of digestion or intense physical activity.
These adhesions can also disturb intestinal
mobility and motility. When you walk, bend
over, etc., the intestine must be able to move
freely within the abdominal cavity. A restric-
tion of the greater omentum prevents this
movement from taking place and produces
spasms of the digestive and circulatory sys-
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tems. When a patient has acute pain after
running, consider a mechanical problem of
the greater omentum. If the pain tends to be
dull during digestion or after physical effort,
think more of a reflex vascular abdominal
problem originating in the greater omen-
tum.

For various reasons, such as a prolapse
of the stomach or transverse colon, the
greater omentum can also prolapse. With a
freely mobile prolapse, the patient feels only
slight abdominal discomfort. However, if it
is fixed by adhesions, the effects are more
disabling and may affect the digestive or
urinary organs and cause spasms of the dia-
phragm.

Prolapses of the greater omentum and
stomach typically occur together and pro-
duce the same clinical symptoms. There is
pulling of the phrenicocolic ligaments, which
causes spasms of the colic flexures and ac-
cumulation of air in the colon. Movement of
the diaphragm is affected, particularly with
exhalation, because it is during this phase
that there is an increase in tension of these
structures.

Parietal Peritoneum

The peritoneum is by far the most complex
of the serous membranes. Its visceral por-
tion covers the abdominal organs and forms
structures such as the greater omentum and
mesentery, while its parietal portion lines
the abdominal cavity. Visceral manipulation
requires the ability to reach and treat the
parietal peritoneum.

Anteroinferiorly, the parietal peritone-
um is supported by the median and medial
umbilical ligaments (Visceral Manipulation,
p. 160). Thin at the front, it thickens poste-
riorly, particularly in the lumbar area, and is
lined by a subperitoneal adipose layer.

A part of the peritoneum called meso-
thelium secretes serous fluid which facilitates
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movement of the organs and sliding of the
parietal and visceral layers. Let us also re-
member that the serous fluid plays a role in
the transport of the ovum. It flows through
the fimbriated end of the fallopian tube and
enables the gliding of the ovum through the
tube. If there is irritation or infection, secre-
tion of this fluid may increase considerably
and it becomes more viscous. This is why
adhesions can develop very quickly, some-
times within only a few hours.

Surgical procedures often cause restric-
tions of the peritoneum. Laparoscopy often
causes anterior peritoneal adhesions, usually
3-4cm below the umbilicus. These adhesions
can lead to many problems, which are mani-
fested when the patient bends backward.
Because this moves the umbilicus farther
from the pubis and stretches the anterior
peritoneum, it will provoke pain at the point
of restriction.

These adhesions are often the cause of
visceral mechanical disturbances, as they
disrupt sliding between the organs. Stretch-
ing of organs and ligaments then causes
local pain and vascular spasms which dis-
turb the patient and lead him to seek treat-
ment. Because there are no objective signs,
the symptom is treated as subjective and
the patient as a hypochondriac. One such
patient who complained of acute abdominal
pain during digestion was found, on post-
mortem dissection (which 1 participated
in), to have numerous abdominal adhesions
which could have disturbed vascular circula-
tion and intestinal transit.

Diagnosis of Restrictions

It is not possible to distinguish with the fin-
gers between the greater omentum and an-
terior parietal peritoneum, both of which are
located just deep to the abdominal muscles.
They are spread out like a cloth and to test

DIAGNOSIS OF RESTRICTIONS

them you must choose two pressure points,
the first being a fixed point and the second
chosen to enable you to stretch the perito-
neum and evaluate its elasticity. In order to
avoid muscular contractions, you must ini-
tially choose pressure points at the intersec-
tion of muscles.

Anteriorly, such points are found along
the external edges of the rectus abdominis
muscle, directly underneath the costal at-
tachments of the abdominal muscles, along
the midline and inguinal ligament, around
the umbilicus, and in the area above the
pubic symphysis and in the groin (lateral to
the inguinal falx). Laterally, such points are
found in a triangular area bounded by the
anterior edge of the latissimus dorsi, poste-
rior edge of the external abdominal oblique
muscle, and iliac crest. The posterior points
are in Grynfeltt’s triangle (also known as
Lesshaft’s space), which is bounded superi-
orly by R12 and the serratus posterior mus-
cle, posteriorly by the quadratus lumborum,
and anteriorly by the posterior edge of the
internal abdominal oblique muscle.

LISTENING

Local listening can also be utilized here. To
listen to the anterior peritoneum and great-
er omentum, put your two index fingers and
thumbs at the superolateral and inferolateral
aspects, respectively, of the rectus abdomi-
nis muscle, and focus on the anterior part
of the body. For the lateral aspect of the
peritoneum, the thumbs and index fingers
are similarly placed but the little fingers are
located as far laterally as possible. To listen
to the posterior peritoneum, the middle fin-
gers are placed just lateral to the transverse
process of L3, and the rest of the hands on
the posterolateral aspects of the trunk. If
your hands are big enough, you can listen
to the entire peritoneum without moving
your hands. Local listening is performed as
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discussed in Chapter 1, i.e., your hands and
mind are passive and attracting the patient’s
body. If there are problems with the perito-
neum, they will usually be at the “corners”
of the box formed by your hands (e.g., the
right superolateral corner of the rectus ab-
dominis). Always listen to the peritoneum
after completing your other techniques.

DISTENSIBILITY TEST

This test involves fixing part of the perito-
neum with one hand and stretching with
the other, trying to eliminate all muscu-
lar participation by working between two
muscles or two layers of muscles. It can be
performed in either the seated (/llustration
2-2) or supine position.

For the anterosuperior test, place the fin-
gers of your left hand on the left superolat-
eral edge of the rectus abdominis and push
them slightly posterior. The fingers of your
right hand are symmetrically placed on the
right superolateral edge of the same muscle.
Either move one hand away from the other
(which is being used as a fixed point), or
move both of them away from each other,
stretching the peritoneum and the greater
omentum. Try to avoid any participation of
the small intestine by not pushing too far
posteriorly.

For another variation of this test, leave
your left fingers in the superior position as
described above and place the right hand
on the inferolateral edge of the rectus ab-
dominis, near the ileocecal junction or even
lower. Stretch these two zones to evaluate
the distensibility of the peritoneum. Alter-
natively, you can exert pressure at a point
below the xiphoid and at another just be-
hind the pubic symphysis and stretch the
peritoneum between these points. There are
many other possible variations to this test
which I shall leave to your imagination.
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ILLUSTRATION 2-2

Peritoneum-Omentum Distensibility Test
(Seated Position)

Two important considerations are to avoid
any involvement of adjacent viscera, and to
cover the largest surface possible in order to
obtain a true stretching effect, as if straight-
ening out a tablecloth. Compare the elastic-
ity of the left plane with that of the right
plane, remembering that the omentum cov-
ers more of the left part of the abdomen.
Be aware of what the patient is feeling.
The parietal peritoneum receives sensory
fibers from the phrenic nerve, vagus nerve,
and lumbar plexus; stretching should not
be painful. Pain is often an indication of a
restriction. Sometimes the patient is aware
of deeper sensations which indicate zones of
adhesion of other peritoneal folds (e.g., me-
socolon, mesentery, lesser omentum). These
folds are tested in the same manner as the
viscera which they partition and support.
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MOTILITY TEST

Peritoneal motility tests can be performed
with the patient in the supine position with
legs bent, or in the seated position. In the
supine position (Illustration 2-3), place your
two hands flat, fingers spread, on either side
of the midline. Only their weight should be
felt; let them listen. When the peritoneum
is free of any adhesion or restriction, your
hands will perform a slight supination, as
if the thumbs were lifting up and the pisi-
forms were pushing into the abdomen. In
the case of an adhesion or restriction, the
palm moves toward the affected area.

Diagnosis for lesions located more
deeply involves greater pressure from the
hands. If you think you have found a peri-
toneal restriction, increase the manual pres-
sure. If the motility test returns to normal,
the restriction is confirmed to be relatively
superficial. In practice, peritoneal lesions al-
most always affect the small intestine, while
that is not necessarily true of the those of
the greater omentum.

In a variation of this test, the patient
is in the seated position with legs hanging
down. Stand behind the patient and place
your hands with the thumbs posteriorly in

TREATMENT

Grynfeltt’s triangle and the fingers on the
lateral part of the abdomen, avoiding the
ribs. An advantage of this technique is that
you have an important part of the abdomen
under your fingers; however, a drawback is
that it is relatively imprecise, since in this
position the patient is relatively unbalanced
and moves rather easily. Therefore, this ver-
sion of the motility test lacks specificity.
When there is restriction, you will usually
feel the cylinder of the abdomen rotating
around it. Corroborate this test with the su-
pine version.

Treatment

A direct treatment technique with the pa-
tient in the supine position consists of freeing
the fixed planes implicated by the diagnos-
tic tests, using stretching with one or both
hands. For example, in the case of an omen-
tal restriction around the ileocecal junction,
you can fix the area under the lateral edge
of the rectus abdominis facing the cecum,
and use the symmetrically opposite point
for stretching. You may also fix the ileocecal
area and stretch the right inguinal area, fol-
lowing with the area found above the pubic
symphysis. You may even create counter-

ILLUSTRATION 2-3

Peritoneum-Omentum Motility Test
(Supine Position)
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pressure at the level of Grynfeltt’s triangle,
on the subcostal peritoneal attachment, in
front of the left or right phrenicocolic liga-
ment, or in any suitable area. The treatment
consists of rhythmic, gentle repetition of the
stretching until the tissues release. In addi-
tion to these direct manipulations, you can
perform indirect ones combining rotations
of the torso or the lower limbs.

As a general rule, first try to stretch
the superficial planes of the abdomen. All
too often, I see students direct their fingers
too deeply, liberating the sagittally-oriented
deep peritoneal restrictions, but neglecting
the superficial restrictions. The loosening of
a deep restriction may have no influence at
all on a superficial restriction.

A variation of this technique is per-
formed with the patient in the seated posi-
tion, both hands joined behind the head. Let
us assume again that a restriction has been
localized near the ileocecal junction. You
pull both elbows to bring the patient into
backward bending, left sidebending, and
right rotation. With your free hand, fix the
ileocecal zone to increase the stretching.

As noted above, the anterior and poste-
rior portions of the greater omentum are at-
tached to the stomach and transverse colon

ILLUSTRATION 2-4

Peritoneum-Omentum Stretching
(Knee/Elbow Position)
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respectively. To mobilize the omentum, one
can mobilize these two viscera. Taking a
pressure point slightly medial to each colic
flexure (i.e., hepatic and splenic), lift the
medial parts of the flexures superolaterally.
If you do not use too much pressure, you
can avoid affecting the colon. At the end of
the movement, bend the patient backward.
The transverse colon seems little affected by
this technique because of its great natural
mobility.

In a third version of the direct technique,
the patient rests on his knees and elbows.
Stand beside and slightly behind him (right-
handed people usually work better if they
stand to the patient’s left with this position),
and place the heels of each palm just lateral
to the lateral edges of the rectus abdominis,
with the fingers interlaced (ll{ustration 2-4).
Stand close to the patient so that you can
use your entire body to move him instead
of just the hands. Draw the palms together
(sometimes pulling them posteriorly first to
increase the amount of flesh you can grasp),
then move them anteriorly (i.e., toward the
table top) while remaining focused on the
restrictions. This technique stretches the
skin, peritoneum, and small intestine. Be-
cause of the great amplitude of the stretch-
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ing, it affects the lateral and posterior, as
well as anterior, parts of the peritoneum,
and increases the efficacy of the technique.
You can selectively focus on the anterior,
lateral, or posterior part depending upon
the location and direction of the restriction.
It is often helpful to perform recoil at the
beginning and end of this treatment.

Although manipulation of both kidneys
affects the posterior parietal peritoneum, it
is difficult to obtain simultaneous mobiliza-
tion. In order to free posterior peritoneal re-
strictions, I use stretching of the psoas mus-
cle, diaphragm, lower ribs, or upper lumbar
and lower thoracic vertebrae. The latter are
often restricted and their stretching is not
always sufficient. A direct action thrust of
these structures may be required to release
posterior peritoneal restrictions.

INDUCTION OF THE
PERITONEUM-OMENTUM

The principle of this technique is always the
same. First, perform some direct stretching
of the area to stimulate the mechanorecep-

CONCLUSION

tors. Then follow the direction of the listen-
ing test while exaggerating the movement.

This technique is very suitable for preg-
nant women. It releases the tension of the
tissues, which are constantly compressed.
Use the position on elbows and knees for
best results, which also helps the baby to be
at ease in a bigger environment: a foretaste
of the liberty outside the womb!

Conclusion

[ urge you to always remain aware of the im-
portant mechanical role of the peritoneum.
A peritoneal restriction will disturb the co-
hesion and functioning of the abdominal or-
gans. Even expert manipulation of the cecum
without release of the peritoneum does not
bring significant results! Finish your treat-
ment with induction techniques. Remember
the general rule for induction, i.e,, in the be-
ginning you follow or go toward the restric-
tion; as the restriction releases, you progres-
sively go away from it; at the end, the release
is complete and the movement stops.
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3 / The Gastroesophageal Junction

Physiology and Anatomy

THE GASTROESOPHAGEAL JUNCTION and the
bladder are the areas most subject to me-
chanical stresses, because both are located
at zones of conflicting changes in pressure.
The gastroesophageal junction is located
where the thorax meets the abdomen, and
the bladder where the abdomen meets the
pelvis.

Intrathoracic pressure is negative (about
-5cm H,0) to allow pulmonary expansion.
Intraabdominal pressure is positive (about
+5 to +10cm H,O). These two zones of op-
posing pressures are separated by the dia-
phragm, which contains several openings.
The esophageal opening is surrounded by
muscular and fibrous connective tissue, and
can vary in diameter depending on respi-
ratory and digestive activity. This opening
must allow liquids and solids to pass into
the stomach but prevent anything from re-
turning into the esophagus; it is particularly
important in preventing reflux of gastric se-
cretions (esophageal reflux).

The gastroesophageal junction functions
as a sphincter (I often refer to it as the “lower
esophageal sphincter”), although technically
it is not. It is an area of high pressure (be-
tween +5 and 10cm H,0) compared to that

within the stomach. It relaxes on swallowing
before the esophageal peristaltic wave ar-
rives, and remains closed during the night.
Numerous factors (to be discussed) may in-
terfere with its optimal functioning.

The diaphragm is in permanent motion
and its esophageal opening must function
while following this motion. This increases
the forces that result from opposing pres-
sures. With even slight changes of tone,
elasticity, or extensibility of the fibromus-
cular system in this area, esophageal tissues
are stretched and worn away because of
diaphragmatic pounding. In acute periods
they will be inflamed and irritated; when
healed they will be fibrous and sclerosed. As
a result, the shock-absorbing and occlusive
functions of the gastroesophageal junction
are impaired and malfunctions or illnesses
(described below) develop. In order to clear-
ly visualize the mobility of this junction, it is
necessary to understand that in inhalation
it is intra-abdominal, and in exhalation it is
intrathoracic.

The gastroesophageal junction is an ana-
tomical and physiological entity. Its proper
function requires good tone and elasticity of
the muscular fibers of the esophagus and of
the cardia (upper part of the stomach), and
that the cardia be neither too dilated nor
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CHAPTER 3/ THE GASTROESOPHAGEAL JUNCTION

too contracted. The junction should not suf-
fer abnormal constraints from its anatomi-
cal environment, which includes the heart,
mediastinum, pleura, lungs, diaphragm, liver
(spigelian lobe), gastric fundus, peritoneum,
vertebral column, and ribs. Opening and
closing of the junction are associated with
clockwise and counterclockwise {respective-
ly) rotation of the esophagus, viewed from
above.

During dissections I have had the op-
portunity to see many types of connections
between the mediastinal area and the gastro-
esophageal junction. The majority of autop-
sies were of subjects who had suffered from
tuberculosis or other serious pulmonary ill-
nesses. The junction exchanges fibers with
the pleura and the mediastinum; when scar
tissue is present, the anatomical harmony of
the area is disrupted. Next to the junction
is found the left triangular ligament of the
liver, which can become fibrosed following
hepatitis or trauma. In Visceral Manipula-
tion, we described the incessant hammering
action of the diaphragm and, to a lesser ex-
tent, of the heart. Restrictions in this area
lead to problems with elasticity and distensi-
bility and, as a result, structural lesions,

As it passes through the diaphragmatic
opening, the abdominal esophagus is accom-
panied by the vagus nerves (left anterior and
right posterior). A mechanical disturbance
may cause pulling on these nerves and con-
sequent serjous vagal problems, which I will
discuss later. Surgeons take great care when
approaching this area because of the rich-
ness of the nerve supply here. The celiac
plexus is very close (posterior and to the
right) to the cardia.

The connective tissues of the hiatal re-
gion are peculiar in that they contain sev-
eral contractile fibers. It may be that, some
time ago when men were still walking on
all fours, the gastroesophageal junction was
supported by a real muscle and that the
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contractile fibers constitute the vestiges of
this muscle.

Pathology

The forces of negative intrathoracic pressure
attract the diaphragmatic region and the
organs which hang from it. When the me-
chanical harmony of the gastroesophageal
junction is broken, it is always the stomach
which migrates toward the esophagus, and
not the opposite. With certain ruptures or
hernias of the anterior fibrous part of the
diaphragm, the splenic flexure of the colon
may enter the thorax (I have actually seen
this). Pierre Mercier, my colleague, brought
me a case of a migration of part of the pan-
creas into the thorax, another example of
the strength of the forces in this area.

For normal functioning of the gastro-
esophageal junction, the following general
elements must be present:

» elastic and tonic diaphragm

« good longitudinal tension of the esopha-
gus

« supple and distensible tissues which
indirectly affect the junction (e.g., the
psoas muscles via the diaphragm)

+ a balance between thoracic and abdomi-
nal pressures

» good general condition of the body.

There are other more specific requirements.
The angle of the cardiac notch must be acute.
This angle is reinforced by a fold of the mu-
cosa. The stomach’s air pocket contributes
to the formation of the cardiac notch, the
gastric fundus being found higher than the
cardia. The portion of the diaphragm which
forms the fibrous ring around the esophageal
opening must have good tone and elasticity.
The lining of the subdiaphragmatic aponeu-
rosis, which anchors the esophageal base,
must be intact. The existence of pressure
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which compresses the portion of the dia-
phragm below the junction is necessary in
order that the anatomical boundary between
esophagus and stomach be maintained. This
phenomenon (pressure reinforcing a sphinc-
ter-like function) is reminiscent of the pelvic
manometric enclosure of the bladder.

When these conditions are not met,
a hiatal hernia or esophageal reflux may
occur.

HIATAL HERNIA

Normally, the entire stomach is inferior to
the diaphragm (lllustration 3-1). In a hiatal
hernia, some portion of the stomach passes
into the thorax through the esophageal
opening of the diaphragm. These hernias
may be divided into sliding and unfolding

types.

Gastrophrenic lig.

Peritoneum

Diaphragm

Gastro-
esophageal
vestibule

ILLUSTRATION 3-1

Diaphragmatic Hiatus (Normal Relationships)

The sliding (or esophageal) type (Illus-
tration 3-2a) is the most common. In this
type, the stomach and gastroesophageal
junction migrate together into the thorax,
sometimes to such an extent that they are

PATHOLOGY

found above the diaphragmatic opening.
On radiography, the esophagus seems to be
shortened, the gastroesophageal junction
being found in the thorax where abdominal
pressures cannot reinforce it. In the unfold-
ing (or paraesophageal) type of hernia (1/-
lustration 3-2b), the cardia of the stomach
passes through the diaphragmatic opening
next to the gastroesophageal junction. This
type of hernia is seen mostly in women.
There can also be mixed hernias.

I have treated numerous patients who
presented the symptoms of a hiatal hernia
but without radiological confirmation. This
situation may result from a spasm of the gas-
troesophageal junction or abnormal tension
of the surrounding tissues, i.e., abnormal
elasticity or distensibility of fibrous connec-
tive tissues, or disturbed tonus of muscular
tissues. Consider the example of a spasm of
the left hemidiaphragm due to too large a
pocket of air in the stomach, or a restriction
of the left sixth costovertebral articulation.
These both present functional mechanical
problems similar to those of a hiatal hernia;
the diagnosis can only be made by osteo-
pathic means.

ILLUSTRATION 3-2A
Sliding (Esophageal) Hiatus Hernia
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7

ILLUSTRATION 3-2B

Unfolding (Paraesophageal) Hiatus Hernia

Clinical Signs

A frequent manifestation of hiatal hernias,
especially the sliding type, is esophageal re-
flux (see below). Unfortunately, one cannot
distinguish between hiatal hernia and simple
esophageal reflux by using listening. Among
the symptoms of esophageal reflux caused
by hiatal hernia are the following:

« pyrosis (‘heartburn’)
. regurgitation, belching, dysphagia

» epigastric or retrosternal pain worsened
by certain movements, e.g., leaning for-
ward

« stomach pain, watery and stringy vomit-
ing, acidic breath

+ lower chest pain

» pain which is increased by coughing and
enforced exhalation

+ pain accompanying eating
« headaches which are often relieved by

vomiting.
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ESOPHAGEAL REFLUX

[ should note that a minor physiological
esophageal reflux may exist normally when
the gastroesophageal junction relaxes dur-
ing sleep or after eating. This type is quickly
overcome by esophageal peristalsis (which
counters the reflux action) and saliva (which
neutralizes the residual acid).

Other types of reflux are of more con-
cern. The gastroesophageal junction needs
good neurohormonal control and a good
anatomical environment. There are several
possible mechanisms for reflux. Periods of
chaotic relaxation of muscle tissue around
the gastroesophageal junction interfere with
its sphincter-like function. Pressure within
the stomach may exert too strong an effect
on a hypotonic sphincter. Any abnormal-
ity of the mechanical pressures around the
sphincter can also disturb its functioning.
Muscular alterations can occur with sclero-
derma or following surgery. Any thoracic
or abdominal surgery can affect the gastro-
esophageal junction because of the imbal-
ance of reciprocal pressures involved. In a
similar manner, one often finds inguinal her-
nias after seemingly benign surgery because
the fibers of the rectus abdominis have had
their normal interaction disrupted. However,
when [ mention muscular alteration in this
chapter, I am referring to results of surgery
on the esophagus or gastroesophageal junc-
tion.

Mechanisms of reflux involving “bad an-
atomical disposition” include a sliding hiatal
hernia where the gastroesophageal junc-
tion is found in the thorax and abdominal
pressure no longer reinforces it. A sliding
hiatal hernia is the obvious example, but the
slightest abnormality of tissues around the
gastroesophageal junction can disturb it.

Neurohormonal alterations have an ef-
fect on the whole basic tone of the gastro-
esophageal junction. Common causative
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states are depression and pregnancy. Other
circumstances which alter this tone are
certain drugs (e.g., oral contraceptives,
antidepressants, tranquilizers, sedatives),
foods {e.g., chocolate, citrus fruits, coftee,
cigarettes, wine, sulfites), and restrictions
of supporting tissue which affect transmis-
sion of nerve impulses into and away from
this area. Esophageal reflux associated with
pregnancy is well known, and is often attrib-
uted to an increase in abdominal pressure.
However, a more likely explanation may be a
hormonal inhibition of sphincter-like func-
tion, analogous to stress incontinence of
pregnancy.

Poor esophageal clearance is another
possible mechanism. In all disorders in-
volving alteration of the esophageal mucus
(esophagitis, esophageal sclerosis, sclero-
derma, fibrous periesophageal tissues, id-
iopathic megaesophagus, etc.), clearance is
abnormal. The gastroesophageal junction, as
well as the esophagus itself, can be affected
in this way.

With esophageal reflux, the pressure
of the gastroesophageal junction is usually
normal. This demonstrates that the cause
of the problem must be somewhere else.
Problems with neighboring organs may also
produce reflux. When the stomach is pro-
lapsed or fixed by adhesions, e.g., as the re-
sult of an ulcer, its attachments are strained.
Stretching, particularly at the level of the
gastrophrenic ligament and upper fundus,
creates abnormal tensions of the choliner-
gic gastric fibers and vagus nerves. The gas-
troesophageal junction is thereby mechani-
cally restricted and secretion of gastric acid
increases, two conditions which can favor
esophageal reflux. Other organs can pull the
vagus nerves, e.g., the left extremity of the
liver, or the membrane systems of the lungs
and heart. Restrictions of L1-L2 are often
found with abnormal anatomical tensions of
the gastroesophageal junction.

PATHOLOLY

Symptoms

Pyrosis (heartburn) is the major digestive
symptom of esophageal reflux. Regurgitation
of food or stomach acid is often associated
with a burning sensation starting below the
xiphoid process and extending up behind
the sternum. These symptoms are exagger-
ated by bending forward or by wearing tight
belts or clothing which causes abdominal
compression, Pyrosis is commonly found in
pregnancy because of abdominal compres-
sion and hormonally-induced hypotonus
of the sphincter (see above), and often in-
creases after meals. Patients may incorrectly
call this reflux burning sensation a “gastri-
tis” Reflux may also cause indigestion and
increased saliva production, perhaps be-
cause of vagal excitation and a physiological
attempt to neutralize esophageal irritation.
Patients suffering from pyrosis do not like
sour foods (especially at the end of the meal)
and are attracted to sweets. The breath is
often acidic. Esophageal reflux often causes
a spasm of the gastroescphageal junction
and the diaphragm.

There are a variety of other symptoms
without obvious relationship to the diges-
tive system. They include: morning pha-
ryngeal irritation and dryness; ear pain re-
sulting from inflammation of the auditory
canal; sensitivity of the left side of the face;
nocturnal and postprandial coughing; and
bronchitic, asthmatic-type attacks occurring
mostly during periods of maximal nocturnal
vagal activity (2 to 4 a.m.). The latter symp-
tom results not only from acid irritation of
the bronchi, but also from bronchoconstric-
tion of vagal origin. These asthmatic-type
attacks can also occur after an abnormally
large meal or one eaten too quickly. This
perhaps explains some good results which
certain people attribute too readily to treat-
ment of true asthma due to sensitivity or
other problems of the bronchioles. These
patients should be instructed to sleep with
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their head and upper back propped up.

Other symptoms include pseudo-angina
(these lower chest pains are of vagal origin
or possibly a symptom of esophageal irrita-
tion) and cardiorespiratory distress in the
newborn. The latter was described in 1986
by Professor Charpoy of Marseille (Sym-
posium at the College des Ormeaux at Le
Havre). Esophageal reflux in infants is more
often related to neurological maturation
than to somatic development. That is, neu-
rological maturation of the gastroesophageal
junction is completed very late in intrauter-
ine development. In the postpartum period,
the sphincter may take six to eight weeks to
become fully functional. Before the age of
fifteen months, reflux is manifested primar-
ily as digestive problems; after that time, re-
spiratory problems surface. Other symptoms
include sore throat, pharyngeal irritations,
and asthma, which occurs in the morning
and gets better as the day progresses. Sore
throats from infection or other types of
asthma do not improve over the course of
the day.

Regurgitation is the rejection of esopha-
geal or gastric contents, via the mouth,
without particular effort or discomfort. It
is not the same as esophageal reflux nor is
it necessarily a sign of that condition. It is
sometimes seen as early morning vomiting
in alcoholics. Everyone, at some time, may
have experienced regurgitation, often after
breakfast. It is a common phenomenon
which, typically, is due to the stomach hav-
ing difficulties adapting to a large quantity
of liquid.

Chronic esophageal reflux may result in
peptic esophagitis, in which the lining of the
esophagus is slowly destroyed. In this con-
dition, the normal lining of the esophagus
is replaced by sclerosed scar tissue to the
point where stenoses result.

Any surgery may affect the esophageal
hiatus. The peritoneum and all the thoracic
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and abdominal tissues require a harmony
between the mechanical forces they are
exposed to. Every time this harmony is dis-
rupted close to or even further away from
the hiatus, the balance of reciprocal forces is
disturbed and abnormal mechanical stresses
result. These stresses will always affect the
naturally weaker areas of the body, e.g,, the
inguinal canal and its orifices or the esopha-
geal hiatus.

Dysphagia (difficulty in swallowing)
after ingestion of solids, and especially lig-
uids, can be a warning sign of cancer. There
is a risk of cancer developing with chronic
esophageal lesions. If there is any possibil-
ity of this, don’t hesitate to obtain a radio-
graphic or endoscopic exam.

Etiology

Hiatal hernia and esophageal reflux do not
always occur together. However, they do
share similar predisposing factors. One im-
portant cause is loosening of connective tis-
sues and loss of basic tonus with increasing
age. Age per se is probably not the causative
factor; these conditions are typically seen
in patients around 35 and again around 50
years of age, and to me seem to be corre-
lated with hormonal cycles. With acquired
thoracic kyphosis, there is a change in the
relationship between the gastroesophageal
junction and the diaphragm, reducing the
efficiency of the sphincter-like function.

Depression and other general disorders
which affect the general tonus of the patient
can be a factor in hypotonus of the gastro-
esophageal junction. Unusual efforts (cough-
ing, sneezing, defecation, expectoration)
which provoke significant rises in abdomi-
nal pressure (50 to 100cm H,O) can irritate
and injure the junction and its attachments.
During pregnancy the increase of abdominal
compression and hormonal changes cause
esophageal reflux.

Menopause and the male climacteric
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are periods of hormonal imbalance in which
problems often occur. There are also other
cycles, such as the changes that occur with
the seasons, or changes in testosterone lev-
els, which occur in the late 30s. Clinically,
these cycles seem to be associated with de-
velopment of reflux, but the mechanisms
are not clear.

Surgery results in imbalanced tensions
in all tissues associated with the scars. Cer-
tain occupations (besides the classic ex-
ample of the pneumatic drill operator) can
contribute to destabilization of the gastro-
esophageal junction, e.g., activities such as
painting which necessitate raising the arms
in the air. Sedentary work, particularly the
vibrations associated with frequent travel-
ing, contributes to loosening of the gastro-
esophageal junction attachments. Finally,
a certain category of patients seems to be
predisposed toward this type of pathology,
for no obvious reason. Do they suffer from a
congenital or hereditary malposition of the
gastroesophageal junction?

Osteopaths know that asymptomatic
restrictions can create lesions at a distance.
Thus, restrictions of the diaphragmatic crura
can affect the gastroesophageal junction. In
fact, it is my experience that when there are
upper lumbar restrictions in patients with
problems of the gastroesophageal junction,
therapeutic results will be better (when mo-
bilization of those restrictions is included in
the treatment) than with such patients with-
out upper lumbar restrictions.

Cranial trauma can also have reper-
cussions on the gastroesophageal junction,
through abnormal stimulation of the vagal
nerves as they exit through the jugular fora-
men. I have no objective proof of this eti-
ology but the clinical facts speak for them-
selves. Still, the successes which I have had
utilizing cranial manipulation with newborn
infants should be interpreted with caution;
sometimes the problem is a neurological

immaturity of the gastroesophageal junction
which resolves itself in time. Does manipu-
lation merely accompany a favorable evolu-
tion, or does it accelerate it?

Letting a hernia evolve by itself can
sometimes cause serious risks. Surgical in-
tervention may be necessary in cases of
obstruction, perforation, strangulation, and
hemorrhage. However, surgery should be
avoided whenever possible and gentler tech-
niques used instead.

At the beginning of this section, I wish to
emphasize the care and reserve which a
practitioner should always use in the pres-
ence of a pathology which may appear to
be routine. As the reader has observed, dis-
orders ranging from the trivial to the life-
threatening may share similar symptoms.

Cardiospasm refers to disordered motor
function of the distal esophagus and failure
of the gastric cardia to relax. This can lead
to esophageal reflux because of abnormal
tension of the cardia as well as the esopha-
gus. Peristalsis is disrupted and the junction
shortens. Subsequently, normal peristaltic
contractions are replaced by disorderly sta-
tionary contractions and the junction does
not shorten any more, reflecting a change
in the esophagus’ cholinergic innervation.
One notices a rarefaction of Meissner’s and
Auerbach’s plexuses. The stasis and dilata-
tion of the esophagus result in its abnormal
enlargement.

In cardioesophageal laceration (Mal-
lory-Weiss syndrome), the mucosa of the
gastroesophageal junction is longitudinally
torn, a laceration which is accompanied by
massive hemorrhage. This syndrome can
be found after any process that adversely
affects the gastroesophageal junction, e.g.,
vomiting, coughing, childbirth, difficult def-
ecation, thoracic trauma, alcoholism, hiatal
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hernia, and surgery in the area of the esoph-
agus.

Esophageal perforations, which occur
following intense coughing or vomiting,
shock, or infection, are characterized by in-
tense pain, air in the mediastinum accom-
panied by subcutaneous emphysema, and
respiratory complications such as hemo-
pneumothorax. The mediastinal pleura is at-
tacked or even digested by the gastric juices.
The results of these perforations indicate the
significance of the pressures in this area.

Subphrenic abscess is characterized by
retroscapular pain, abdominal pain, uncon-
trollable hiccoughing episodes, bronchial
congestion, and fever.

Cruveilhier-Baumgarten syndrome is
characterized by a very dilated paraumbili-
cal venous system (like a medusa’s head),
portal hypertension, liver atrophy, spleno-
megaly, and varicose veins of the esophagus
and cardia. These phenomena appear when
stasis of the portal vein causes part of the
venous blood to use the portal-cava anasto-
mosis, leading to esophageal varicose veins
and hemorrhoids. This syndrome is found
with advanced age, pregnancy, depression,
weight loss, liver problems, general fatigue,
overeating, alcoholism, and unfavorable
work positions.

Esophageal cancer is the fifth most
common cancer in adult males, who are at
greater risk than females. Symptoms include:
progressive dysphagia that begins with solid
foods and gradually progresses to include
semisolid foods and finally liquids; anorexia;
significant weight loss over a short period
of time; retrosternal, thoracic, and cervical
pain; retrosternal burning sensations after
ingestion of hot drinks; blood-stained regur-
gitations; lymph node metastasis, particu-
larly in the left supraclavicular fossa (known
as a signal node or Virchow's node); and
subcutaneous emphysema of the neck from
mediastinitis.
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Be very alert to any of the above condi-
tions (except cardiospasm). They are absolute
contraindications for direct manipulation of
this area because of the risk of overwhelm-
ing hemorrhage.

In conclusion, most common disorders
of the gastroesophageal junction are struc-
tural in origin. Osteopaths, of course, delight
in structural lesions as we are most effective
in treating them. You must check thorough-
ly for lesions of the junction itself, as well
as neighboring structures. Your actions and
degree of success will depend on the extent
to which the tissues are fibrous. The more
fibrous the tissues, the more structure you
have to work with and therefore successful
manipulation will lead to more dramatically
significant changes.

Diagnosis

In terms of general listening, it is difficult to
differentiate problems of the gastroesopha-
geal junction from those of the stomach. In
both situations, the patient bends directly
forward and then gently rotates to the left.
With problems of the gastroesophageal junc-
tion, forward bending is more pronounced
than it is for the stomach.

For local differential diagnosis of the
gastroesophageal junction, place your hand
on the patient’s abdomen with the middle
finger along the midline, heel on the umbi-
licus, and fingers slightly spread. The middle
finger is pulled toward the xiphoid process
and, gradually, the palm also moves up. The
palm is then pulled backward, toward the
vertebral column (T11) and very slightly to
the left (the cardia is found a little to the left
of the median line). At the end of the pro-
cess the palm is flattened against and com-
presses the xiphoid process.

For diagnosis of the celiac plexus, the
palm remains slightly inferior and to the
right of the xiphoid process and rocks ei-
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ther antero-posteriorly or from side to side.
Celiac plexus problems are marked by su-
perficial emotional problems or vagal dys-
function. For the liver, the middle finger is
drawn to the right and the palm contacts the
lower right costal margin. For the stomach,
the middle finger moves to the left of the
midline, and the palm is found between the
umbilicus and the lower left costal margin.

Differential diagnosis is difficult with in-
juries to the lower parts of the pulmonary
area. The palm does not stay against the xi-
phoid process but tends to move above it.
With lateral pulmonary injury, the diagnosis
is easier; the hand moves unmistakably onto
the thorax. For the esophagus, the hand
is attracted by and goes past the xiphoid
process. At the same time, the hand is not
pulled as deeply posterior as when listening
to the gastroesophageal junction.

DIAGNOSTIC MANIPULATION

In the presence of a hiatal hernia, pain in
the area of the cardia increases with exha-
lation. With exhalation, the gastroesopha-
geal junction is already in an intrathoracic
position and forced exhalation increases its
thoracic penetration, causing the pain sensa-
tion. However, forced inhalation also creates
pain by forcing the supporting tissues of the
junction to lengthen. During inhalation, the
patient will stop before the end of the move-
ment in order to prevent this stretching.
Coughing and sneezing, as well as visceral
manipulation causing the abdomen to move
during periods when the diaphragm is still,
will also stimulate this area and cause pain.

Aggravation/relief

For hiatal hernia, an aggravation technique
can be performed with the patient in the
seated position. Place yourself behind the
patient and place your fingers slightly below

DIAGNOSIS

and to the left of the xiphoid, and then move
them in deeply as if you wished to reach
the vertebral column (Illustration 3-3). The
more the patient leans forward, the easier it
is to go in deeply because of the relaxation
of the rectus abdominis muscle, peritoneum,
greater omentum, and stomach. At maxi-
mum penetration, without the technique
being painful, bring the fingers superiorly
and slightly to the right. The stomach is thus
pushed posterosuperiorly (this has been ver-
ified by fluoroscopy). In the case of a hiatal
hernia, you will immediately set off a sen-
sation of retroxiphoidal pain comparable to
that which the patient knows. This pain is
often accompanied by nausea and a distinct
malaise. If you need further confirmation
because the patient’s pain is more subtle, ask
the patient to exhale deeply at the end of the
technique. The pain may come back when
you stretch the stomach inferiorly, especially
if adhesions are present.

ILLUSTRATION 3-3
Aggravation Technique

At the end of the aggravation technique,
quickly release the pressure (recoil tech-
nique). If the patient feels a deep irritation,
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it means that the gastroesophageal junc-
tion and surrounding tissues are irritated,
and probably fibrosed. If pain is felt during
manipulation, it means that the stomach it-
self is irritated. Alternatively, press strongly
on the left 11th costovertebral articulation
or the posterior angle of R11 on the left.
When there is irritation of the cardia, you
will increase the discomfort or pain that the
patient is feeling. This technique can be per-
formed in isolation or actively accompany-
ing inhalation.

The relief technique (Illustration 3-4)
is performed in the seated position with
the fingers subcostal, as with the aggrava-
tion technique. Move the abdominal fingers
anteroinferiorly so as to relax the pressure
of the gastroesophageal junction in the tho-
rax. If the patient feels relief, this suggests
a problem involving the gastroesophageal
junction.

A diminution or accentuation of the
symptoms in this manner supports the di-
agnosis of a mechanical lesion of the gastro-
esophageal junction. However, this cannot
eliminate the possibility of a more serious
pathology.

ILLUSTRATION 3-4
Relief Technique
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ASSOCIATED SKELETAL
RESTRICTIONS

Restrictions of the cervical column frequent-
ly accompany problems of the gastroesopha-
geal junction. Restrictions are a little more
common on the left, accompanied by those
of the sternoclavicular joint, and may reflect
abnormal tension of the fasciae which join
the cervical column and gastroesophageal
junction, or alternatively irritation of the
vagus and phrenic nerves.

Restrictions of the thoracic vertebrae
and ribs may also be involved. The 11th left
costovertebral articulation, and R7 on the
left, correspond to the posterior and anterior
anatomical projections of the cardia respec-
tively. Sensitivity or pain upon palpation of
the 7th costochondral articulation suggests
restriction of the cardia.

T12, L1, L2, and L3 can become fixed
because of mechanical irritation and corre-
spond to the diaphragmatic crura. These re-
strictions are more serious when on the left
and decrease the mobility of the left hemi-
diaphragm, as you can see when watching
the patient breathe. These reflex restrictions
of thoracic vertebrae produce sensitivity but
not complete loss of mobility. In such cases,
backward bending causes retroxiphoidal
pain through stretching of the gastroesoph-
ageal junction. The patient often reacts by
holding his breath. Forward bending will
immediately stop this type of pain.

The gastroesophageal junction may also
affect certain parts of the body that are
known to become restricted for a wide va-
riety of reasons. For example, the left sacro-
iliac articulation may become restricted sec-
ondarily to problems in many other areas,
and for this reason is sometimes referred to
as the body’s “waste basket” Similarly, the
psoas muscles are often involved in various
disorders, but are seldom a cause them-
selves. The left psoas is often spasmed in
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patients with gastroesophageal problems, in
part because its attachments exchange fibers
with the diaphragm. The sympathetic nerves
which traverse it can also become irritated
in this situation.

Patients with problems of the gastroesopha-
geal junction have a tendency to stand bent
forward with the right shoulder slightly for-
ward, and the left shoulder back and low-
ered. The slight left rotation seems to result
from the cardia bending obliquely at the
bottom on the left.

Perhaps because of the involvement of
the vagus and phrenic nerves, the Adson-
Wright test is usually positive on the left
when there are problems of the gastro-
esophageal junction. It is instructive to per-
form an Adson-Wright test while also per-
forming a relief movement. Take the pulse
in one hand, and with the other create a
compression/inhibition point of the ante-
rior projection of the cardia, toward the 7th
costochondral cartilage. With a mechanical
problem of the gastroesophageal junction,
this technique will cause the radial pulse to
quickly improve or return. With a hiatal her-
nia, the cervical/thoracic fasciae are often
more tense on the left. These tensions can
also render the Adson-Wright test positive.
Left systolic pressure is sometimes lower,
but this is more rare than with problems of
the stomach itself.

Problems of the gastroesophageal junc-
tion can produce many other distant symp-
toms. Left cervical neck pain and cervical/
brachial neuralgia may occur, due to irrita-
tion of the cervical/brachial plexuses pro-
voked by the phrenic nerve and excessive
tension of the cervical fasciae. There may
also be isolated arm pain, classified as ten-

DIAGNOSIS

dinitis or epicondylitis. These may be due to
an irritation of the radial nerve transmitted
from the cervical spine at the level of Cé-
C7. The 4th left costochondral space is often
sensitive. This is manifested in women as
mammary pain and in men as lower chest
pain. For the same reason as with neck pain,
glenohumeral periarthritis may be found on
the left. You can perform a glenohumeral
test using one hand to test the left shoulder
and the other to inhibit the anterior projec-
tion of the cardia, or by using a relief move-
ment.

The most common cranial lesions re-
lated to gastroesophageal dysfunction are
found at the level of the left temporoman-
dibular joint, left occipitomastoid suture,
and, in newborns, the jugular foramen. As
mentioned above, neurological maturation
of the gastroesophageal junction in infants
takes place gradually, and esophageal reflux
generally resolves over time.

A hiatal hernia can be responsible for
vagal irritations which can cause a feeling of
faintness or even brief loss of consciousness
and associated symptoms of indigestion.
Lower chest pain is also of vagal origin. You
may treat patients (usually men) who have
the disagreeable sensation of “feeling their
heart” and sometimes an electric, dagger-
thrust type of tearing sensation in the chest.
Such patients may be convinced that they
suffer from a heart disease, and request
various cardiological examinations, which
are all negative. They may then have their
symptoms labeled as “psychosomatic” and
feel abandoned. We all know how worry-
ing it is to feel cardiac pain. Stretching of
the vagus nerve can irritate the heart, and
chest pain is almost always accompanied by
a restriction of the 4th left costochondral
articulation. This type of restriction is rare
in real cardiac problems, while restrictions
of T4 itself are relatively common.
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Treatment

The purpose of treatment is to reinforce
and relax the gastroesophageal junction by
induction focused on this area, and to free
any fibromuscular restrictions of the junc-
tion and surrounding structures.

DIRECT TECHNIQUE

Place the patient in the seated position,
hands behind the base of the neck with fin-
gers interlaced. At the beginning, this is the
same position as for the relief technique de-
scribed above.

ILLUSTRATION 3-5

Local Direct Technigue

Place your fingers 3-4cm under the xi-
phoid process and slightly to the left of the
midline. Delicately and progressively push
the fingers inward past the liver until you
reach the limit of discomfort. Gently relax
the pressure so as not to create a guarding
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reflex. If you cannot reach the liver, get as
close as you can. Leave your left hand in
place, using it as an anchor point for the
stomach. With your right hand, backward
bend the patient by using the elbows. The
distance from the xiphoid to the umbilicus
is thus increased and the stomach is pulled
downward, lowering the cardia and pulling
the gastroesophageal junction out of the
thorax.

Repeat this technique 5-6 times until
pain is reduced. In a few sessions, the tissues
of the gastroesophageal junction will recover
their natural distensibility. Since the cardia
faces downward and to the left, stretching
of the thorax upward and to the right will
increase the efficiency of the technique.

A variation of this technique is per-
formed in the same position (lllustration
3-5). Place both hands in the abdominal
position and apply movements of the fin-
gers downward and slightly anteriorly. Move
the fingers from top to bottom to reach the
areas (there are usually three or four) which
feel tight. With thin and supple patients you
can perform this technique with the fingers
very high up, underneath the left extremity
of the liver (which is anterior to the stom-
ach), against the gastroesophageal junction.

RECOIL

A hepatic recoil technique is very helpful
in treating gastroesophageal restrictions.
It is also performed in the seated position.
Establish a pressure point under the liver,
with the two hands near the attachments
of the left and right triangular ligaments.
Push the liver posterosuperiorly, release it
quickly, and repeat the movement 3-4 times.
Initially, this movement will be painful as
it goes toward the lesion, but the pain will
progressively disappear. This very effective
technique frees the connective fibers around
the gastroesophageal junction which affect
the liver.
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GENERAL INDUCTION OF
THE LIVER

In my opinion, this is the most effective
technique for freeing the gastroesophageal
junction. As we have seen above, the liver
is located anterior to the junction and the
two are closely linked to each other. The
purpose of this technique is to lift the liver
in order to free all the fibers of the gastro-
esophageal junction.

Have the patient sit in front of you.
Place the fingers of your right hand under
the liver, facing the right triangular ligament,
and the fingers of your left hand facing the
left triangular ligament. Directly lift the liver
to stimulate the mechanoreceptors of its at-
tachments. This maneuver should not cause
any pain. Slightly let go of the liver and let it
move in the direction of the listening, while
exaggerating the movement. You will fre-
quently feel how the liver actually changes
its position. If that happens, the gastro-
esophageal junction immediately recovers
its mechanical harmony with the liver, caus-
ing high hopes for a positive outcome.

INDUCTION OF THE CARDIA

For an induction technique of the cardia,
place the patient in the seated position. Put
one hand posteriorly at the level of the 11th
left costovertebral articulation, and the other
anteriorly on the 7th left costochondral car-
tilage. Initially, the anterior hand presses on
the thorax in the direction of the posterior
hand, and both hands move slightly inferi-
orly. Sometimes there are also slight lateral
movements. The hands work in concert, and,
as the tissues begin to release, you will feel a
separation between the hands, signaling the
end of manipulation. This technique has a
passive aspect (the induction consists of fol-
lowing the tissues), but you also move your
hands actively toward the cardia. The tech-

RECOMMENDATIONS

nique seems to act above all on spasms of
the gastroesophageal junction and is a very
powerful treatment for all the attachments
in the area (including those of the pericar-
dium, pleura, stomach, and liver). You can
also perform this technique with the patient
in the supine position, which is less work for
you but not quite as effective, since the pull
of gravity toward the feet is not utilized.

Recommendations

When dealing with a particularly fibrosed
gastroesophageal junction which is limited
by the left hemidiaphragm, try stretching
the psoas. Such stretching has a pronounced
effect on a hiatal hernia. There are many ef-
fective ways to stretch the psoas. I prefer ei-
ther the prone or lateral recumbent position,
where one hand stabilizes the sacrum and
pelvis while the other extends the thigh.

For greatest effectiveness, these tech-
niques must be performed in a specific
order:

« Free the areas of attachment of the liver.

« Free the pylorus and the stomach (fun-
dal area).

« Free the gastroesophageal junction.
« Perform a general induction of the liver.

« Manipulate major skeletal restrictions
which persist, particularly those of the
costochondral articulations.

« Use the induction technique for the car-
dia described above.

« Normalize cranial restrictions.

This sequence allows the successive
elimination of all vertebral and cranial re-
strictions which are reflexive in nature, and
enables you to concentrate on those which
are most primary.

Beware of these symptoms: rapid weight
loss, dysphagia, blood-stained regurgitation,
left supraclavicular nodes, or subcutaneous
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emphysema. Any of these may indicate ma-
lignancy or some other serious condition.

In cases of hiatalhernia or esophageal reflux,
the patient should be advised as follows:

Do not go to sleep immediately after a
meal.

Do not wear tight belts or clothing.
Sleep on a fairly high pillow.

Avoid staying in a forward bending or
reverse Trendelenburg position.

Sleep with the head and upper thorax
on a pillow.

Do not hold the arms in the air and
head tilted back for a long time.

« When straining, try to hold onto the
lower part of the ribs with the hands.

+ Avoid constipation. Be careful about eat-
ing oranges, chocolate, coftee, tea, alco-
hol, fats, vinegar, mustard, and tobacco.

These foods may, however, be well toler-
ated depending upon the hour of ingestion.
For example, oranges are better tolerated
at the beginning of a meal. Chocolate and
alcohol should be especially avoided in the
evening before going to bed. Other foods
may be toxic in specific combinations or
depending on specific physiological condi-
tions. Female patients should avoid all these
foods just before menstruation because of
the hormonal effects on the gastroesopha-
geal junction.
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4. [ The Stomach and Duodenum

I HAVE SEPARATED the discussion of the
stomach from that of the gastroesophageal
junction purely for didactic reasons. The
cardia and gastric fundus are integral parts
of the stomach. Naturally, their mechanical
conflicts (see Chapter 3) are also applicable
to this chapter.

Physiology and Anatomy

The stomach is drawn toward the diaphragm
as if by a magnet and is flattened underneath
it. Forces associated with respiration pull
the fibers of the cardia, cardiac notch, and
gastric fundus upward and slightly toward
the back. The stomach’s superior attachment
system is essentially represented by the gas-
trophrenic ligament which is often overuti-
lized and becomes fibrosed, thereby exerting
too great a tension on the gastric mucosa
and muscles into which it is inserted.
Pressure immediately below the dia-
phragm is around -5cm HZO, but increases
rapidly toward the central abdomen, up to
+ 10cm near the umbilicus. Thus, within a
few centimeters, the pressures exerted on
the stomach are reversed. If the superior at-
tachments and the portion of the stomach
next to the diaphragm become irritated,

swollen, etc., transmission of these pressures
via the diaphragm is disturbed. The negative
pressures adjacent to the diaphragm become
positive and mechanical conflicts inevitably
result.

The stomach is contiguous with the left
hemidiaphragm, which is more fibrous an-
teriorly and receives most of its innervation
from the phrenic nerve, which also receives
sensory information from the peritoneum to
which it is attached.

The stomach leaves a large impression
on the left lobe of the liver, both organs
being connected by the lesser omentum.
Because of this interdependence, the two
organs must always be considered together
in diagnosis and treatment.

Via the diaphragm, the stomach has a
relationship with the heart and its cover-
ings, as shown by the: common occurrence
of lower chest pain originating with the
stomach but perceived near the heart. The
lungs and pleurae are also attached to the
diaphragm. Thus, pulmonary pathologies
can affect the stomach via the diaphragm.

The area where the anterior surface of
the stomach is in direct contact with the
anterior abdominal wall is called Labbe’s
triangle. This triangle is bounded inferiorly
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by a horizontal line through the lower edge
of the cartilage of R9, laterally by the costal
margin, and on the right by the liver. Listen-
ing usually takes place between the liver and
the left costal margin. Traube’s semilunar
space is found in the left anterior part of the
lower thorax. This space is bounded medi-
ally by the left side of the sternum, superi-
orly by an oblique line going from the sixth
costal cartilage to the lower aspect of R8-9,
and inferiorly by the costal margin. In this
space there are no vibrations which can be
felt with palpation, and respiratory noises
can be heard with auscultation.

Restrictions of the costovertebral articu-
lations are pathogenic for the stomach. Ma-
nipulation of the stomach without adjust-
ment of such restrictions is not a complete
treatment. Osteopaths are always conscious
of vertebral articulations but often forget the
costovertebral articulations, which, in my
opinion, are equally (or possibly more} im-
portant. As with the other viscera, dysfunc-
tions of many distant parts of the body may
affect the stomach. Specifically, the clavicle
and the first and second sternocostal articu-
lations are often involved.

The stomach is protected against chemi-
cal, mechanical, and (particularly) thermal
damage by a mucous membrane. For ex-
ample, most people are able to drink coffee
at temperatures of 50-70°C, more than the
maximum temperature that the skin can
support. Paradoxically, the stomach is bet-
ter at withstanding this type of abuse than
it is at handling stress-related reactions. It
is likely to be irritated when acid and basic
secretions are present simultaneously (or
serially); ulcers are often found in these
cases. When the stomach is distended, the
pylorus secretes the hormone gastrin. (Gas-
tric evacuation increases when the ileum is
active or externally stimulated, which allows
us to utilize certain techniques applied to
the ileum for treatment of the stomach.
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The upper part of the stomach is cholin-
ergic (i.e., stimulated by acetylcholine from
autonomic nerve fibers). Mechanoreceptors
in the stomach, when excited, release gas-
tric secretions such as HCl which, in large
quantities, can become toxic. Cholinergic
reactions of the fundal area may be involved
in some stomach pains and diseases of me-
chanical origin. Contrary to popular belief,
practically no iron is absorbed in the stom-
ach. However, HCl and an “intrinsic factor”
secreted by the stomach lining are essen-
tial for absorption of vitamin B12, which is
needed for red blood cell formation.

The pylorus prevents reflux into the
stomach when the pressure in the superior
duodenum increases, and brings large par-
ticles back toward the stomach for more
mechanical digestion. When the pylorus is
open {e.g., when the stomach is empty), it is
located to the left of the midline; when the
pylorus is contracted (or the person is ner-
vous and tense), it is to the right. 1 believe
that the pylorus, like the gastroesophageal

junction, may act as a sphincter, although

few gastroenterologists would agree with
me. 1 must admit that, seen from the inside,
it does not resemble a sphincter. During
several experiments using fiber optics, I no-
ticed that it is nearly always open. However,
it is in fact a contractile muscular structure
with a few circular fibers. If these remain
contracted, they can cause pyloric spasimis
which can be easily felt externally. For this
reason, I consider the pylorus as having
sphincter-like reflexogenic properties.
When the pyloric area is mechanically
distended or exposed to an alkaline solution,
gastrin is secreted. Gastrin has the effect of
increasing gastric acid and peptic secretions,
gastric and intestinal motility, exogenous
pancreatic secretions, biliary output, and
tonus of the gastroesophageal junction.
Slight mechanical disturbances or
spasms may cause major physiological dis-
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orders. Finding and treating a pyloric re-
striction sometimes gives us unexpectedly
great results. Remember that 55% of duode-
nal contractions take place when the antral
region contracts or is stimulated. This gives
the pylorus a major influence on the duo-
denum. During digestion, the pylorus allows
transit from the stomach to the duodenum
approximately three times per minute.

Anatomy of the duodenum has been
described previously (Visceral Manipula-
tion, pp. 103-104). The four portions of the
duodenum, leading from the stomach to the
large intestine, will be referred to here as the
superior, descending, inferior, and ascending
duodenum respectively.

Pathology

The most common general symptom of
stomach and duodenal dysfunction is epi-
gastric pain. This will be discussed at length
below, in the sections on ulcer, cancer, and
prolapse. Here we will cover a number of
systemic symptoms relating in various de-
grees to the stomach. They should be well
understood before manipulation of the
stomach is considered.

Aerophagy (swallowing of air), abdomi-
nal distention, and flatulence are symptoms
(not diseases) accompanied by diverse in-
dispositions. They may be associated with
compulsive belching after swallowing air
(also known as swallower’s twitch), gastric
atonia or hypotonia, or pyloric spasms.
These symptoms may result from dyspepsia,
prolapse, ulcer, neoplasms, etc., or disorders
of other organs (e.g., cholecystitis, appendi-
citis, angina pectoris, hepatic insufficiency,
etc.). One could even say that they exist with
each of these illnesses and that you cannot
use them as conclusive evidence to diagnose
any one of them.

PATHOLOGY

Vomiting

Vomiting caused by stomach pain im-
mediately relieves that pain. It is often pro-
voked in cases of hypersthenic or ulcerous
stomach disorders, and is often acidic. For
projectile vomiting without nausea, malaise,
anxiety, or faintness, one must consider di-
rect stimulation from the medulla resulting
from endocranial hypertension (tumor, ab-
scess, meningitis, etc.). Aqueous vomiting,
made up of nearly pure gastric juices, is very
acidic and accompanied by intense pyrosis.
It is found with hyperchlorhydria and ulcers
with significant acid secretion. Mucous and
stringy vomiting is the classic early morning
vomiting of viscous secretions observed in
alcoholic gastritis.

Odorless vomiting of intact food sug-
gests an esophageal diverticulum. Vomiting
of acidic and burning partially-digested food
with a sour smell, on the other hand, sug-
gests hyperchlorhydria. Delayed vomiting of
little-digested food indicates a reduction in
gastric juice secretion, whereby the bolus is
inadequately digested. Very delayed vomit-
ing involves remnants of food ingested one
or more days before and suggests a stenotic
disorder of the pylorus. Recent physiological
studies show that food can take up to five
days to pass through the digestive system.

Vomiting of bile is often found in gastric
pathologies when the patient has already
vomited his gastric contents, and thereafter
vomits a green liquid which is made up of
vesicular bile and then of hepatic bile which
is pale yellow. With vomiting of blood, you
must make the proper studies to be sure that
it is of gastric (and not respiratory, esopha-
geal or duodenal) origin.

Bleeding

A gastric ulcer involves abundant hemor-
rhaging of bright red, fresh blood. With a du-
odenal ulcer, there is hematemesis (vomiting
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of blood of all origins), always followed by a
significant melena (anal evacuation of black
blood, which looks like tar, mixed with the
stools). With cancer, there are small repeat-
ed hemorrhages of black (occasionally red)
blood which has been more or less digested.
If melena is abundant, one must consider a
pyloric or duodenal ulcer which evacuates
by the intestinal route. Discrete or repeated
melena suggests small hemorrhages from an
ulcer. However, copious melena may reflect
a neoplasm or, more rarely, gastritis result-
ing from a hiatal or diaphragmatic hernia.

GASTRIC PROLAPSE

There are, essentially, two types of mechani-
cal gastric pathology. The superior type in-
volves the movement of part of the stomach
into the diaphragmatic opening through
which the esophagus passes (see Chapter
3). The superoinferior type is illustrated in
the case of a gastric prolapse. This is really
more a case of excessive lengthening of the
stomach than of a true prolapse, in which
the fundus is no longer contiguous with the
diaphragm (very rare). I use the term here
because of its common usage. Traditional
gastroenterologists do not generally consider
gastric prolapses pathological. I believe that
this view comes from paying insufficient
attention to the functional aspects of the
body. To be sure, some prolapses remain
asymptomatic, but others produce obvious
dysfunction, especially when gastric mobil-
ity is affected. I believe that the difference is
in this mobility itself, i.e., prolapses without
disturbance of mobility are often asymptom-
atic, while those with disturbance of mobil-
ity are likely to be pathological.

The upper part of the stomach is drawn
upward by the diaphragm and the lower
part downward by gravity (lllustration 4-1).
With age, the organs tend to slide down-
ward; movement of even a few centimeters
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is enough to alter the pressures which affect
the stomach.

ILLUSTRATION 4-1

Pressures on the Stomach

As noted (Chapter 3), pressure adjacent to
the diaphragm is negative (approximately
-5cm H,O), but increases quickly to +5 to
10cm H,O in the superior fundal region and
+10 to 15cm H,O at the level of the umbi-
licus. Pressures may increase further below
the umbilicus, from +20 to 30cm H,O at the
junction of the abdomen and pelvis. Clearly,
the superior and inferior extremes of the
stomach are subject to different pressures
and mechanical restrictions. Movement of
the inferior part downward, past its normal
anatomical limits, results in stretching of all
the mechanical structures which attach to
it.

There are various causes of gastric pro-
lapse. The tension of pleural and pulmonary
tissues diminishes with age and disturbs the
balance of abdominal pressures. The greater
omentum and small intestine move gradu-
ally downward, pulling the stomach with
them. This type of prolapse often involves
the mesenteric root following a line going
from the ileocecal junction to the umbilicus.
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Look carefully at your patients and you will
note this phenomenon. With age, the tissues
of the abdominal wall lose their tonicity,
elasticity, and extensibility. Acquired kypho-
sis (exaggeration of the normal curve of the
thoracic spine) can also contribute to gastric
prolapse, in a manner analogous to that of a
tie which moves down as you lean forward.

Pregnancy and childbirth are also fre-
quent causes of gastric prolapse. Increases
of abdominal pressure may be involved, but
the major causes are hormonally-induced
hypotonus of the supporting tissues and the
processes of labor and childbirth. Delivery
which takes place too quickly and which
is carried out via heavy-handed obstetrical
techniques such as artificial hormonal in-
duction, without taking the natural uterine
contractions into consideration, is very likely
to cause prolapse of the stomach, as well as
of other organs (kidneys, bladder, uterus). I
have been struck by the high number of gas-
tric prolapses seen in postpartum patients.
Fortunately, however, they often resolve
themselves.

Uterine retroversion is so common (Vis-
ceral Manipulation, p. 178) that one forgets
that it can affect other visceral articulations.
It leaves a space which the greater omentum
and small intestine tend to fill up, taking the
stomach with them. The perineum (play-
ing the role of an inferior diaphragm) and
certain pelvic muscles (e.g., internal obtura-
tor) loosen after pregnancy and uterine ret-
roversion. This allows all the organs of the
digestive and urogenital systems to move
downward.

Abdominal scars, whether of surgical,
traumatic, or infectious origin, contribute to
the destabilization of good visceral disposi-
tion.

Predisposing factors listed for hiatal
hernia and esophageal reflux in the previous
chapter may contribute to gastric prolapse
as well. Depression and other debilitating

PATHOLOGY

illnesses, which may affect postural tone via
changes in connective tissues and muscle,
are also possible factors.

Some stomachs are congenitally pro-
lapsed. I have seen children in whom the
stomach reached the level of the pubis.
Often, congenital prolapse is better tolerated
than that which is acquired.

I cannot say that skeletal restrictions are
causes of prolapses, but their existence does
affect gastric mobility. This can be utilized
when faced with the failure of manipulating
only the stomach itself.

Trauma from falls on the sacrum or coc-
cyx are more likely to affect dense organs,
such as the kidneys, but may also affect the
stomach. I believe that restrictions and even
prolapses of the stomach are more due to
effects on the sympathetic and parasympa-
thetic systems, which may also affect the
general tonicity of the stomach and contrib-
ute to gastric spasms.

There are also restrictions within the
stomach. This organ is like a water-filled
balloon inside another water-filled balloon.
Air in the stomach rises, forming a superior
air pocket. Liquids and solids, on the other
hand, collect at the bottom and often lower
the level of the pyloric antrum, a phenom-
enon which can be verified with barium
fluoroscopy. The stomach can be filled up
without any change in the pressure against
its walls. This is because as more is ingested,
the walls of the stomach expand, volume in-
creases, and pressure remains constant.

Given a certain density of food (e.g.
mashed potatoes), and bad ingestion habits
(fast eating without chewing), internal forc-
es exerted upon the stomach may become
excessive. After thousands of meals eaten
too quickly, the stomach may become dis-
tended more rapidly. I don't believe that this
is a major cause of prolapse, but it certainly
contributes.
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Symptowms

Among the symptoms of gastric prolapse
are the following:
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A constant sensation of heaviness in the
abdomen, which is worse after meals.

Deep inspiration increases the discom-
fort and produces a sense of malaise. I
believe that the discomfort is caused by
excessive stimulation of the vagus nerve
fibers supplying the cardia. Sometimes,
expiration can also be difficult.

A classic symptom is the need to loosen
the belt or some article of clothing while
eating.

Discomfort with straining (coughing,
defecation, etc.) is a frequent symp-
tom of prolapse. Stomach pain is often
wrongly diagnosed as gastritis (destruc-
tion of the stomach cells). I have found
through the objective means of endos-
copy that irritation and inflammation of
the gastric wall can occur without the
cellular damage necessary for a diagno-
sis of gastritis.

Pyrosis, esophageal reflux, and duodenal
reflux only accompany serious prolaps-
es.

Positional discomfort from the arms-up
or head-backward positions is common
to all prolapses. This is due to the gen-
eralized stretching of visceral ligaments
and membranes, and probably to stimu-
lation of the vagus and phrenic nerves
as well.

Commonly, the patient begins a meal
with normal appetite and suddenly is no
longer hungry.

Headache occurring at the end of a large
meal.

When gently shaking the abdomen, one
hears a sloshing sound like water being
stirred. If this continues long after in-
gestion of a meal, it signifies incomplete
emptying of the stomach.

« The stomach functions at a reduced
rate and the patient has the impression
of never having finished digesting. This
dyspepsia is accompanied by flatulence
and frequent belching, which are at-
tempts by the body to normalize gastric
pressure.

 The patient complains of vertebral and
rib pain focused around Té6.

« For relief, the patient deliberately induc-
es vomiting in order to empty the stom-
ach and thereby avoid the pulling in the
epigastric region due to a full stomach.
Vomiting also relieves headaches.

« The patient limits what he eats (because
he knows it causes discomfort) and con-
sequently loses weight. Anorexia is not
really the appropriate term in this situ-
ation as there is no psychological com-
ponent. The word "hyporexia” would be
more accurate.

+ Radiography may reveal a very long
stomach in the form of an egg-timer, the
pyloric antrum reaching the pubis (see
Hlustration 1-8).

 The patient assumes a position of for-
ward bending (more pronounced after a
meal or at the end of the day) in order
to shorten the distance between the gas-
tric fundus and the pyloric antrum. The
patient requires a pillow for sleeping.

« A typical patient is tall and slim (espe-
cially men) and with little muscle tone
(especially women).

OTHER DISORDERS

Stomach pains may be of muscular origin
(exaggerated stomach contractions and
spasms), mucosal origin (burning pain), ner-
vous origin (pain as in the above two types
accompanied by nerve pain from the celiac
plexus), or a combination.

Copyrighted Material



Functional dyspepsia may be of two types.
Hypochlorhydric dyspepsia is characterized
by:

« dry mouth with the sensation of an ob-
ject in the throat

« dysphagia, nausea, headaches, or an-
orexia

« belching, swelling, or distention

« discomfort or pain before or after break-
fast

« good general condition (nervous people
have sudden attacks)

« slow and laborious digestion accompa-
nied by a sense of sickness.
Hyperchlorhydric dyspepsia (often confused
with gastritis) is characterized by:

o gastric hypertonia
« painful and difhcult digestion

+ a burning sensation and sour or acid
belching after ingestion of sauces, spices,
fats, alcohol, or tobacco.

The distinction between the two types of
dyspepsia is for convenience only. Clinical
experience has shown that the hypochlor-
hydric type can turn, in the space of several
days, into the hyperchlorhydric type and
vice versa. In reality, dyspepsia is merely a
syndrome which accompanies other illnesses
(e.g., neoplasms and appendicitis).

Chronic gastritis is a somewhat abused
term, used by some people to refer to a va-
riety of unrelated conditions characterized
by stomach pain. In fact, chronic gastritis is
a specific disorder characterized by inflam-
matory infiltration of the submucosal layers
of the stomach and atrophy and dysplasia of
the stomach lining. It is a syndrome which
may accompany other disorders, includ-
ing cancer, anemia, polyps, pituitary gland
dysfunction, Sjogren’s syndrome, etc. It may
also be associated with excessive consump-
tion of nitrosamines (in pork or sausages),

alcohol, or non-steroid anti-inflammatory
drugs, or with duodenal reflux or pernicious
anemia. Its symptoms include nausea, rapid
loss of appetite on eating, anorexia, vomiting
or gastric distention after eating, dyspepsia,
bad breath, disagreeable taste in the mouth,
and back pain.

Antral gastritis is an antral deformation
caused by concentric stenosis, in which the
antrum is edematous, hypertrophic and hy-
pomobile.

Duodenal reflux is very frequent in
people who drink and smoke. One also finds
it in association with restrictions of the py-
lorus or superior duodenum, ulcers, or sur-
gery on digestive organs. It produces gastri-
tis with atrophied antral mucosa, and may
favor development of an ulcer at the acid-
alkaline junction at the level of the lesser
curvature. I believe that gastric prolapse can
produce this problem through liquid aspira-
tion (a type of reflux) caused by an imbal-
ance of intragastric pressures. However, this
is merely conjecture based on my clinical
observations.

Hypertrophic pyloric stenosis is an un-
common condition in adults, often associ-
ated with peptic ulcer near the pylorus. The
pylorus is lengthened and stenosed, causing
obstruction or retention of the bolus. Some-
times an infiltrating tumor in this area has a
similar presentation. In benign conditions,
osteopathy is most effective. Another sign is
the observation of an abnormal peristalsis
which reveals a pyloric obstacle. I occasion-
ally see cases of pyloric stenosis in children.
However, I only see mild cases, as more se-
rious ones require surgery. As a diagnostic
test, place the child in the supine position,
give him a bottle, and observe the abdomen
while standing to the right. With pyloric
stenosis, you will see the peristaltic waves
moving from left to right across the top of
the abdomen. Their frequency and ampli-
tude will increase as ingestion continues. At
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some point, projectile vomiting will occur.
Briefly, you will be able to feel the deep py-
loric mass, the size of an olive, in the right
hypochondrium. The vomiting takes place
when stenosis becomes significant. I have
treated several cases successfully when the
pylorus was only fibrosed and in spasm,
rather than completely stenosed. With adult
stenoses due to ulcers, neoplasms, or adhe-
sions, antral dilatation is possible.

ULCER

Gastric ulcer is less frequent than that of
the duodenum and typically affects men
between 45 and 55 years of age. It is found
most commonly on the lesser curvature and
the antrum, and results from some defect
in gastric mucosal resistance, or mucosal
injury. The stomach is hypermobile and
produces excessive secretions. Symptoms
include dyspepsia and postprandial nausea.
The pain/feeding/relief cycle takes place
but is much less predictable than in duo-
denal ulcer; often, eating actually increases
the pain. There is also less nocturnal pain
than with a duodenal ulcer. It is difhicult to
establish the diagnosis, and difhcult to dis-
tinguish benign from precancerous ulcers,
except by a combination of radiography and
endoscopy.

Duodenal ulcers are a common afflic-
tion, found in 6-15% of the population in
the United States and representing approxi-
mately 75% of all ulcers. It is slightly more
common in males, and the incidence is
highest for men in their late 30s and early
40s. This type of ulcer is usually found in
the transition zones between the fundal/
antral or antral/duodenal mucosa. In one-
third of the cases, duodenal ulcers are as-
sociated with gastric ulcers. Acid secretion
is more abundant than with a gastric ulcer
(men secrete more than women) and dimin-
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ishes after 50 years of age, which explains
why this disorder is more common in the
younger age groups.

Causes include hypersecretion of gas-
tric juices (notably during nocturnal vagal
activity); genetic, emotional, and endocrine
factors (hyperparathyroidism increases the
chance of ulcer formation ten-fold); cirrho-
sis, pancreatitis, and chronic lung disorders;
iatrogenic factors (e.g., use of anti-inflamma-
tory drugs); pancreatic or duodenal reflux;
costovertebral restrictions; and seasonal
rhythms (equinoctial increases in pain are
well known). There are also more curious
rhythms. Often, for example, pain reappears
every five years without apparent explana-
tion. In my opinion, these phenomena un-
derscore the importance of gastric depen-
dence on the endocrine system.

Many ulcers, perhaps 20-30%, are asymp-
tomatic. The most common symptom is epi-
gastric pain that is burning or gnawing in
nature (it can also be boring, aching, or
vague). Typically, the pain occurs 1.5 to 3
hours after eating and is relieved within a
few minutes by ingestion of food. An ex-
ception to this is sugar, which often makes
the pain worse, especially when eaten on an
empty stomach. The pain frequently awakens
the patient between 2 and 4 a.m., and oc-
casionally occurs just before breakfast. The
pain is usually on the midline and may radi-
ate mildly to the right. These patients often
experience alternating constipation and di-
arrhea as well as regurgitation and frequent
belching. Weight loss is rare because the
patient eats a lot to alleviate the pain.

Major complications of a duodenal ulcer
include perforation, which often happens on
the anterior side of the duodenum. Pain is
sudden, intense, and continuous, and is epi-
gastric or slightly to the right, with possible
radiation to the clavicles. The stomach is im-
mobile because of a defensive contraction.
Abdominal palpation, therefore, is difficult
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or impossible. The rectal exam is painful
as the gastric juices collect in the Douglas
pouch. There is the possibility of confusion
with appendicitis or peritonitis. In addition,
an ulcer can cause hematemesis, melena, or
fainting (which may signify the loss of 1-1.5
liters of blood). In 20% of hemorrhage cases
there have been no prior symptoms. This
is one good reason for taking the patient’s
arterial pressure before manipulation. If sys-
tolic pressure is too low, always consider a
bleeding ulcer.

An ulcer can sometimes be localized
based on the area of projected pain, as fol-
lows (Dousset, 1964): epigastric (ulcer of
the lesser curvature); xiphoidal (ulcer of the
cardia); right subcostal (pyloric or duodenal
ulcer); left subcostal (ulcer of the greater
curvature or the pyloric antrum); thoracic
or lumbar (posterior ulcer). This topography
is not always accurate or reliable, but 1 do
find it interesting.

Alternatively, the ulcer can be localized
on the basis of time and circumstance, as
follows: at the beginning of a meal (simple
stomach pain or gastritis); cramps when
fasting calmed by food intake (gastric hy-
persecretion); hunger pains calmed after a
meal (pyloric or duodenal ulcer); pain 1-2
hours after the meal, calmed by food intake
(hypochlorhydria with or without an ulcer);
pain about 3-4 hours after the meal (low-
placed ulcer, juxtapyloric or duodenal).

The general time of occurrence of the
pain is also of diagnostic importance. Cycli-
cal pain is usually from ulcers. In cases of
pain occurring without any known precipi-
tant and in no particular cycle, cancer must
be considered and ruled out. Positional
pain or that occurring after a hastily-eaten
meal is often due to gastric prolapse. Reflex
stomach pain, accompanying pain in other
areas, is probably due to other pathologies
such as those involving the gallbladder and
pancreas.

DIAGNOSIS

CANCER

Gastric cancer is twice as frequent in men,
especially those with type A blood. The
prevalence of this disease, fortunately, is
diminishing. Perhaps this is due to increas-
ing use of refrigerators, which lessen the
need for nitrosamines as food additives.
Over 90% of gastric cancers are carcinomas,
found most commonly in the antrum and
lesser curvature of the stomach. Symptoms
of gastric cancer are: anorexia with particu-
lar distaste for meat and fatty foods; weight
loss, general fatigue, anemia, and yellowish
complexion; abdominal malaise, diarrhea,
and low grade fevers; hepatomegaly, nodular
liver with parietal induration which adheres
to neighboring formations; and enlargement
of the left supraclavicular lymph nodes and
left pectoral node. In my experience, any
patient complaining of alternating diarrhea
and constipation accompanied by epigastric
pain should always be examined carefully
for gastric cancer.

Diagnosis

In general listening with a stomach restric-
tion, the patient goes into forward bending,
the chin practically resting on the sternum.
With restriction of the pyloric and duodenal
regions, this forward bending is accompa-
nied by a slight right sidebending which fin-
ishes with a very slight left rotation. General
listening gives only approximate results, and
must be completed by local differential di-
agnosis.

LOCAL DIFFERENTIAL DIAGNOSIS

This is performed with the patient in the su-
pine position. Place the palm of your hand
over the umbilicus, the middle finger on the
midline, fingers slightly apart (/llustration
4-2). For the stomach (arrow 1), your en-
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ILLUSTRATION 4-2

Local Differential Diagnosis:
Stomach

1.Stomach
2. Pylorus
3. Duodenum

ILLUSTRATION 4-3

Local Differential Diagnosis:
Duodenojejunal Flexure

1. Duodenojejunal flexure
2. Left kidney
3. Pancreas

tire hand moves upward and to the left, the
palm tending to go toward the lower costal
margin. For problems of the greater curva-
ture, the hand moves into slight supination
(or for the lesser curvature, into pronation),
the index finger resting on the lateral edge
of the midline. With a prolapse, the palm
is drawn toward the pubic region. For the
gastroesophageal junction, the middle fin-
ger moves toward the xiphoid process and
goes past it, the palm moving toward the xi-
phoidal angle. For the pylorus (arrow 2), the
thumb is drawn toward the superior part of
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the midline below the xiphoid and moves
slightly to the left or the right of the midline
depending upon the position of the pylorus.
It may seem strange to separate the pylorus
and the duodenum, but my experience has
shown that for ulcers and duodenitis, the
hand is drawn to the descending duode-
num (arrow 3), and, notably, the sphincter
of Oddi (possibly reflecting the role of bile
in ulcer formation), in spite of the fact that
more than 95% of duodenal ulcers occur in
the superior duodenum. The hand moves
to the right, the thumb pushing onto the
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sphincter of Oddi’s projection 2-3cm above
the umbilicus, on a line connecting the um-
bilicus to the nipple or mid-clavicle. Ulcers,
particularly those of the stomach, may at-
tract the hand directly and rotate in a man-
ner similar to the sphincter-like areas.

For restrictions of the duodenojejunal
flexure (lllustration 4-3), the hypothenar
eminence fixes itself upon the anterior pro-
jection (which is symmetrically opposite
that of the sphincter of Oddi) and moves
deeper until it feels a round mass (arrow 1).
For the left kidney (arrow 2), the hand car-
ries out approximately the same movement
as described above. However, it remains
closer to the umbilicus and goes much
deeper posteriorly. Mistakes are commonly
made between the duodenojejunal flexure
and the left kidney. For the right kidney, the
hand is laterally drawn to the right of the
umbilicus. It goes past the projection of the
sphincter of Oddi and moves posteriorly,
while at the same time being subtly drawn
toward the thorax if the kidney is in place.
For restrictions of the pancreas (arrow 3),
the thenar eminence moves toward the pro-
jection of the sphincter of Oddi, the hand
rotating clockwise until the middle finger
makes a 30° angle with the transverse plane
perpendicular to the midline at the level of
the umbilicus (i.e., a 60° angle with the mid-
line itself).

I cannot review all the situations in
which nearby organs confuse or falsify di-
agnosis. You must learn to recognize “red
herring” noises or attractions which have no
diagnostic import. Common examples are
the stomach’s air pocket and the cecum.

If your listening tests suggest a stomach
prolapse, confirm this by creating an inhi-
bition point on the lower part of the stom-
ach, pushing it slightly upward. In the case

of a prolapse, this inhibition of the stomach
will stop the prolapse feeling on listening.
The stomach’s air pocket is a physiological
phenomenon and contributes to maintain-
ing the cardiac notch. Sometimes, for trivial
reasons (emotion, eating in a hurry, etc.), it
enlarges and consequently interferes with
your listening. In this case, with your free
hand, gently compress the inferior left costal
margin. This is sufficient to remove the ir-
relevant “noise” For example, let’s say your
hand is being drawn upward, and you hesi-
tate between implicating the pylorus or the
gallbladder. Inhibit the anterior costal pro-
jection of the gallbladder; if your hand con-
tinues to be drawn upward, you can assume
that there is a problem with the pylorus.
Alternatively, inhibit the pyloric projection,
which should stop the attraction of your
hand. Following ulcers, zones of fibrous scar
tissue often develop on the lesser omentum,
greater omentum, or duodenum. Local lis-
tening will allow their detection.

A gastric recoil technique should en-
able you to differentiate between injury to
the attachments vs. the mucosa of the stom-
ach. With the patient in the seated position,
place yourself behind him, insert your fin-
gers under the left costal margin, and bring
the gastric fundus upward and slightly to
the right. At the extreme of this movement,
suddenly release the pressure. If the patient
feels pain when you compress the stomach,
it means that the mucosa is irritated. If the
pain occurs during recoil, the attachments
(gastrophrenic ligaments, lesser omentum,
etc.) are injured. Generally speaking, the pa-
tient will be sensitive to both these actions.
Make him clearly explain the sensitive point;
this way he can indicate to you the zone to
be manipulated. Recoil can create sensitiv-
ity (and a feeling of nausea) at the level of
the gastroesophageal junction because of
stretching of the vagus nerves.

As for hiatal hernias (Chapter 3), there is
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an aggravation technique to test for gastric
prolapse. Place yourself behind the patient
(who is seated and leaning forward) and
again insert your fingers under the anterior
left costal margin. Bring the fingers slightly
upward to collect part of the stomach which
you then push downward, toward the um-
bilicus. With a prolapse, the patient will feel
the symptoms he knows only too well, ac-
companied by a feeling of malaise. For the
relief technique, in the same position, gently
bring the stomach upward and maintain it
there. It is very important to do this gently
because these patients often also have hiatus
hernias and too vigorous an upward motion
could exacerbate that condition. The patient
often carries out this relief movement sub-
consciously.

To manifest a gastric problem, exert
compression on the posterior angle of R6
or on the corresponding left costovertebral
articulation. For duodenal problems, the
compression should be done slightly to the
right of the midline. The patient will feel
some difficulty in breathing and an onset or
increase of stomach pain. In an alternative
backward bending technique, the patient
sits with both hands behind the neck. Place
yourself behind him and take both elbows,
pulling them into passive backward bend-
ing. This technique stretches the stomach
fibers and irritates points of restriction. In
the case of a duodenal problem, the patient
will feel discomfort slightly to the right of
the midline and will usually try to oppose
the movement.

Gastric problems often prevent ade-
quate respiration, mostly of the left hemidia-
phragm. In the characteristic relief position
of the ulcer sufferer, the patient holds him-
self in forward bending, the left shoulder
downward and slightly forward. If the injury
is duodenal, the right shoulder is slightly
lowered. Gradually, as mealtime approaches,
this position is accentuated. While sleeping,

he requires a fairly high pillow (to avoid
stretching the stomach fibers) and prefers
the right lateral decubitus position with the
knees against the chest.

ASSOCIATED SKELETAL
RESTRICTIONS

Problems exclusively of the stomach tend to
create lower left cervical restrictions, where-
as injuries to the pylorus or duodenum give
bilateral restrictions, often more evident on
the right. In more severe cases, one finds
an effect on C7/T1 and R1. The 6th left
costovertebral articulation is the epicenter
of stomach-related restrictions for this re-
gion. For problems with the duodenum, the
restrictions are one level lower (at T7 and
R7). These are initially on the right, but later
extend to both sides. There are seldom lum-
bar vertebral restrictions with pure gastric
problems, but more often so with duodenal
injury.

Left glenohumeral periarthritis is less
common on the left than on the right and
can be manifested with the glenohumeral
articulation test (Chapter 1). If the action
of slightly bringing the stomach upward im-
proves shoulder movement, you can assume
there is gastric reflex injury to the shoulder.

OTHER DIAGNOSTIC
CONSIDERATIONS

Minor gastric disorders or inflammation
have little effect on the Adson-Wright test,
probably because there are relatively few ad-
hesions with surrounding tissues. However,
with antropyloric injury resulting from ulcer,
the test is generally positive on the left. With
injury of the duodenum, it can be positive
on the right. You can perform this test in
order to confirm the stomach’s participation.
When there are significant gastric problems,
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the systolic pressure will be slightly lower on
the left.

Other restrictions seen in association
with those of the stomach include:

« Left cervical/brachial neuralgia which is
due to irritation of the brachial plexus
and particularly of the median and radi-
al nerves. A typical example is a patient
with a stomach ulcer. His entire nervous
system is hyperactive and irritated. The
innervations of the forearm are in a
constant state of stimulation so that one
extended physical activity, such as play-
ing tennis or doing construction work,
can very quickly trigger tendonitis. The
patient would never be able to figure out
the relationship between the two disor-
ders. That is one of the reasons why I
prefer “manual” tests to “oral” ones, i.e.,
[ prefer palpating to interviewing the
patient.

« Headache (most often on the left, fol-
lowing the rhythm of gastric peristalsis)

« Lower chest pain (less frequent than
with hiatal hernia)

« Problems of bile transit, which begin
with extrahepatic biliary problems
caused by spasm or restriction of the
descending duodenum, whose tension
then disturbs flow from the pancreas
and gallbladder. All excretory orifices
need good openings for passage of the
secreted liquids. At the level of the
sphincter of Oddi, nearly three liters per
day of secretions from the pancreas and
gallbladder should be able to enter the
descending duodenum. An imbalanced
tension prevents satisfactory opening
of the sphincter and circulation cannot
take place normally. These digestive flu-
ids then stagnate, irritate their channel,
and cause dyspepsia.

TREATMENT

Treatment
INDICATIONS

The stomach is an organ for which many
problems can be resolved by appropriate
osteopathic manipulation. A stomach which
is dysfunctional and in pain loses its mo-
bility and motility; it becomes “frozen” to
avoid pain and also because of the fibrosed
tissues adhering to it. The posterior part of
the stomach, cardia, or pylorus may be fixed
to nearby structures. The stomach may also
suffer from contractions, usually focused
around the antropyloric area. I believe that
any gastric injury can benefit from osteo-
pathic treatment. The mechanical problems
usually involve gastric secretion and general
digestive circulation.

LOCAL TREATMENT

Gastric prolapse

For local treatment of gastric prolapse, place
the patient in the seated position, and apply
subcostal pressure. Place the fingers slightly
to the left of the midline and direct them
posterosuperiorly and very slightly to the
right. Relax the pressure and repeat this
about ten times. Then leave your fingers in
the upper position and bring the patient’s
entire thorax posterosuperiorly to increase
stretching. This is the opposite technique
to that for hiatal hernia. I have performed
this technique under fluoroscopy, and once
obtained superior movement of 15cm for a
pyloric antrum which had descended to the
level of the pelvis.

Everywhere [ go, people ask me, “What
is the point of lifting a stomach, and does
it always remain in place?” The osteopath-
ic concept of mobility is relevant here. A
“lifted” stomach does not, in reality, stay in
a superior position, but, on the other hand,
never returns to its original position; I have
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confirmed this many times. More impor-
tantly, the stomach regains its mobility and
no longer opposes diaphragmatic move-
ment. Through release of the diaphrag-
matic attachments, the muscle and nerve
fibers supplying the stomach are stretched
less. A prolapsed stomach means that the
whole mass of digestive organs is prolapsed.
This phenomenon triggers vasoconstric-
tive reflexes. The disturbed local circulation
(particularly bad venous circulation) causes
abdominal pain and digestive problems. Re-
sults from visceral manipulation are usually
very good in such cases.

Recoil

Recoil can be used when the stomach is un-
usually sensitive and prolonged pressure is
painful. When utilizing recoil, you must treat
all parts of the stomach that require work. It
may be necessary to shift the focus of your
pressure so that you can work on both the
left and right parts of the stomach.

Mobility

I would like you to review the different
techniques discussed previously (Visceral
Manipulation, pages 95-100). Here, 1 will
describe several direct techniques specifi-
cally directed to the superior attachments
of the stomach, which are very reflexogenic.
These techniques consist of mobilizing the
attachments on frontal, sagittal, and trans-
verse planes.

INDUCTION

Manipulation of the stomach mainly works
with the following two areas:

o Gastrophrenic attachments: For this
manipulation, have the patient assume
the seated position. Apply pressure to a
fairly large area of the superior part of
the stomach to pull it toward the dia-
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phragm. Then gently relax the pressure
below the diaphragm. This technique
comprises an induction of the stomach
first and of the thoracoabdominal region
second.

o Lesser curvature of the stomach: Place
the palm of the hand on the area attract-
ed by listening; stretch this area several
times to stimulate its mechanoreceptors
and then perform an induction. This is
the most efficient technique for treating
scar tissue from stomach ulcers. Gener-
ally, the palm slides toward the left.

When performing an induction of the duo-
denum, treating its descending portion
brings about the best results, especially with
respect to the sphincter of Oddi’s projec-
tion.

Have the patient assume the supine po-
sition and stand on the patient’s left side.
First, push the duodenum several times
toward the midline, which may cause some
tenderness. Then perform an induction.

This should be a standard technique for
treating:

« stomach ulcers and duodenal ulcers
« gastric and pancreatic reflux

+ problems with the exocrine functioning
of the pancreas.

DIRECT FRONTAL TECHNIQUES

Have the patient assume the right lateral
decubitus position, and stand behind her.
Place both hands on the left hemithorax,
with the palms below R5 and the fingers
over the anterior costal margin. Mobilize the
ribs in the direction of the umbilicus, gather
as much of the stomach as possible and put
it under the ribs, then stretch it obliquely in
a superolateral and posterior direction by
bringing your hands back toward you (Illus-
trations 4-4 and 4-5). Repeat this rhythmi-
cally, each time trying to gather more of the
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stomach, until you feel a release. You then
continue the technique by moving your
hands farther down the ribs and repeating
the movement.

Recoil can be performed when you have
carried the ribs as far as possible toward the
umbilicus. This is very effective because it
enables you to free all the soft tissues on
the left which surround the diaphragm, the
ribs, and the pleura. I often do this two or
three times when [ begin treating stomach
mobility. Alternatively, with the patient in
the seated position, sit on her right side
and surround her left hemithorax with both
hands (Illustration 4-6). Strongly press the

TREATMENT

ILLUSTRATION 4-4

Direct Frontal Technique
(Lateral Decubitus Position)

ILLUSTRATION 4-5

Direct Frontal Technique with
Double Lateral Pressure

ribs inferomedially while supporting the pa-
tient against you, and relax suddenly.

A sagittal technique with the patient
in the right lateral decubitus position is
also possible. Place your right thumb and
hand on the posteroinferior part of the
left hemithorax. The left hand is in front
of the thorax pressing on the 7th through
9th costochondral cartilages. The posterior
hand pushes the hemithorax forward while
the anterior hand brings it backward, and
then vice versa (lllustration 4-7). The gas-
trophrenic ligaments are thereby engaged.
Recoil consists of waiting until both hands
have moved as far as possible, and then re-
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{LLUSTRATION 4-6

Direct Frontal Technique (Seated Position)

leasing them simultaneously. This is an ef-
ficient and aesthetically pleasing technique
as your hands are working separately. When

ILLUSTRATION 4-7

Direct Sagittal Technique
(Lateral Decubitus Position)
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they are synchronized well, there is a per-
ceptible beneficial effect on the body.

The direct transverse technique is also
performed with the patient in the right lat-
eral decubitus position. Place both hands
on the anterolateral aspect of the left hemi-
thorax, fingers toward the midline, thumbs
toward the back. Both thumbs at the back
mobilize the lower ribs, not toward the
umbilicus, but toward the xiphoid process
(Illustration 4-8). This technique has the
advantage of mobilizing the posterior gas-
trophrenic attachments and the sternocostal
articulations. Recoil occurs when the hemi-
thorax is at maximal rotation.

PYLORUS

Direct technique

One direct technique for the pylorus is
performed with the patient supine. When
the patient has eaten recently, or is tense,
the pylorus is found slightly to the right of
the midline ({llustration 4-9), four or five
fingers’ width above the umbilicus. It will
generally go into spasm as a result of any
type of ulcer, or inflammation of the antrum
or duodenum. Pyloric spasm stops gastric
mobility and motility, and also brings about
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TREATMENT

{LLUSTRATION 4-8

Direct Transverse Technique
(Lateral Decubitus Position)

Right umbilical- Pyloric

midclavicular line line Midline

Cystic
=== sdlicE

Hepatic
duct
Gallbladder

—— Duodenum

Transverse
colon

ILLUSTRATION 4-9
Pylorus: Reference Marks

spasms of the descending duodenum, which
will disrupt transit of digestive fluids from
the pancreas and gallbladder. Direct ma-
nipulation is performed with a clockwise
and counterclockwise compression/rotation
combined with transverse pressure. Bring
the pylorus toward the left at the end of the
clockwise rotation (opening), and toward
the right at the end of the counterclockwise
movement (closing) in order to increase the
stretching effect and help open the pylo-

rus (lllustration 4-10). Recoil is performed
when you have finished bringing the pylorus
transversely to the right or the left as far as
you can. It is also used to “awaken” a frozen
pylorus. Usually, best results are achieved
when your hand moves to the left at the end
of the clockwise rotation and to the right at
the end of the counterclockwise rotation.
Recoil must be very quick here in order to
have any effect. After two or three repeti-
tions, finish with an induction technique.
Another direct technique for the pylo-
rus has the patient in the right lateral de-
cubitus position. Put both your thumbs in
deeply and to the left of the midline, fingers
on the medial aspect of the descending duo-
denum. In order to reach this they have to
go past the peritoneum, greater omentum,
and small intestine. If you are unsure of the
location of these organs, begin by looking
for the medial part of the ascending colon;
against it is the lateral part of the descending
duodenum, which serves as a guide for find-
ing the medial part. Your thumbs stretch the
pylorus toward the right, while your hands
push the duodenal mass to the left. Carry
out this technique rhythmically until the
spasm ceases and you can move the pylorus
without producing pain. This area becomes
restricted very deeply and you must be able
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ILLUSTRATION 4-10

Pylorus: Compression/Rotation

to explore it at every level. For the recoil
technique, let go with the thumbs when they
have moved maximally to the right.

The pylorus can be in spasm, fibrosed,
even stenosed, the latter condition being
manifested by an absolute hardening. The
pylorus is a highly reflexogenic zone like the
sphincter of Oddi, gallbladder, duodenojeju-
nal flexure, and ileocecal junction. Manipu-
lation of the pylorus stimulates general cir-
culation of the small and large intestine.

If you have problems getting a reac-
tion, don't hesitate to stimulate the other
reflexogenic zones. For example, ileocecal
mobilization increases gastric evacuation.
Good loosening of the pylorus provokes a
characteristic noise from evacuation of lig-
uid (sometimes mistakenly attributed to the
gallbladder).

Induction

Induction of the pylorus consists of exag-
gerating the clockwise and counterclockwise
movements of the pylorus. Be careful not to
impose any direction on the pylorus. You
have to follow the direction that the pylo-
rus takes on its own. Induction is finished
when your hand is not pulled into rotation
anymore.
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DUODENUM

The superior and descending duodenum can
be manipulated to stretch the antropyloric
region, which is often fixed by adhesions
following ulcers. A direct technique with the
patient in the seated position again starts
with subcostal pressure. Place your fingers
slightly to the right of the midline at two
fingers’ width from the costal margin. Go as
deep as possible and bring the fingers back
upward against the inferior side of the liver.
This presses the bend between the superior
and descending duodenum against the liver.
Leaving them in this position, pull the pa-
tient into backward bending. In this manner
you create a vertical longitudinal stretching
of the superior and descending duodenum.
The lengthening is painful in the case of a
restriction. After five or six repetitions, the
pain disappears. The recoil technique is per-
formed by quickly letting go after you have
pressed the superior and descending duode-
num under the liver with your fingers.

The same technique as for the pylorus
(the right lateral decubitus position) can be
used for the superior and descending duo-
denum. However, the fingers move from the
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intersection of the superior and descending
duodenum toward the intersection of the
descending and inferior duodenum.

Sphincter of Oddi

The sphincter of Oddi, another highly re-
flexogenic zone, is always fixed with injury
to the stomach or duodenum. It is found
posteroinferiorly inside the descending duo-
denum, two or three fingers’ width above
the umbilicus and slightly to the right. It
is reached by going across the descending
duodenum, and can be transversely manipu-
lated in association with this organ or by di-
rect compression/rotation. For the compres-
sion/rotation technique, exert deep pressure
with the pisiform on the anterior projection
of the sphincter, accompanied by clockwise
and counterclockwise rotation, until maxi-
mal pressure is reached. At this point, make
the pisiform (or the thenar eminence) slide
medially and laterally. Finish the technique
with recoil and then induction. Again, if
loosening takes too long, use the help of the
other reflexogenic zones.

INDUCTION

Because the different structures in this area
are so closely interrelated (particularly the
different parts of the stomach, the duode-
num, and the sphincter of Oddi), restriction
of one area usually affects the others. This
is the situation in which general induction
is particularly useful. General induction is
usually performed with the patient in the
seated position, your left hand on the left
costal margin against the gastrophrenic at-
tachments, and your right hand under the
liver near the junction of the superior and
descending duodenum. Allow the body to
move as in an exaggerated form of general
listening and it will manipulate itself in con-
cert with your manual pressure.

RECOMMENDATIONS

REMARKS

As a general approach, [ like to begin with
the sphincter of Oddi, then the pylorus and
cardia, because of their reflexogenic proper-
ties. Then I manipulate the stomach on its
three planes and, finally, the duodenum. As
mentioned at the beginning of the chapter,
manipulation of the stomach should always
be combined with that of the liver (Chapter
5). Don't forget the left triangular ligament,
which often helps restrict the motion of the
stomach.

At the end, listen to the cardia and py-
lorus. They should both have a clockwise
rotation on local listening, i.e., be open. If
this is not the case, treat (by induction) the
one that goes counterclockwise and check
them both again. Repeat this until they both
go in a clockwise direction. If this does not
happen, you have left something undone that
relates to the stomach. Using this technique
ensures that the entire stomach is working
well at the end of the treatment.

Recommendations

Always undertake stomach manipulation
with care. In the presence of a muscular
spasm or irritation of the mucosa, you may
increase the irritation, which will set off the
patient’s defense mechanisms.

The stomach and gallbladder are very
closely related because of their shared in-
nervations. Surprisingly, you may find that
successful manipulation of the stomach
is followed by development of gallbladder
problems, or that improvement in the func-
tioning of the gallbladder is accompanied by
new stomach problems, and so on. This un-
derscores the importance of treating these
structures together.

You must be cautious when treating the
stomach, as 30% of ulcers are asymptom-
atic. Gastric tumors can easily be confused
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with ulcers. Above all, be wary of cervical
and supraclavicular adenopathy, low systolic
pressure, short inexplicable syncopes, and
enlargement of the spleen or liver, which
may indicate more serious pathologies.

Emotional Relationships
Gender

The stomach is the organ of “masculinity,
even if some women can be rather mascu-
line. The statistics are staggering: stomach
problems are by far more common in men
than in women. They are especially preva-
lent in young men.

Appearance and ambition

Stomach ulcers occur more frequently in
young men, who are working on their posi-
tion in life and want to succeed. It is them
against society and against others; they do
not vet confront themselves. They have to
assert themselves and achieve a certain pro-
fessional status.

Aggression

When directed outward, aggression may re-
sult in violence; when directed inward, it re-
sults in internal problems (violence against
oneself). Stomach pains often occur more
frequently at home, in the evening, or on
weekends. At that point sympathetic activ-
ity is released and replaced by activity of the
vagus nerve.

Guilt

These people often feel guilty vis-a-vis their
families, whom they neglect somewhat in

Pl

favor of their professional ambition. They do
not try to express this problem consciously.
Rather they unconsciously work on it and
act with deep inner conflict.

Advice to the Patient

Advise patients with stomach problems to
avoid clothing and belts which are too tight,
and maintaining positions with the arms
in the air. In order to counteract stomach
acidity, many patients drink large quanti-
ties of milk. Initially, this does help relieve
the pain. Subsequently, however, the liver
and intestines will pay dearly for this short-
term improvement. For one thing, the de-
creased acidity of the stomach will reduce
the amount of digestion that occurs there
(thereby increasing the load on the small
and large intestines). For another, many
people have sensitivities or allergies to milk,
which puts a burden on the liver.

Sugar taken on an empty stomach (par-
ticularly in the late afternoon) is very irri-
tating to the gastric mucosa. Oranges are
also badly tolerated in the afternoon. The
effects of acidic food and drink depend on
the state of acid secretion of the stomach.
The more the stomach secretes, the less it
accepts these foods, whereas it could need
them in the case of hypochlorhydria.

Alcohol and tobacco are not good
friends to the stomach. But whose friends
are they anyway? I am less dogmatic con-
cerning coffee. It sometimes helps. evacua-
tion of the stomach by stimulating smooth
muscle activity. However, the long-term
harmful effects of caffeine and other com-
ponents of coffee are undeniable.
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5/ The Liver

THE LIVER IS a large organ with a reputation
for being fairly inaccessible. It is protected by
the rib cage; its anteroinferior edge does not
usually go below the lower costal margin in
adults, although in children it may extend 2-
3cm below this margin. Thanks to subcostal
techniques (Visceral Manipulation, pp. 74-
76), it is not difficult to manipulate the liver.
Students are always surprised that they are
able to put their hands under the liver and
lift it up. This organ performs an astonish-
ing variety of functions for the circulatory
and digestive systems, and is unfortunately
subject to a corresponding variety of restric-
tions and dysfunctions.

Depending on which medical fad or
philosophy you listen to, the liver may be
involved in all pathologies or in none. Some
so-called healers have actually published
statements to the effect that “liver problems”
(mal au foie) do not exist, and that the dis-
orders commonly attributed to the liver are
just part of folklore. However, those of us
who work with patients on a daily basis and
pay attention to the liver know that it plays a
central and crucial role in health, and in the
diagnosis and treatment of disease.

Physiology and Anatomy

The liver contacts and is shaped by most of
the subdiaphragmatic organs: the hepatic
flexure of the colon, right extremity of the
transverse colon, right kidney, superior
duodenum, gastroesophageal junction, and
stomach. It also has close relationships with
the peritoneum, pleura, mediastinum, peri-
cardium, and the important blood vessels
that go through the diaphragm.

Many liver disorders are related to the
fact that it is very heavy. Its average weight
is probably around 1.5kg, but this can vary
considerably depending on age, stage of the
digestive cycle, medical history, etc. Actual-
ly, because of the “attraction” exerted by the
diaphragm (Visceral Manipulation, p. 57),
the effective weight of the liver is probably
around 400g.

The liver is highly vascularized, and may
process as much as 1.5 liters of blood per
minute. This amount of blood might seem
to further exacerbate the problem of heavi-
ness. Actually, the “magnetic” influence of
diaphragmatic pressures is reinforced by
two circulatory phenomena: a force from
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the back (the propulsive force of the blood
coming from the heart), and another from
the front (the aspirational force of the blood
leaving the liver as it flows through the vena
cava to the heart). These forces of venous
circulation contribute to pushing the liver
upward against the diaphragm if the heart,
blood vessels, etc. are functioning normally.

Circulation within the liver, which nor-
mally reinforces diaphragmatic attraction,
can become an obstacle if the liver is not
flush with the diaphragm, or if it is con-
gested. As previously discussed (Chapter 4),
pressure immediately below the diaphragm
is negative in relation to pressure further
down in the abdomen. If the liver is slightly
prolapsed (even a few millimeters), heavier
because of congestion, or fixed onto a neigh-
boring structure, diaphragmatic attraction
cannot play its proper role. The weight of
the liver can thus become harmful, increas-
ing its likelihood of separation from the dia-
phragm.

The forces from the back and the front
lose their efficiency when the liver becomes
congested. Circulatory stasis affects the si-
nusoids of the liver and its anastomotic
connections to the vena cava {(see below),
and the patient’s entire circulatory system
is impaired. You may have noticed that in
patients with hepatic dysfunction, the right
side is heavy and respiration is impaired,
which is not the case with gastric dysfunc-
tion.

Proper mechanical functioning of the
liver requires the following:

+ healthy pleurae and lungs

» supple and tonic diaphragm

« extensible ligamentous attachments
« elasticity of the liver itself

+ correct subdiaphragmatic position
» elasticity of hepatic blood vessels

+ healthy heart

8z

+ a spinal column that is free of any re-
strictions

» healthy eating habits.

With an adult, the simple fact that the prac-
titioner is easily able to palpate the liver in
the supine position signifies hepatomegaly
or prolapse. It is not easy to differentiate
between a hepatomegaly or a liver prolapse.
Prolapse, also known as a low-lying liver,
means that the liver is not enlarged, but
merely Jower than normal. Liver prolapses
are rare. They may be found after severe
trauma or during liver toxicity where its
real weight is increased. To check for liver
prolapse, have the patient inhale deeply and
hold his breath. Now percuss the liver area.
Hepatic dullness can be heard lower than
normal. Usually, on percussion, hepatic dull-
ness will begin at the fourth or fifth inter-
costal space. With prolapse it may not start
until the sixth or even seventh intercostal
space. In addition, we have noted that with
a prolapse the liver has vertical mobility of
2cm on palpation in the seated position,
whereas vertical mobility in the normal liver
is not more than 1cm. As I have mentioned,
the osteopathic concept is more concerned
with the mobility of an organ than with its
position. Simple detection of a prolapse is
not sufficient; is it low and mobile, or low
and immobile? The difference is significant.

The liver plays indispensable roles in bile
production, formation of plasma proteins,
phagocytosis of worn-out blood cells, and
metabolism or storage of nutrients and tox-
ins from the digestive system. Innervation of
the liver is mostly from the left vagal nerve,
celiac plexus, and right phrenic nerve. I will
not attempt to describe hepatic physiology
in detail here; this is a tremendously complex
subject, and my purposes are limited to vis-
ceral manipulation and osteopathy. I would,
however, like to highlight a few points rel-
evant to discussions of function and pathol-
ogy presented later in this chapter.
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The liver contains roughly 300 billion
hepatocytes and has a cumulative secretory
pressure of 30cm H,O. Biliary secretion is
not a simple ultrafiltration, but an active
process. [ndividual cells in the liver last 300
to 500 days and consist of approximately
60% parenchymal hepatocytes, the rest
being mostly Kupfter’s cells (fixed phago-
cytic cells found in the sinusoids) and struc-
tural framework cells.

The liver is able to accumulate and
distribute 1.5 liters of blood per minute,
of which 70% comes from the portal vein.
The latter is 8cm long and 1.5cm wide, and
brings to the liver the nutrients absorbed
from the small intestine, stomach, and large
intestine. The portal system communicates
with the inferior vena cava via four groups of
anastomoses: esophageal, rectal, umbilical,
and peritoneal. Balance between flow in the
portal vein, hepatic artery, and suprahepatic
veins, along with vascular resistance, main-
tains low pressure in the portal system.

There is a complex system of intra-
hepatic bile capillaries and ducts which
merge and leave the liver as the right and
left hepatic ducts. These combine to form a
common hepatic duct, which in turn unites
with the cystic duct from the gallbladder to
form the common bile duct emptying into
the duodenum. By freeing restrictions of
these various ducts, and stretching the sur-
rounding connective tissues, biliary transit
is improved. In view of the large quantity of
blood circulating through the liver, as well
as amount of bile excreted, this restoration
of elasticity is clearly important.

Pathology

Factors which can disturb the liver’'s me-
chanical functions are of extrahepatic, he-
patic, and general origin.

There are many possible extrahepatic
mechanical factors. A few common ex-

PATHOLOGY

amples are scarring or sclerosis of the lungs
and pleurae, and hypotonia or fibrosis of the
diaphragm. Scars cause adhesion of the liver
to adjacent organs after, e.g., cholecystecto-
my or even appendectomy (which increases
tension on the ascending colon and thereby
destabilizes the lateral part of the liver).

Hepatic factors include the effects of
various toxic substances including alcohol
and certain drugs and foods. Infections such
as viral hepatitis can also cause the liver to
lose its natural elasticity. The presence of
abnormal fibrous hepatic tissues hinders
good circulation and optimal distribution of
pressures.

Various general bodily disorders can
interfere with hepatic mobility and circula-
tion. For example, hypertrophy of the right
ventricle can produce heaviness and blood
stagnation in the liver. The coughing asso-
ciated with chronic bronchitis or asthma,
because of the mechanical hammering and
enormous pressures it creates, is a source
of mechanical liver disorders. Depression,
pregnancy, childbirth, sedentary lifestyle,
and occupational demands are other com-
monly implicated factors.

GENERAL CLINICAL SIGNS

Initially, at the beginning of your career,
medical intake is very important. Ultimately,
it is the answers of your patients which lead
you to a diagnosis. As you gain experience,
you become more and more confident in
your palpatory perceptions so that the time
spent with your patient will focus more on
the treatment and less on the medical intake,
which is of great benefit to the patient. We
should not neglect the intake. But remem-
ber, it should be short and to the point and
it should not restrict your final diagnosis of
the patient’s condition.

One might expect that an osteopath
would see only functional problems. Some-
times, however, we are the first to detect a
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serious illness, either because it was missed
in a medical checkup or because the patient
comes to see us first. In this section I will
describe some serious liver diseases and
specific symptoms which you should learn
to recognize as “red flags”

There are several types. Type A hepatitis par-
ticularly affects children and young adults.
Contamination comes from water, milk, and
seafood, and apparently most people are ex-
posed to this type. Incubation takes 30 days
and the disease, if properly treated, usually
presents no great danger. It can, however,
leave the patient with hepatic hypersensi-
tivity and great fatigue. Type B hepatitis is
transmitted via blood (and its derivatives),
sperm, or saliva. This type is increasing in
frequency. It is more serious than type A
and leads to a chronic condition in approxi-
mately 50% of cases. Some investigators
believe that it can favor the development of
liver neoplasms.

Type C hepatitis is transmitted via blood
(and its derivatives), sperm, or saliva. This
type of hepatitis is spreading fast throughout
the world. In developed countries it mainly
affects L.V.-drug users who share contami-
nated needles. It is a much more serious
disease than type A hepatitis and may cause
liver neoplasms. In France, numerous pa-
tients contracted it through surgical proce-
dures, blood transfusions, and endoscopies.
It develops slowly and increases a patient’s
chances of contracting liver cancer.

In addition, there is a hepatitis type D
(also known as the delta agent), which either
coinfects with type B hepatitis or superin-
fects a chronic carrier of that disease, mak-
ing the infection more serious and accelerat-
ing the destruction of the liver. Finally, some
cases of hepatitis do not seem to belong to
either of the two common types and are
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referred to as non-A non-B hepatitis. This
form is transmitted in a similar manner to
type B and constitutes a very large percent-
age of the transfusion-related cases of hepa-
titis in the United States.

Symptoms and etiology

In hepatitis, the hepatic cells are changed
and necrosed, while the reticular network
stays intact during the incubation period
and the beginning of the acute stage. There
is biliary stasis because of bile “corks” and
microthrombi in the biliary canaliculi. Pro-
dromes include:

» general feebleness (fatigue, anorexia)

« gastrointestinal problems such as nau-
sea, vomiting, diarrhea

+ distortion of the olfactory sense and
taste, and aversion to food and tobacco

+ joint pain, epigastric discomfort, or a
burning sensation in the right hypo-
chondrium.

Type A hepatitis may also be characterized
by 39-40°C fever, flu-like symptoms, cough-
ing, coryza, pharyngitis, muscle soreness,
photophobia, dark urine (from bilirubin),
discolored stools, severe itching, or enlarge-
ment and sensitivity of the liver.

In any type of hepatitis, a jaundiced or
icteric phase can occur after six weeks. In
this phase, there is a 3-5kg weight loss, the
stools get darker, the climax of the disease
occurs during the second week, and the liver
is enlarged and painful (this diminishes in 15
days). In 20% of cases one also finds poste-
rior cervical adenopathy and splenornegaly.

When there is no jaundice (anicteric
hepatitis), the disease may be characterized
by fever, intestinal transit problems, gastro-
enteritis, respiratory infections (in children),
hepatomegaly, hepatic pain on palpation,
and anorexia. Unfortunately, any or all of
these symptoms may be absent. Nonicteric
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hepatitis may be confused with influenza,
gastroenteritis, or mononucleosis (which
causes serious and painful adenopathy,
pharyngitis, and splenomegaly).

In persistent chronic hepatitis, which
comprises about 10% of cases, hepatomegaly
can last several years. The function of the
liver is only intermittently normal. With
biopsy one sees mononuclear infiltration,
slight portal fibrosis, and degeneration of
the hepatocytes.

In drug-induced hepatitis, the liver is
hypersensitive to certain chemicals or drugs.
Immunological responses are apparently in-
volved in these cases, which are often char-
acterized by joint pain, intense itching, and
fever. The liver is often sensitive to testoster-
one and estrogen, and it has been suggested
that its excretory functions are reduced by
oral contraceptives. Barbiturates are known
for their hepatic toxicity, but this results
more from the interaction of the medicine
and the person, rather than the medicine
itself (unless it is taken in enormous doses).
For example, some people are able to toler-
ate large doses of phenobarbital while oth-
ers become ill from a very small amount.
Hepatitis-like illnesses may also be caused
by other viruses (Epstein-Barr, cytomegalo-
virus, etc.), alcohol, hypotension, or biliary
tract disorders.

Active chronic hepatitis follows or re-
sults from acute hepatitis, drug intoxication,
or disturbance of immune function. This is a
progressive, inflammatory, destructive liver
disease, affecting mostly adolescents and
young women, which leads to fibrosis, ne-
crosis, and finally cirrhosis. Its early symp-
toms (fatigue, acne) are unremarkable, but
these are followed by jaundice, fever, diar-
rhea, amenorrhea, abdominal and joint pain,
hepatomegaly, splenomegaly, and spider an-
giomas. Pain is felt in the major joints, and
this is often the symptom leading the patient
to seek treatment.

PATHOLOGY

Cirrhosis can result from a variety of long-
term pathologies affecting the liver, e.g.,
hepatitis, biliary cirrhosis, Wilson’s disease
(hepatolenticular degeneration), chronic
congestive heart failure, or schistosomiasis.
Histological characteristics of cirrhosis in-
clude reduction in hepatocyte number, de-
struction and fibrosis of the reticular support
system, and anomalies of the vascular layer.
General clinical symptoms include jaundice,
edema or ascites, disorders of coagulation,
portal hypertension with esophageal and
gastric varicose veins, splenomegaly, en-
cephalopathy, and cachexia.

Alcoholic

Alcoholic cirrhosis (also known as Laén-
nec’s cirrhosis) is the common type in the
industrialized world. A result of chronic and
excessive alcohol consumption, it causes
fine and diffuse sclerosis of the liver, along
with decreasing density, progressive loss
of hepatocytes, and fatty infiltration. Sev-
eral small areas of healthy or regenerated
parenchyma can persist and form nodules.
Clinical symptoms may include some (but
not necessarily all) of the following: general
fatigue, anorexia, weight loss, hepatomeg-
aly and splenomegaly, distended abdomen,
edema at the ankles, muscular atrophy, hair
loss, pigmented skin, testicular atrophy, gy-
necomastia, distention of the parotid and
lacrimal glands, clubbing with round nails,
palmar erythrosis, Dupuytren’s contracture,
jaundice, spider angiomas, purpura, and he-
patic encephalopathy with confusion.

Other cirrhoses do exist, including car-
diac cirrhosis, metabolic cirrhosis, and forms
that develop after infectious diseases such
as brucellosis or schistosomiasis. However,
I am not trying here to replace a textbook
of internal medicine. I will describe one ad-
ditional type which is relatively frequent.
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Biliary

Biliary cirrhosis results from disruption of
bile excretion, with histological evidence of
hepatocyte destruction occurring around
the intrahepatic bile ducts. It is often
asymptomatic. Approximately 90% of symp-
tomatic cases occur in women between the
ages of 35 and 60. We can differentiate pri-
mary and secondary biliary cirrhosis. The
primary form involves chronic hepatic cho-
lestasia (stoppage of bile excretion), appar-
ently under the partial influence of female
hormones. The secondary form involves ob-
struction of the principal bile ducts (by gall-
stones, tumor, postoperative stricture, etc.).

Obstruction of the extrahepatic bile
ducts in biliary cirrhosis causes a number
of secondary effects, including centrolobu-
lar biliary stasis, degeneration or necrosis
of hepatocytes, proliferation and dilatation
of ducts and ductules, and inflammation of
the bile ducts with infiltrations. Cholesterol
deposition increases, and the portal fissure
dilates because of edema and becomes fi-
brosed. Bile can collect and form biliary
lakes. The liver changes color to yellow and
green and, as the disease progresses, be-
comes nodular.

Clinical symptoms of biliary cirrhosis
may include:

» hepatomegaly, progressive and pro-
longed jaundice

- dark urine, intense itching, diarrhea or
steatorrhea

- purpura, periorbital xanthelasma, or cu-
taneous xanthomas

- malabsorption of lipid-soluble vitamins,
leading to night blindness (vitamin A),
dermatitis (vitamin E and/or essential
fatty acids), bone pain from osteomala-
cia (vitamin D), or easy bruising (vita-
min K).
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OTHER DISORDERS
Portal hypertension

This condition usually results from cirrho-
sis, or mechanical obstruction of the portal
vein due to thrombosis or tumor prolifera-
tion. It leads to development of a collateral
venous circulation, which in turn may cause
hemorrhoids, or varicose veins of the gas-
troesophageal region, retroperitoneal space,
ligamentum teres (round ligament of the
liver), or periumbilical region (in the latter
case producing a venous rosette [caput me-
dusae] around the umbilicus).

Major complications of portal hyperten-
sion include (1) rupture of the varicose veins
in the gastric fundus and lower esophagus,
with massive hematemesis or melena; and
(2) hepatic encephalopathy.

Once, in a pulmonary ward, I witnessed
a case of ruptured esophageal varicose
veins due to coughing. The patient lost ap-
proximately one liter of blood, which was
projected as far as the ceiling, due to com-
bined forces of coughing and pressure in the
varicose veins. Such dramatic cases are rare;
more common are small functional portal
hypertensions.

The mechanism of hepatic encepha-
lopathy is not well understood. However,
since ammoniemia (excessive concentration
of ammonia in the blood) is sometimes as-
sociated with encephalopathy, it is believed
that ammonia plays an important part. With
ammoniemia, nitrated substances (primar-
ily protein) absorbed in the intestine are not
metabolized by the liver before being sent
back into general circulation, and the pa-
tient must be told to severely limit protein
ingestion.

Lipid infiltration

The mild hepatomegaly observed in this con-
dition is due to infiltration of hepatocytes by

Copyrighted Material



fats, triglycerides, phospholipids, and cho-
lesterol. This fatty degeneration can lead to
abdominal pain, dyspepsia, or anorexia. The
liver is large and firm on palpation. Lipid
infiltration may result from alcoholism, dia-
betes, obesity, ulcerative colitis, pancreatitis,
cardiac insufficiency, or hepatotoxic agents
such as DDT, phosphorus, varnish, and
paint.

Hepatoma

Hepatomas (liver tumors) may be primary
or secondary. Technically, hepatomas devel-
op from the hepatocytes, and cholangiomas
from the bile ducts, but these two types of
carcinoma are often found together. Hepato-
ma is 2-4 times more common in men than
in women. The incidence of this disease is
fairly low in Europe and America, but quite
high in Africa and Asia. About 70% of pa-
tients with hepatoma also have cirrhosis.
Symptoms of hepatoma include moderate
epigastric and right hypochondrial pain, fric-
tion rubs or bruit over the liver, metabolic
distrubances, ascites, and hemoperitoneum.
Jaundice is an uncommon finding.

Secondary tumors are twenty times
more common than primary ones. These
metastatic deposits from primary tumors
located elsewhere tend to appear in the liver
due to its processing functions and its dual
blood supply (i.e., hepatic artery and portal
vein). All types of cancer (except primary
cerebral tumors) can cause metastases to
the liver. Symptoms may include:

« those of the original tumor

. fatigue, weight loss, fever, sweating, an-
orexia

« symptoms of hepatic injury, e.g.,, hepa-
tomegaly, splenomegaly, a hard, painful
liver, or hepatic friction rubs.

PATHOLOGY

ASSOCIATED FACTORS

In this section, I will briefly discuss some as-
sociated factors of clinical interest in hepatic
disorders.

I must emphasize that intensity of pain
does not necessarily indicate the seriousness
of an illness. With hepatoma, for example,
liver pain is moderate at the beginning and
may be mild when the patient comes for
consultation.

Many people develop hepatitis without
being aware of it. They first learn about it
during a general physical examination or
after debilitating functional problems such
as general fatigue, depression, or serious
hypotonia. Hepatitis remains in some ways
a poorly-understood disease, particularly
in regard to its relationship with the mind.
For example, one can have a stomach dis-
ease and maintain a high level of mental
and psychological concentration; this is not
true with hepatitis, but the reason is un-
known. Extremely often in osteopathy, we
find severe restrictions (actual fixations) of
the liver. It is my belief that hepatitis and/or
nervous breakdown is often responsible for
this phenomenon.

Oral contraceptives

In the specialized medical literature, one
often reads about the damage which oral
contraceptives can cause to the liver. They
can lead to hepatic cholestasia with or with-
out symptoms such as intense itching, jaun-
dice, and dark urine. Patients who experi-
ence recurring idiopathic jaundice or severe
itching during pregnancy have increased
risk of developing hepatotoxicity due to oral
contraception. During pregnancy, nausea
or vomiting is due, among other causes, to
high levels of estrogen which diminish the
excretory capacity of the liver.

Diet

Diet plays a primary role in hepatic me-
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tabolism. It is common knowledge that
many alcoholics manage to hide their de-
pendence from even their immediate fam-
ily and close friends. Women use make-up
to hide the external ravages of alcoholism.
They, more often than male alcoholics, de-
velop joint pains which are difficult to treat.
With patients of either sex who have a sen-
sitive liver, the muscular and ligamentary
systems will generally benefit from carefully
restricted intake of proteins and fats. This
recommendation is based on my observa-
tion that people who avoid meat and cheese
have, in general, fewer hepatic problems, as
well as fewer spinal problems. Perhaps this
is because diet plays a large part in deter-
mining the level of uric acid in the body. A
high level of uric acid is harmful to both the
liver and the joints.

Joint pain

This symptom is fairly common with hepatic
injury and is one of many examples of the
connection between visceral and musculo-
skeletal disorders. I remember one patient
who suffered from right knee pain which I
was unable at first to treat successfully. The
knee pain spontaneously resolved for three
years, and then returned with increased
severity. This patient was suffering from a
relapse of type B hepatitis, which she had
not revealed at first. The relapse, along with
an ordinary small twisting movement of
the knee, had brought back the knee pain.
Osteopathic treatment helped temporarily,
but when she stopped drinking alcohol the
knee pain disappeared for good within two
months. 1 would also like to mention right
glenohumeral periarthritis which, apart from
rare direct trauma, is often the reflection of a
hepatobiliary malfunction, discussed below.

Vascular aspects

The liver is an important part of the circula-
tory system, and [ believe that external ma-
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nipulation of the liver affects its circulation.
The circulatory system responds to stimu-
lation of mechanoreceptors and pressure
receptors via the nervous system, and to di-
rect stretching of perivascular tissues (which
often lose their elasticity when injured).

Mental issues

With serious liver problems there is the
risk of a hepatic encephalopathy, which
can bring about serious behavioral prob-
lems. Beside this serious pathology, there
are milder mental problems which can be
induced by cholestasia. The hepatic patient
is often depressed and tires easily, not nec-
essarily in proportion to the seriousness of
the disease. Successful treatment of the liver
can relieve this type of depression. Oriental
medicine postulates a connection between
the liver and the mind. Could this connec-
tion be primarily due to ammoniemia? Typi-
cal emotional problems related to the liver
are discussed in more detail at the end of
this chapter.

Skin problems

Dysfunction of the liver has a rapid effect on
the skin; itching, xanthoma, xanthelasma,
and acne are frequent manifestations. It is
therefore important to observe the patient’s
skin while performing a physical examina-
tion. In this respect, it is helpful to have the
patient undress as much as possible.

OTHER CLINICAL SIGNS

In diagnosis of hepatic dysfunctions, obser-
vation is very important. With liver restric-
tions, the patient carries himself forward
bent and in right sidebending in order to
relax the perihepatic membranous tensions.
There are other signs of functional problems
which do not threaten the life of the patient,
but which are enough to prevent a decent
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quality of life. The most important of these
symptoms are:

+ hormonal dependence of digestion (in
women)

« nightly hyperthermia (at around 2 a.m.
for the liver and 4 a.Mm. for the gallblad-
der) which is often accompanied by
discomfort in the right lateral decubitus
position

« sensation of heaviness in the hypochon-
drium, with chest wall pain, on the right
side

 photophobia experienced one or two
hours after mealtimes (when the liver is
working the hardest)

« facial swelling and flushing, primarily on
the right, during the same time period

» bilateral headache often accompanied by
neck pain

« chronic sinusitis, sensitive or irritated si-
nuses, abnormally sharp sense of smell

« hypersensitivity of the eyeball, increased
intraocular pressure

« hypersensitivity of the scalp

« minor disequilibrium and difficulty
changing position

« vertigo which is more intense at certain
times of the day (on awakening, at the
end of the afternoon, and at bedtime)

. gritty tongue, acetonic breath
« oily skin, greasy hair, and hair loss
« sleep which leaves one feeling unrested,

difficulty in awakening, morning tired-
ness which continues during the day.

There are some similarities to disorders of
the stomach, particularly in relation to sleep
and fatigue. However, the stomach seems to
affect the more superficial energy. For ex-
ample, there may be morning tiredness with
stomach disorders, but it will dissipate as
the day progresses.

DIAGNOSIS

Diagnosis
Initial exam

During the initial exam, the patient’s an-
swers to your questions are very important.
Gastroenterologists believe that most people
suffer, at some time, from type A hepatitis.
In addition, the other types of hepatitis (see
above) are becoming more common due to
their association with drug use and sexually-
transmitted diseases. The effect on the liver
of any of these forms of hepatitis is perma-
nent.

In hepatic cases, questioning should
address each of these factors: (1) Personal,
familial, or hereditary hepatic antecedents.
(2) Time spent in the third world (i.e., risk
of amebiasis, malaria, or other parasitic
diseases). However, be aware that parasites
can be contracted in industrialized as well
as third world countries. Parasitic disease
should be suspected in a patient who fre-
quently scratches the nose, anus, and eyes.
(3) Tendency toward hemorrhaging (nasal,
ecchymotic, or hemorrhoidal). (4) Possible
sources of toxicity (such as chemicals, drugs
or alcohol). Be particularly alert for alcoholic
addiction which the patient attempts to con-
ceal. Alcoholism touches all levels of society
and is prevalent in both men and women.
(5) Alimentary and sexual habits.

In my opinion, there is little point in
treating people who poison themselves daily
with alcohol, cigarettes, drugs, or junk food,
as these people are not willing to do the
work it takes to help themselves. You should
have no illusions about the efficacy of your
treatments on such people; usually the ben-
eficial effects will last only a few days. It is
similarly difficult to treat people with active
sexually-transmitted diseases. These diseas-
es affect the liver and when you try, through
manipulation, to induce self-healing it can-
not respond effectively because all its energy
is being used against the consequences of
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the disease. I believe that in these cases it is
better for the patient to undergo appropriate
drug therapy before beginning manipulative
treatment. Often people have sexually-trans-
mitted diseases without knowing it (most
commonly Chlamydia). 1f you are working
on a hepatic case and are disappointed by
the results, ask the patient to undergo labo-
ratory examination to determine whether or
not he has a sexually-transmitted disease.

Evaluation of symptoms

On percussion and palpation, anterior he-
patic dullness can stretch from the fifth in-
tercostal space to the inferior costal margin.
Percussion enables one to evaluate position-
ing, atrophy, hepatomegaly, and the liver’s
sensitivity to touch. With the stethoscope,
hearing friction rubs indicates inflamma-
tion and microadhesions of the peritoneal
surfaces. These can also be manifested by
the hepatic relief movement, which pro-
duces a characteristic crackling sound. In
the phenomenon known as Murphy’s sign,
moderate pressure on the gallbladder sur-
face projection produces pain which is also
awakened by deep inhalation. However, a
subcostal palpation described below is more
precise. For the test of hepatojugular re-
flux, exert a slight pressure on the liver and
maintain it for approximately thirty seconds.
If swelling of the jugular veins appears, and
then disappears when the pressure is less-
ened, you should think about right ventricu-
lar insufhiciency. Take note of the abdominal
venous dilatations with corresponding col-
lateral circulation from compression of the

inferior vena cava leading to engorgement of

the portal vein. Cases of serious right car-
diac insufficiency will also cause congestion
and distortion of the liver.

Some general digestive problems such
as anorexia, slow and laborious digestion,
nausea, vomiting, abdominal distention,
and gritty tongue are not very specific for

S

liver disorders. More distinctive symptoms
include:

+ morning vomiting of a thick, viscous
liquid (common with alcohol toxicity),
bitter regurgitations

» alimentary intolerance which often leads
to pain after ingestion of fatty foods,
eggs, or chocolate

+ urgent diarrhea after eating (alternat-
ing diarrhea and constipation are often
found with bad biliary evacuation, gall-
stones, or intestinal neoplasms)

+ persistent discoloration of stools (gray-
ish, ash, or putty-colored), which signi-
fies inadequate biliary excretion, due to
a decrease or lack of stercobilin in the
stools. This symptom must be differenti-
ated frem the yellowish fatty stools as-
sociated with pancreatic insufficiencies,
and the frothy yellowish stools from
problems of the colon.

Spontaneous acute pains are due to a he-
patic colic originating in the gallbladder or
common bile duct. These sudden, intense,
violent attacks are accompanied by nausea,
vomiting, abdominal distention, and hypo-
chondriac pain radiating toward the shoul-
ders and back.

There is a slight increase in tempera-
ture. Murphy's sign is positive to indicate
a gallbladder problem. This could be due
to cholecystitis, infection of the bile ducts,
pericholecystitis, pericholedochitis, or an
inflammation of the sphincter of Oddi.

Differential diagnosis is difficult regard-
ing:

» ulcers, stomach neoplasms

» acute appendicitis (retrocecal or subhe-
patic appendix)

» acute pancreatitis (pain tends to radiate
more toward the epigastrium, the left
thoracolumbar spine, and the left sacro-
iliac joint)

Copyrighted Material



» right renal colic and all other problems
of the right kidney accompanied by pain
of the urethra, genitofemoral pain, dys-
uria, oliguria, or anuresis.

Dull pain is not very precisely localized and
is therefore relatively difficult to analyze.
It can be referred to the vertebral column,
ribs, shoulders, or abdomen, and has sev-
eral possible causes. If the pain is provoked
by stress or consumption of foods such as
eggs, cream, pork meat, fats, fried foods, or
white wine, consider infection of the gall-
bladder, or gallstones. Acute infection of the
bile ducts is manifested by sharp, pulsating
pain accompanied by an increase of tem-
perature. (These signs can also accompany
acute hepatitis.) Hepatomegaly is revealed
by an unpleasant feeling of weight and pain-
ful discomfort on the right side, radiating to
the shoulders. Hepatic congestion, accom-
panied by a sense of oppression, cyanosis,
and labored breathing on exertion are often
of cardiac origin. Passive congestion with
liquid retention is of cardiac origin, whereas
active inflammatory congestion often fol-
lows hepatitis.

Palpation

Hepatic manipulation is often carried out in
the seated position using subhepatic manual

Caudate  Inferior Bare
Left lobe Falciform (spigelian) Venacava area
& gastric lig. lobe
impression

Portal v.

Round lig. of
the liver

Falciform lig.

Gallbladder

DIAGNOSIS

pressure. It is important that you recognize
the various organs in relation to the inferior
side of the liver, and that you know how to
evaluate its consistency.

From right to left at the front are found:
the impressions of the ascending colon,
the gallbladder, the quadrate lobe, and the
grooves of the ligamentum teres and the
stomach. At the back: the right kidney, spi-
gelian lobe, inferior vena cava, and stom-
ach (lllustration 5-1). It is very difficult to
separate these elements. After many years of
practice I still have problems. The gallblad-
der and right kidney are often sensitive to
palpation.

The liver mass is normally firm and
smooth. Hepatic palpation is normally pain-
less except for the gallbladder and, posteri-
orly, the right kidney. It is essential that you
know the different pathological signs that
can be felt by hepatic palpation (Dousset,
1964):

» A moderate but discrete hepatomegaly,
painless, with multiple small, closely
spaced protrusions ("hobnail liver”) indi-
cates cirrhosis, often of alcoholic origin.

« Hardness with “chestnut” protrusions,

less numerous than in the preceding
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case ("uneven liver"), is characteristic of
nodular neoplastic infiltrations.

« A liver covered with grooves ("tied-up
liver") indicates a sclerotic framework
typical of syphilis.

« The presence of 3-4 regular, round
prominences which seem to shake on
palpation indicates a hydatid cyst.

« One or more rounded, mobile promi-
nences, very painful on palpation and
accompanied by fever and alteration
of general condition, means a liver ab-
scess.

« A massive, hardened hepatomegaly
which does not move with inhalation
could be due to a primary hepatoma.

To conclude, if the liver does not have nor-
mal consistency and smoothness, or if it is
painful outside the vesicular and renal zones,
discuss with the patient the possible causes,
and make sure that he undergoes appropri-
ate diagnostic testing to rule out cancer and
other serious pathologies.

Osteopathic Diagnosis
GENERAL LISTENING

On general listening, the patient (in the seat-
ed position) carries out a right sidebending
accompanied by a very slight left rotation
around an axis which goes through R9-10
on the right. This is also the most comfort-
able position for hepatitis sufferers.

LOCAL LISTENING:
DIFFERENTIAL DIAGNOSIS

Liver

At the beginning of local differential diag-
nosis, the palm of the hand is applied above
the umbilicus, the middle finger resting on
the midline, the fingers slightly apart (1i-
lustration 5-2). The palm is drawn toward

92

the right hypochondrium, rotates clockwise,
and moves superiorly. The thenar eminence
moves slightly into the abdomen and toward
the right costal margin.

For the gallbladder, the palm only car-
ries out very slight clockwise rotation, while
the index finger and thenar eminence are
placed on the midclavicular-umbilical line
and then deeply under the costal margin.

For the sphincter of Oddi and the head
of the pancreas, the hand pronates slightly
so that the thenar eminence moves in deep-
ly on the midclavicular-umbilical line, 3cm
above the umbilicus, and is directed at a 30°
angle from the transverse plane. At the end
of the movement, the hand is only resting
on the thenar eminence. For the pylorus,
the hand moves toward the xiphoid process,
moving slightly to the left or the right de-
pending on the position of the pylorus. As a
general rule, the pylorus can be found more
frequently on the right, at about 6-7cm
above the umbilicus.

For differential diagnosis of the right
kidney, the thenar eminence moves toward
the right (lllustration 5-4). However, it does
not move upward in a subcostal direction. At
the end of the movement it is pulled deeply
into the abdomen, 2-3cm to the right of the
umbilicus. For the ascending colon, the
hand, with a significant clockwise rotation,
moves toward the ascending colon and then
into the abdomen. For the hepatic flexure,
the hand rotates clockwise and moves to-
ward the most lateral part of R10-11.

Differential listening tests for the liver

Local listening shows you that there is
something wrong with the liver. The origins
of the problem can be diverse, which is why
your palm often subtly moves in another
direction at the end of the listening test.
It is sometimes just a hint of a directional
change rather than a true movement (/llus-
tration 5-3).
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ILLUSTRATION §5-2
Local Differential Diagnosis: Liver

1. Liver
2. Gallbladder
3. Pancreas

[LLUSTRATION 5-3
Listening Test for the Liver

1. Metabolic liver
2. Inflamed liver
3. Mechanical liver
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These movements can be categorized
into three main types (not counting the
“emotional liver”):

« When the palm of your hand moves
over the gallbladder without sinking in
much, this points to a metabolic liver.
These patients sufter from a liver prob-
lem due to indulgent eating, excessive
drinking, certain medications, or drug
use.

« When the palm of your hand moves to
the right lateral side of the liver, this is
an inflamed liver. You will find this in
patients with hepatitis or, more rarely,
with parasites. An interesting fact is
that this area always has some kind of
blemish. The memory of the liver cells is
truly astonishing. Be sure not to confuse
this result with listening for the hepatic
flexure of the colon.

« When the palm of your hand obviously
moves to the left side of the liver and
even crosses over the midline, this is a
mechanical liver. There is either a me-
chanical conflict between the gastro-
esophageal junction and the liver, or
these patients had severe trauma, like a
car accident or a fall on the back.

{LLUSTRATION 5-3
Local Differential Listening Test

1. Right kidney
2. Ascending colon (hepatic flexure)
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In Trauma: An Osteopathic Approach,
Alain Croibier and I explain that, due to
the oblique position of the heart, traumatic
forces to the thorax mostly move toward
the left side of the body. The highly elastic
structure of the heart makes these collision
forces rebound along the heart’s main axis.
The left triangular ligament and the spleen
are located along the way of these collision
forces and suffer the consequences of the
trauma.

Adson-Wright test

With hepatic dysfunction, this test is often
positive, the pulse diminishing or disappear-
ing on the right side, even without left rota-
tion of the head. This positive result may be
caused by tension of the hepatic fasciae. If
the simple act of lifting the liver improves
circulation of the right upper limb, you
should look for problems of the liver, kid-
neys, and hepatic flexure. Remember that
these organs are suspended from the liver.
If participation of the liver is confirmed,
systolic pressure on the right should be
restored following successful treatment. In
the case of a third degree renal prolapse (a
kidney which has lost its attachment to the
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liver), the hepatic lifting technique no longer
affects it, and there will be no effect on the
Adson-Wright test.

DIAGNOSTIC MANIPULATION

The area between the inferior edge of the
right ribs and the umbilicus is certainly one
of the most complex to investigate and often
requires inhibition techniques in order to
render a precise diagnosis. I shall only de-
scribe some sample techniques, leaving it to
the practitioner to apply these principles to
the organs which are not mentioned.

Inhibition
As one example, let's say your hand is
drawn toward the liver without your know-
ing whether the liver, gallbladder, or hepatic
flexure of the colon is involved. With the
other hand, look for the motility of the liver
and fix it in its neutral position halfway be-
tween inspir and expir. If your hand is no
longer drawn toward the liver, this could be
the source of the problem. Inhibition of the
motility in this manner is the most precise
method of testing whether a certain organ is
or is not the source of a problem.

Now, suppose that inhibiting the liver
has no effect on the movement of the hand.

OSTEOPATHIC DIAGNOSIS

The problem then involves either the gall-
bladder or the hepatic flexure. Inhibit the
surface projection of the gallbladder found
on the midclavicular-umbilical line at its
costal intersection. If the palm still moves
upward and to the right, you can conclude
that there is a problem of the hepatic flex-
ure.

The inhibition technique can seem either
simple or complex depending on the ability
of your hand. It requires long apprentice-
ship and, once mastered, enables you to be
very precise. If others are unconvinced, this
precision can be objectively demonstrated
using imaging techniques such as fluoros-
copy, ultrasound, or scanning.

Aggravation/relief

With hepatic injury, the liver is often sensi-
tive and congested. The simple act of limit-
ing its mobility can aid diagnosis. Suppose
that you are hesitating between diagnos-
ing a problem of the liver vs. the pancreas.
One technique that will help you determine
whether the liver is involved is to press with
one hand on the posterior angles of R7-9
on the right (Zllustration S-S). If there is
no problem with the liver, there will be no
discomfort. If there is a liver problem, this

ILLUSTRATION 5-5

Costal Pressure Technique

95

Copyrighted Material



CHAPTER § / THE LIVER

pressure will be uncomfortable and even
painful. Also, in patients with liver problems,
as you follow the slight amount of motion
that is there, respiration will become more
difficult, and the sense of discomfort in the
hepatic region will increase. In severe cases,
the simple costal pressure causes the patient
to hold his breath.

Relief maneuvers are less easily per-
formed than those for the stomach. You can
accompany the liver during exhalation and
then maintain it. If this relieves hepatic dis-
comfort, you can assume that the liver is the
cause. But this would be to ignore all the or-
gans suspended from the liver. I prefer to lift
the liver, in conjunction with initial pressure
on the posterior and lateral angles of the
ribs. With hepatic problems, R7-9 are sensi-
tive to this type of pressure. If the sensitivity
disappears as you lift the liver, this supports
the idea of hepatic involvement.

Lift

Of all the viscera, the liver is certainly the
easiest to move completely. The liver lift is
performed with the patient in the seated
position and the practitioner behind him.
Utilizing the direct subcostal approach, put
your fingers below the liver and lift it up
(see also Visceral Manipulation, pp. 70-71).
Immediate provocation of pain signifies that
the actual hepatic tissue is affected. If pain
is felt when the liver is passively returning
to its original position, a problem of its liga-
mentary attachments is indicated.

With serious problems of the liver (such
as hepatitis), Glisson’s capsule, the liver, and
its attachments all become sensitive. The
liver lift is particularly useful in patients
with chronic hepatic disorders, in whom the
liver is heavier than normal and Glisson’s
capsule less supple; i.e., the liver itself is sen-
sitive and so are its attachments (as they are
strained by the increased weight).
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ASSOCIATED SKELETAL
RESTRICTIONS

Thorax

Restrictions of thoracic vertebrae and ribs
are well-known and fairly characteristic with
hepatic injury; they typically involve T7-T10
and R7-10. Costovertebral mobility tests are
disturbed and compression of the spinal and
transverse vertebral processes, or the poste-
rior angles of the ribs, creates liver sensitiv-
ity. A primary costothoracic restriction does
not permit any movement during mobility
tests, whereas a secondary restriction of he-
patic origin may permit limited movement.
This relationship between the ribs and the
liver does not only go in one direction; a
direct fall on the ribs can result in lifelong
hepatic problems.

Cervical vertebrae

Liver problems often result in right or bilat-
eral cervical vertebral restrictions (initially
at the level of C4-5), while gallbladder prob-
lems usually lead to problems on the left.
This ipsilateral restriction can be explained
both by the interplay of the right cervical/
pleural fasciae and the irritation of the right
vagus and phrenic nerves. I am more and
more convinced that relationships between
liver injuries and cervical vertebrae restric-
tions are due to an irritation of the phrenic
nerve, which innervates Glisson’s capsule
and the triangular and coronary ligaments.
The phrenic nerve connects to the posterior
cervical plexus which, in turn, innervates the
capsules of the cervical articular processes
and the intertransverse muscles. This may
explain why C5-6 are restricted in patients
with liver problems. Initially, these restric-
tions occur more on the right side and later
become bilateral.

Glenohumeral periarthritis

Glenohumeral periarthritis is found mostly
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on the right when related to liver dysfunc-
tion. Glenohumeral periarthritis of traumatic
origin is less common than that attributable
to an organ. The liver attaches itself to the
diaphragm and pleura, and the latter is at-
tached to the cervical column and ribs. Any
abnormal tension of the liver can be trans-
mitted by this system of attachments and di-
rectly irritate the cervical/brachial plexuses
and associated fasciae.

To obtain confirmation of hepatic in-
volvement, perform the glenohumeral artic-
ulation test (see Chapter 1) while lifting the
liver. If the shoulder’s mobility is noticeably
improved by the lifting, you may conclude
that there is a problem of the hepatic fas-
ciae. If inhibition of the hepatic region im-
proves the shoulder’s mobility, this indicates
a problem of the liver itself. If there is no
improvement at the shoulder with either of
these techniques, the problem is most likely
with some other organ, or with the shoulder
itself.

Glenohumeral periarthritis and the
phrenic nerve: Similar to the connection
mentioned above, the synovial shoulder
joint pulls at the sensitive fibers of C4-6,
which explains its excitability vis-a-vis the
phrenic nerve.

Glenohumeral periarthritis and the
hormonal balance: The liver metabolizes
estrogen. In fact, it is a very estrogen-de-
pendent organ. When it is full of toxins, this
will irritate the cervical spine via the fasciae
and nerves and this irritation is transmit-
ted to the sensitive nerves of the shoulder
joint. This may explain why glenohumeral
periarthritis is so common in menopausal
women.

Glenohumeral periarthritis and toxic
substances: Intoxication of the liver may be
due to alcohol and drug abuse, bad eating
habits, and also the use of certain medica-
tions. Always be aware that numerous medi-
cines can lead to tendonitis, periarthritis,

OSTEOPATHIC DIAGNOSIS

and other myalgias. Make it a habit to ask
your patients about their regular intake of
medicines.

Diaphragm

People with hepatic problems often breathe
primarily with their left hemidiaphragm.
In order to alleviate the discomfort and
decrease the amount of work necessary
for breathing, the diaphragm seems to re-
spond by relaxing the right phrenohepatic
attachments. You can use this phenomenon
to evaluate the results of your treatments.
At the end of the session, the left and right
parts of the thorax should move together
smoothly, indicating harmonious diaphrag-
matic respiration.

Sciatica

Although sciatica of purely discal origin
does exist (see Chapter 1), this disorder is
more commonly of visceral origin. In re-
gard to the liver, it is important to separate
left vs. right sciaticas. With left sciatica, a
significant collateral venous circulation de-
velops as a result of portal hypertension. At
the rectosigmoid level, the hemorrhoidal
veins are dilated, causing inflammation and
congestion of the sacral region. My experi-
ence indicates that the epidural veins which
depend on the azygous system are also
congested and dilated, to such an extent
that a left sciatica of venous hepatic origin
can occur. These forms of sciatica are very
acute and unresponsive to medical treat-
ment or physical therapy. They are not to
be manipulated at the lumbosacral region as
this can increase the irritation of the local
tissues. For left sciatica, perform a Laségue
test with an inhibition point at the sigmoid
and then the liver. This is the most efficient
technique and can indicate the first region
to be manipulated.

Left sciatica is also closely related to
dysfunction of the urogenital system (more
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about that in Chapter 9). The left kidney is
very dependent on the genital venous sys-
tem which, in turn, is dependent on the
portal system.

With right sciatica, hepatic participation
may result from disturbance of the hepatic
fasciae, right kidney, ascending colon, psoas,
or lower limbs. This symptom is often found
with fibrosis of the liver and/or its attach-
ments. The Lasegue test is carried out with
direct inhibition of the liver, and, when posi-
tive, the gain should be considerable. These
sciaticas are theoretically easier to treat than
those on the left.

Lower limbs

Restrictions of the left lower limb corre-
spond more to problems of the hepatic vein
and inferior vena cava. They are rarely fas-
cial or mechanical joint restrictions, whereas
right restrictions often are. The most com-
mon mechanical restrictions in my experi-
ence have involved the lateral part of the
right lower limb, including the proximal and
distal tibiofibular articulations, cuboid, and
fifth metatarsal.

Treatment

The osteopathic approach requires looking
at each case on an individual basis. It does
not allow one to make up a list of simple
rules on the order of “hepatitis = such and
such a technique” and “cirrhosis = another
technique,” etc. I treat the liver whenever
the hepatic and perihepatic tissues lose their
natural elasticity.

Manipulation of the liver clearly has an
effect on its metabolism, and on its role in
the digestive, endocrine, and immune sys-
tems. I have achieved good clinical results
with my treatments but, unfortunately, have
not yet been able to obtain formal quanti-
tative proof of these effects (e.g., improve-
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ment in standard liver function tests after
manipulation).

Where there are definite signs of portal
hypertension, be very careful with direct
manipulation. The vessels and hepatic tissues
will be quite fragile. A fever accompanying
the classical hepatic symptoms can signify
viral hepatitis. I am not certain whether
manipulation is advisable in an evolving
hepatitis; it is certainly useful in the sequela
period. I also recommend great caution in
the presence of weight loss, anorexia, mild
fevers, cervical adenopathy, hepatomegaly
and splenomegaly, hepatic rubs, or irregular
and painful subhepatic palpation.

LOCAL TREATMENT

Local treatment consists essentially of
stretching and stimulating the liver attach-
ments and liberating the bile ducts. For the
liver attachments which are deep and sub-
costal, work via the ribs and the liver itself.
For example, to stretch the right triangular
ligament, lift the liver by its right extrem-
ity and let it return to its original position.
The stretching of the ligament will occur
during the return phase. Be sure to work on
all three planes (frontal, sagittal, and trans-
verse) when treating this ligament.

In the remainder of this section I will
describe some new techniques, assuming (as
I have throughout this book) that the reader
is familiar with those presented in Visceral
Manipulation.

Recoil

An effective recoil technique, with the pa-
tient in the seated position, can be carried
out while lifting the liver. Stand behind the
patient, hands under the right costal mar-
gin in a subhepatic position. Gently lift the
liver and then quickly let it go. This lifting
is performed differently depending on the
ligament upon which you are concentrat-
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ing. For the coronary ligament, place your
fingers on the middle of the liver and push
posterosuperiorly. For the left triangular
ligament, place the fingers to the left of the
midline (as with stomach manipulation) and
push the liver posterosuperiorly and to the
left. For the right triangular ligament, place
the fingers on the right extremity of the liver
and lift it posterosuperiorly and to the right.
This technique should be repeated 3-4 times
at the site of the problem. Recoil is particu-
larly useful for a “frozen” liver which has lost
its motility. It has significant proprioceptive
actions.

Indirect techniques

Indirect manipulation can be performed on
three planes, using the ribs. For manipula-
tion on the frontal plane, with the patient
in the supine position, place yourself on
her right, with your right hand on the right
lateral costal margin and your left hand
fixing the right shoulder. Push the bottom
right ribs in the direction of the umbilicus
until you reach the limit of costal elastic-
ity (lllustration 5-6). You can then treat
either by pulling the costal margin toward
yourself while grasping the edge of the liver
in your hands, or by letting the ribs come

TREATMENT

back suddenly in recoil. Before applying this
technique, mobilize the ribs several times to
gain elasticity and to engage the mechano-
receptors. At the end of manipulation, com-
bine the costal maneuver with stretching of
the arm in order to increase the stretching
effect of the hepatic attachments on the dia-
phragm and pleurae.

For a variation with the patient in the
left lateral decubitus position, place yourself
behind her with the table in a low position
(adjustable-height tables certainly increase
our efficiency). Push the bottom ribs toward
the umbilicus as with the supine variation.
This very efficient technique can also be
performed with transverse compression (1/-
lustration 5-7). You work with your body
weight. For a third variation, with the pa-
tient seated, seat yourself to his left with
your hands around and compressing the
right inferior aspect of the thorax (Hllustra-
tion 5-8). The advantage of this technique is
that it permits the mobilization of the lateral
plane of the liver (which is often restricted
after hepatitis) on the ribs.

For indirect manipulation of the liver in
the sagittal plane, with the patient in the
lateral left decubitus position with legs bent,
position yourself behind the patient. Place

ILLUSTRATION 5-6

Indirect Manipulation of the Liver
(Frontal Plane)
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HiusThaATIN 57

Transverse Compression
of the Liver (Lateral
Decubitus Position)

your left hand behind the right ribs, facing
the posterosuperior part of the liver, while
the right hand is on the front of the body,
facing the anteroinferior part of the liver
(the positions of the hands can be reversed).
Your hands will function synchronously, one
pushing the ribs and liver anteroinferiorly
and the other serving as a fixed point. To
add recoil to this technique, wait until the
hand which is mobilizing anteroinferiorly is
at its maximal extent. With the other, push
the ribs posterosuperiorly and then, simul-
taneously, release both hands (lustration

BIUSTRATION 4-B

Transverse Compression of the
Liver (Seated Position)
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5-9). In a variation on this technique, the
patient is in the seated position with hands
clasped behind the neck. Place your right
palm on the posterior angles of the ribs
which protect the liver. With your left hand,
lift the patient’s elbows, bringing the verte-
bral column and ribs into backward bending
while pushing the posterior part of the ribs
anterosuperiorly. This technique permits
stretching of the posterior attachment zones
of the liver, as well as the diaphragm, pleu-
rae, and costal cartilages.

Indirect manipulation of the liver is also
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possible in the transverse plane, with the
patient in the left lateral decubitus position.
This technique consists of pushing the ribs in
a superior rather than inferior direction. In
order to successfully take the ribs and liver
with you, place both thumbs on the poste-
rior part of the right ribs (lllustration 5-10).
This movement is harder to perform but is
an important addition to your repertoire. It
strongly engages the liver attachments, par-
ticularly the left triangular ligament. For a
variation in the seated position, take up the
patient’s elbows with one hand in order to

TREATMENT

[LLUSTRATION 5-9

Sagittal Manipulation of the Liver
(Lateral Decubitus Position)

bring the upper limbs, ribs, and vertebra
into left rotation. The other hand, applying
right costal pressure, serves to increase the
stretching.

COMBINED TECHNIQUE

With the patient in the supine position,
maintain the right side of his thorax against
the table and bring the bent lower limbs
into left rotation. Alternatively, with the pa-
tient in the left lateral decubitus position,
use one hand to stretch the right arm pos-

ILLUSTRATION 5-10

Indirect Manipulation of the Liver
(Transverse Plane)
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ILLUSTRATION §-11

Combined Manipulation
of the Liver (Lateral
Decubitus Position)

terosuperiorly. With the other hand, push
the lower right hemithorax downward and,
only afterward, toward the xiphoid process
(Illustration 5-11). This is also an excellent
form of stretching for the liver, diaphragm,
and pleurae.

VISCOELASTIC TREATMENT

For this treatment, have the patient assume
the supine position, with knees bent. Stand
on her right, place your dominant hand on
her ribcage, facing the middle portion of the
liver, and place the other hand below the
posterior ribcage which protects the liver
(Illustration 5-12).

Initially, compress the ribs with both
hands. When the ribs reach the end of their
elasticity, you can feel the resistance of the
liver. Imagine squeezing a sponge which will
progressively regain its original shape. Little
by little, let go of the liver and the ribs. Re-
peat this technique about ten times. It seems
to be very beneficial in patients with depres-
sion or low energy.

INDUCTION

General induction can be performed with
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the patient in the seated position. I like this
technique because my hands are directly on
the liver and the whole body works with me.
Apply hepatic subcostal pressure with the
fingers, and proceed with the general induc-
tion technique (Chapter 1). At the end of
the technique, perform a double induction,
one by mobilizing the liver and the other by
exaggerating the general listening technique.
The patient’s body will move around the
liver. This whole-body technique will free
restrictions (if present) of the right kidney,
pyloric region, hepatic flexure, extrahepatic
bile ducts, lesser omentum, etc.

TREATMENT STRATEGY

Treatment of the liver should begin with
hepatic lifting techniques which mobilize
all the liver attachments and enable you to
directly evaluate the hepatic tissue. After 5-
6 mobilizations, follow up with recoil and
techniques which free the extrahepatic bile
ducts, as described in Chapter 6. Retest all
the articulations of the liver. If a serious re-
striction persists, focus on releasing it, and
the others will free themselves. Do not for-
get the lower limbs.

Induction techniques of the liver are
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ILLUSTRATION §5-12

Viscoelastic Treatment of the Liver

more effective when all other tissue tensions
have already been released. Hepatic restric-
tions are often accompanied by problems
with the coronal and right squamous su-
tures, and of course the sphenoid bone. The
latter changes constantly, following the ten-
sions of the fasciae which connect it to the
rest of the body.

Emotional Relationships
Real self

There is a special relationship between the
liver and the “real self the person that you
want to really know one of these days. I do

not refer to egoism here. In fact, the better
you know yourself the better you relate to
other people.

Purpose of life

You may be superficially successful in life,
without really successfully living your life.
Everyone of us has a purpose and a reason
to be here. It may be difficult to figure out
the purpose of life in general, but everyone
should find out a purpose for their own life.
People that have a hard time figuring out
their own purpose in life often have liver
problems. The reverse is not necessarily
true.
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Uniqueness of life

Every person is unique. To make your way
through life with serenity, you have to be
aware of this fact. Against all odds, you
were born. Think about it. The probability of
being born is infinitesimally small: A woman
produces about 500,000 ova and only one is
chosen to produce you. A man ejects about
70 million spermatozoa at each ejaculation
and only one is chosen to produce you. This
is true for your parents, grandparents, great-
grandparents, and so on. Add to that the fact
that only 30% of all pregnancies are brought
to term. Really, it is easier to win the lottery
than to be born!

Relationship with the mother

You would think that any person would
have the deepest relationship with their own
mother, because the mother produces the
child whereas the father really adopts the
child. This idea may seem shocking to you,
but [ believe that the fact of carrying a child
in your body for nine months and then to
give birth to the child cannot be compared
to the simple act of contributing to the fer-
tilization of the egg. It is over time that the
father comes into a deeper relationship with
the child.

Depression

It is almost automatic: Whenever you see
a patient with depression, the listening test
will more often than not lead you to the
liver. Some people have to use drugs to treat
the problem, at least for a while. But if the
drugs are taken too long, they will poison
the liver and make the depression worse.

Anger

The liver is the organ associated with hot,
intense anger which even a baby or a young
child can experience. It is a feeling that is
basic, yet hard to understand, where the
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person takes out the anger against others
and even against themselves. This kind of
feeling generates mild emotional manic-de-
pressive disorders (cyclothymia).

Frustration

I am not talking about material frustration,
but a more internal feeling of frustration
where the person does not live the life he
really wants to live.

Fear

This is not the same basic fear, which every-
body has starting from birth, and which is
associated with the left kidney. Instead, it is
an intense fear caused by a violent physical
or psychological event against the person,
e.g., a car accident.

Recommendations

Be wary of cervical or supraclavicular ad-
enopathies. If these exist, always refer the
patient for appropriate evaluation. In a pa-
tient who shows hepatic problems without
known infection, the observation of hepa-
tomegaly in association with splenomegaly
and a hard, irregular, and painful liver ne-
cessitates immediate referral to an oncolo-
gist.

Benign hepatic injury, on the other hand,
is an indication for osteopathic treatment,
which will in most cases produce positive
results when applied systematically. Because
this type of problem is extremely common,
we have our work cut out for us!

Some patients are hypersensitive to the
presence of sulfites used for preserving cer-
tain foods (cider, beer, whiskey, fish, seafood,
fast foods, sauerkraut, French fries, canned
mushrooms, various fruits and vegetables,
etc.). Sulfites are used to prevent foods
from changing color and are also found in
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many wines. These compounds can cause
migraines, urticaria, conjunctivitis, food in-
tolerance, and a variety of other (sometimes
puzzling) symptoms. Help your patients to
be aware of these possibilities. Sulfites are
commonly used, and potentially toxic to the

RECOMMENDATIONS

liver and gallbladder, yet many people know
nothing about them. A sensible diet associ-
ated with appropriate manipulation of the
liver, gallbladder, and bile ducts brings good
results for problems due to hepatic malfunc-
tion, including those affecting the skin.
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6 / The Gallbladder and Bile Ducts

I AM DEVOTING a separate chapter to the
gallbladder and bile ducts because, in spite
of their close anatomical and physiologi-
cal relationships to the liver, their pathol-
ogy often aftects the body in different ways.
Functional problems of the gallbladder are
common and frequently show psychologi-
cal or emotional causes and effects. This
organ has the role of accepting overflow in
all senses of the word. One could almost
say that in some cases a spasm or inflam-
mation of the gallbladder can be a beneficial
response in terms of the whole body.

For me, gallbladder problems are similar
to duodenitis in that they may not appear
serious in the beginning, but must be care-
fully watched as they can lead to the devel-
opment of ulcers. A prolonged pathology of
the bile ducts can have serious consequences
on hepatic integrity. Some disorders which
affect both the liver and gallbladder were
discussed in the previous chapter.

Physiology and Anatomy

The gallbladder has a capacity of about 33ml.
It stores bile which is produced in the liver,
and regulates its passage into the duodenum
via the common bile duct. The gallbladder

is partially peritonized, which may explain
its sensitivity and mobility. The cystic duct
which empties the gallbladder is curved,
3-4cm long, and has a diameter of 3-4mm.
It joins the common hepatic duct from the
liver to form the common bile duct, which
in turn joins the pancreatic duct to enter the
duodenum via the duodenal papilla (some-
times called the ampulla or papilla of Vater).
The sphincter of Oddi regulates passage of
bile through the duodenal papilla.

In order to manipulate the gallbladder
effectively, you should be familiar with the
orientation of its body, which is from front
to back, from left to right, and from bottom
to top (lllustration 6-1). It is necessary to
follow this oblique axis closely in order to
obtain good results. Otherwise, your treat-
ments may have an adverse effect.

In adults, the surface projection of the
gallbladder is on an imaginary line con-
necting the umbilicus to the right nipple or
mid-clavicle, at its intersection with the cos-
tal margin. However, in children it is much
more medial. The gallbladder has a variety
of anatomical relationships which can lead
to restrictions and disruption of proper
function (Illustration 6-2).

Sympathetic innervation of the gall-
bladder is from the celiac ganglion, and in-
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ILLUSTRATION 6-1

Orientation of the Gallbladder

nervation of its peritoneal surface from the
phrenic nerve. Sensory nerves of the gall-
bladder and bile duct, which can produce
a sensation of pain, are stimulated by the
tension existing in the walls of these struc-
tures. Contraction of smooth muscle in the
wall depends on the vagus nerve, i.e., biliary
excretion is under parasympathetic control.
Secretion of bile in the liver is controlled by
the hormones secretin, gastrin, and chole-
cystokinin (CCK).

ILLUSTRATION 6-2

Relationships of the Gallbladder
(after Gregoire and Oberlin)

The gallbladder concentrates the bile
salts and pigments it receives from the liver
as much as 40-fold. Half an hour after the
appearance of chyme in the duodenum, re-
lease of CCK, in combination with gastrin
and vagal reflexes, causes emptying of the
gallbladder. On average, 15ml of bile are re-
leased by contraction of the gallbladder. This
contraction increases the pressure in the
common bile duct, opening the sphincter of
Oddi. Normally, pressure in the pancreatic
duct is higher than that of the common bile
duct.

The state of the gallbladder depends
greatly upon the individual’s psychological
status. In particular, when a person is upset
upon receiving bad news or seeing an ac-
cident, the body’s first reaction is often an
intense contraction of the gallbladder (less
often the stomach). With repetition, this
phenomenon can lead to inflammation. This
correlation between the psyche and gallblad-
der applies primarily to superficial psycho-
logical tensions; when the problem is deeper
and stronger, the entire liver reacts.

The common bile duct is 6cm long, very
wide in its upper part, and becoming nar-
rower inferiorly. It is deeply set (10-15cm
under the skin), and attached to the posteri-
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Right kidney -
Hepatic flexure -
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or side of the superior duodenum. This bile
duct is sensitive, particularly to rapid disten-
tion. The pain fibers, as they run toward the
spinal cord, are associated with the sympa-
thetic afferent fibers. Normal, progressive
elevation of pressure in the common bile
duct causes only occasional vague discom-
fort. Pain.is produced only by sudden eleva-
tion of pressure (biliary colic).

An understanding of biliary dyskinesia
increases our appreciation of the conditions
needed for efficient functioning of the bile
ducts: a good duct system, suppleness of
surrounding tissues, good tone, and good
synchronization of the gallbladder with the
sphincter of Oddi. These conditions will be
discussed in sequence below.

Diameter of the ducts must be regular,
lumen unobstructed, and the walls exten-
sible, elastic, tonic, and able to maintain
longitudinal tension. As much as one liter of
bile per day may pass through these ducts.
You can achieve significant effects on this
duct system, i.e., increase traction along the
longitudinal axis in order to increase the pa-
rietal force of contractility, and release me-
chanical restrictions by removing fibroses
from the fascial environment of the com-
mon bile duct, cystic duct, and gallbladder.
These manipulations are performed while
the organ is under traction (first longitudi-
nal and then transverse).

PRESSURES

Mechanical problems of the gallbladder and
bile ducts are hydraulic in nature. Diaphrag-
matic attraction, which has a major role in
liver function, does not have the same ef-
fect on the gallbladder. Pressure within the
bile capillaries must exceed the resistance of
viscosity. Following inflammation, pressure
must be even greater to overcome the added
resistance of friction within the bile capillar-
ies and the decreased elasticity of the sur-
rounding tissues. In the intervals between

PATHOLOGY

periods of digestion, the resistance of bili-
ary flow, opposed by the sphincter of Oddi,
directs most of the bile toward the relaxed
gallbladder.

When fasting, the pressure in the lumen
of the gallbladder is only 10cm H,O, the
equivalent of abdominal pressure. When
the gallbladder contracts following a meal,
its pressure is approximately 30cm H,O.
Pressure of biliary secretion in the liver is
approximately 20cm H,O, and that in the
common bile duct 7-12cm H,0. The pres-
sure necessary for crossing the sphincter of
Oddi is about 15cm H,0. Expulsion of bile by
contraction of the gallbladder is necessary to
accomplish this. If there are gallstones pres-
ent, they will go into the common bile duct
because of this same force.

Hormonal changes are important in the
processes of contraction and stone forma-
tion. For example, progesterone slows down
parasympathetic motor activity and bili-
ary evacuation, leading to the formation of
stones. Rapid liquid absorption by the mu-
cosa of the gallbladder (also under hormonal
controls) prevents pressure rising in the bile
ducts, but also encourages the formation of
stones.

Clearly, the gallbladder is not simply an
inert bag that contains bile, but an active
structure with important connections to the
endocrine and nervous (including psycho-
logical) systems. To work efficiently, it must
have soft walls that permit rapid absorption
of liquids. Manipulation of the gallbladder
affects not only excretion of bile, but also
its other excretory functions and pressures
throughout the biliary system.

Pathology
GENERAL SYMPTOMS

I shall discuss throughout this section the
symptoms of injury to the gallbladder or

111

Copyrighted Material



CHAPTER 6 / THE GALLBLADDER AND BILE DUCTS

common bile duct in specific and well-de-
fined pathologies. First, I would like to men-
tion some classically-known general symp-
toms of injury to these organs. Recall that
for ulcer sufferers, meals typically relieve
the symptoms of discomfort for an hour or
so. With mechanical biliary problems, mal-
aise is likewise slightly relieved immediately
after eating. Soon, however, the symptoms
increase: nausea, heaviness, fine perspira-
tion, fever, and selective aversion for certain
smells and tastes (e.g., chocolate, cream,
fatty foods). Other general symptoms in-
clude stale alkaline-smelling breath (ulcers
or gastritis more often cause acid-smell-
ing breath) and right retroscapular pain at
the insertion of the levator scapulae on the
shoulderblade. This pain is most certainly
due to the phrenic nerve connection. A
number of less common symptoms will be
mentioned later in this section.

BILIARY COLIC AND OCCLUSION

These disorders involve quick and complete
obstruction of bile flow by a stone, spasm, or
constriction. Colic has a very abrupt onset,
can last for hours, and ends fairly quickly,
leaving a sensation of soreness. This distin-
guishes it from intestinal problems, which
have a more gradual onset. Also, colic pain
is not aggravated by movement, whereas
pain of musculoskeletal origin often is. The
most frequent cause is a stone in the cystic
duct. Pain is felt in the right hypochondri-
um, with radiation to the right retroscapular
area. There is a sensitive point facing the
gallbladder caused by inflammation of the
adjacent parietal peritoneum.

Spasm of the gallbladder or common
bile duct leads to sudden, tearing, transfix-
ing attacks of pain accompanied by nausea,
vomiting, abdominal distention, and pain in
the right hypochondrium radiating toward
the shoulders or the back. The temperature
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may be slightly elevated. Murphy’s sign is
positive for gallbladder problems. One can
also consider inflammation of the gallblad-
der, bile ducts, or surrounding tissues in-
cluding the sphincter of Oddi. There may
be some difficulty in differentiating these
diagnoses from:

« ulcers or stomach tumors

» acute appendicitis attacks (retrocecal or
subhepatic appendix)

. acute pancreatitis (pain radiates more
toward the epigastrium, left side of the
thoracolumbar column, and left sacro-
iliac joint)

o right renal colic or any right kidney
problems accompanied by urethral pain,
pain along the path of the genitofemoral
nerve, or painful, excessive, or reduced
urination.

Occlusion of the lower part of the common
bile duct is a rapid and severe disorder ac-
companied by acute epigastric pain. Bile
backs up and causes distention of the tribu-
tary ducts, leading to stimulation of the vis-
ceral stretch and pressure receptors. Result-
ing pain may also be perceived around the
right scapula or cervical vertebrae. Progres-
sive narrowing of the common bile duct, in
contrast to complete occlusion, is painless.
With occlusion, jaundice will occur because
concentration of conjugated and nonconju-
gated bilirubin increases in the blood and
tissues. Other symptoms include intense
itching, fatty stools, tendency to hemor-
rhage, fever, and chills. In 75% of cases, bile
duct infection (cholangitis) is the origin of
the problem.

GALLSTONES

This is an extremely common disorder.
In the United States, 8% of men and at least
20% of women over the age of 40 are affected
by gallstones, and two million cholecystec-
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tomies are performed every year. Follow-
ing the cutting of the vagus nerve to the
stomach (abdominal vagotomy), gallstones
increase because of massive elimination by
the gallbladder, which shares the same in-
nervation. Therefore it is very important to
monitor activity of the bile ducts in ulcer
patients who have undergone this operation.
Gallstones are usually made up of calcium
bile salts and cholesterol. Stones made up
of cholesterol are more frequently due to a
dysfunction of the liver than a dysfunction
of the gallbladder because the liver secretes
a lithogenous bile saturated with cholesterol.
We cannot tell for sure how long it takes for
a stone to form, but in vitro, the center of an
artificial stone can form in as short a time as
a few hours.

Possible causes of stone formation in-
clude:

. excess of non-soluble (and/or deficit of
soluble) substances

. excessive concentration of bile in the
gallbladder, with stasis

« excessively strong tonicity of the sphinc-
ter accompanied by weak tonicity of the
ducts

« disturbed afferent nerve stimulation,
spasms of the bile duct wall, or too great
a parietal thickening

« a fibrosed or scarred visceral environ-
ment (as may follow an ulcer); the scar-
ring fixes the antropyloric region and
duodenum, and contributes to pressure
imbalances between bile capillaries

+ age, because saturation of bile with
cholesterol increases until middle age.
Frequency of stones is twice as high in
women under 50 vs. those over 50.

There have been many studies of the factors
which contribute to gallstone formation,
but conclusions have been highly variable.

At puberty, as ovarian function begins, the
concentration of cholesterol in bile increas-
es. Estrogen-based birth control pills, and
estrogen itself, increase the cholesterol satu-
ration of bile. Thus, incidence of gallstones
increases for women on the pill or toward
the end of pregnancy. My clinical experi-
ence has shown that use of oral contracep-
tives leads to biliary excretion problems
associated with acne, overactive sebaceous
and sweat glands, dermatitis, greasy hair,
etc. Diabetes also increases the likelihood of
stone formation.

Symptoms and complications

Symptoms of gallstones are similar to those
of biliary colic. Pain may be absent, or occur
mainly in the initial stage, or be severe and
accompanied by chills and fever. Utilization
of imaging techniques has demonstrated that
many people carry enormous stones without
realizing it. The gallbladder simply becomes
nonfunctional, but without outward symp-
toms. Migraine headaches sometimes occur
during a gallbladder attack. On the other
hand, some migraines have no connection
with gallstones, but often accompany hiatal
hernia or diverticulosis.

Symptoms of stones in the common bile
duct include epigastric and thoracic column
pain, transitory and moderate jaundice, fever,
continuous chills, and vomiting. Sometimes
intestinal bacteria (e.g., E. coli, Streptococ-
cus) are found in the gallbladder. The patient
appears generally healthy apart from symp-
tomatic attacks. When stones are present
in the common bile duct, the gallbladder
is typically fibrosed and non-distensible, a
clear indication for osteopathic treatment.

Possible complications of gallstones
include acute or chronic cholecystitis (see
below). Chronic cholecystitis is a sclero-
inflammatory condition of the gallbladder
walls where they attach to the omentum or
adjacent organs. Symptoms of acute chole-

113

Copyrighted Material



CHAPTER 6 / THE GALLBLADDER AND BILE DUCTS

cystitis follow a well-established order (in
24-36 hours) of pain, fever, and jaundice.
Stones in the common bile duct can bring
about pancreatitis or, more rarely, cholangi-
tis, liver abscess, cirrhosis, empyema (accu-
mulation of pus in an organ), or even fistuli-
zation or obstruction of the intestine.

In the case of an obstruction of the
common bile duct, one finds either a large
dilated gallbladder or a small contracted
gallbladder, depending on whether the ob-
struction was produced by a tumor of the
pancreatic head or by a biliary stone. This
is because the common bile duct does not
have a supraduodenal portion, while the
terminal portion of the hepatic duct is be-
hind the duodenum. If the obstruction re-
sults from a pancreatic tumor (lllustration
6-3), the common bile duct is blocked at
the terminal end and bile accumulates in
the gallbladder, which becomes distended. If
there is a stone in the supraduodenal por-
tion of the hepatic duct, bile cannot reach
the gallbladder. Because the organ is then
nonfunctional, it contracts (Illustration 6-
4). Also, when there is a stone in the bile

Gallbladder Hepatic

duct

Cystic
duct

Common
bile duct

Duodenum Pancreas

[LLUSTRATION 6-3

Obstruction of the Common Bile Duct by a
Pancreatic Tumor (after Testut)
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duct, the gallbladder is usually scarred
and therefore does not become distended.

This phenomenon is known as Cour-
voisier’s law, named after a French surgeon
(1843-1918) who stated that a dilated gall-
bladder in a jaundiced subject without bili-
ary colic is likely to result from a neoplastic
obstruction of the common bile duct (usu-
ally carcinoma of the pancreatic head).

CHOLECYSTITIS
Acute

Acute cholecystitis, in 95% of cases, results
from a stone located in the cystic duct. The
other 5% of cases are due to trauma or ef-
fects of surgery. The severe distention of
the gallbladder which occurs in this disor-
der interferes with normal circulation and
lymphatic drainage, allowing the prolifera-
tion of commensal (and normally harmless)
bacteria.

Symptoms include intense pain of the
upper right quadrant, nausea and vomit-
ing, fever, mild jaundice, muscular guard-
ing, and pain upon listening and palpation.

ILLUSTRATION 6-4

Obstruction of the Comwmon Bile Duct by a
Gallstone in the Hepatic Duct (after Testut)
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Sometimes symptomatology is moderate,
with only a vague pain of the right shoulder.
When there is intense epigastric pain with
definite jaundice, a stone is almost certainly
present. In 50% of cases one can palpate a
sensitive mass comprising the distended
gallbladder and adhering omentum.

Murphy’s sign is pathognomonic for
gallbladder dysfunction. It is performed in
the following manner: Press just below the
right costal margin at the midclavicular-
umbilical line (the surface projection of the
gallbladder) and have the patient breathe in
deeply. An increase of pain accompanied by
a sudden holding of the breath is a positive
Murphy's sign which signifies a problem
with the gallbladder.

Differential diagnosis: Colic pain is per-
ceived low down, does not block respiration,
and does not radiate upward, but more to-
ward the lumbosacral region and sacroiliac
articulations. The pain of cholecystitis may
be confused with that of myocardial infarc-
tion, ulcer, pancreatitis, pneumonia of the
right inferior lobe, acute nephritis, renal
colic, or intestinal occlusion. I must empha-
size that cancer of the gallbladder presents
no particular symptoms. Be particularly
wary of cases with generalized signs of tox-
icity such as malaise, fever, loss of appetite,
weight loss, jaundice, and dark and scanty
urine.

Chronic

Chronic cholecystitis presents as repeated
episodes of acute cholecystitis, the mu-
cosa and smooth muscles of the gallblad-
der being replaced by fibrous tissue. There
are frequently adhesions with neighboring
structures. The ability of the gallbladder to
concentrate bile is impaired. Symptoms of
chronic cholecystitis are the same as those
of acute cholecystitis, but often with only a
slight fever.

Laparoscopic surgical procedures are

PATHOLOGY

more effective than standard surgical pro-
cedures, but they do depend on the dexter-
ity of the surgeon. With this procedure, the
common complications from surgery can
be avoided. Even so, as with open surgery,
functional improvement after an operation
is far from being the rule. Even if surgical
removal of the gallbladder was necessary,
the cause of the original biliary colic will
still be around. It is important to ask the
question, Why were gallstones formed in
the first place and what could be done to
avoid them?

I am no longer surprised when I encoun-
ter gallstone patients who have undergone
surgical removal of the gallbladder without
notable improvement of their symptoms.
The actual stone is not always of great phys-
iological significance, and may not explain
all the symptoms. Sometimes, after surgical
intervention, the patient feels even worse.
Possible explanations include incomplete
surgery, residual stones of the common bile
duct, other disorders of the gallbladder or
bile duct, asymptomatic neoplasm, fistula,
etc. Surgical trauma can cause narrowing of
the bile ducts or sphincter of Oddi; the for-
mer condition can also result from anatomic
abnormality or from post-surgical edemas
or fibroses.

OTHER DISORDERS

Biliary cirrhosis is a serious complication of
stones arising from negligence on the part
of the patient or practitioner, or a missed di-
agnosis. It is a form of cirrhosis marked by
prolonged jaundice due to chronic retention
of bile and inflammation of the bile ducts.
Hepatic fibrosis is reversible at the begin-
ning but becomes progressively irreversible.
Other symptoms are intense itching, jaun-
dice, and portal hypertension.

Acute pancreatitis will be described in
Chapter 7. Gallstones are a primary cause;
stones with a diameter of 2mm or less are
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able to cross the sphincter of Oddi.

Biliary dyskinesia refers to defects in
the control of smooth muscle activity of the
gallbladder or bile ducts. Normally, the ar-
rival of the bolus in the duodenum triggers
increased secretion of CCK, which causes
the gallbladder to contract and relaxes the
sphincter of Oddi. There are three major
types of biliary dyskinesia, all fairly com-
mon: evacuation problems (dyskinesia),
tone problems (dystonia), and problems of
coordination between the gallbladder and
sphincter of Oddi (dyssynergia). Nausea,
headache, vertigo, diarrhea, and constipation
are the principal symptoms. There seems to
be a clear psychological component to these
problems since they are more common in
anxious people. Dietary aggravating fac-
tors include alcohol, chocolate, cream, fatty
foods, and various medicines. My observa-
tions indicate that biliary dyskinesia is also
associated with hormonal factors, e.g., high
estrogen level.

Cancer of the gallbladder is an insidious
cancer found mostly in women over 70 years
old. Symptoms include constant pain and a
palpable mass in the right upper quadrant,
general fatigue, weight loss, and jaundice.
This is a relatively rare form of cancer and
is usually inoperable by the time it is diag-
nosed.

Cancer of the bile ducts affects mostly
the common bile duct and is slightly more
prevalent in men 40-60 years old. Symp-
toms include progressive jaundice, absence
of pain, itching, weight loss, and absence of
bile in the stools.

Rarely, biliary obstructions result from
parasitic infestations such as ascariasis and
schistosomiasis, or from hydatic cysts.

LESS-COMMON SYMPTOMS

Serious biliary disorders do not require great
skill or subtlety to diagnose, as they tend to
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make themselves obvious. However, some
malfunctions are less serious, while still hav-
ing the potential to detract from “quality of
life” I would like you to be aware of several
less-common symptoms which are some-
times of biliary origin. This list is based on
my experience with thousands of patients:

o left-sided neck pain focused on the
muscles which connect the transverse
processes of C4-C6 (this may also reflect
stomach problems because the stomach
and gallbladder share common innerva-
tion)

« hypersensitivity of the left scalp and left
sinus; the scalp is sensitive when the pa-
tient combs his hair

« painful tension of the left eye, frontal/
nasal articulation, and/or left nostril

« difficulty with deep respiration (I sus-
pect that irritation with inhalation oc-
curs because the gallbladder is com-
pressed against adjacent structures, and
its sensitive peritoneal attachments are
strained. On the other hand, if deep
exhalation causes pain, 1 think more of
stretching which irritates the common
bile duct and extrahepatic bile ducts.)

» the prone position is uncomfortable, and
sleep is episodically disturbed (by con-
trast, a patient with hepatic problems
has deep sleep of a poor quality, is tired
in the morning, and takes a long time to
wake up)

- general and mental fatigue are limited to
the time of the attack (with liver prob-
lems, they are severe and persistent)

+ hyperthermia sometimes accompanies
attacks, typically between 2 A.M. and 4
A.M., whereas the patient usually feels
cold upon awakening

. the patient suffers from severe non-
migraine headaches, beginning on the
left side and becoming generalized later
during the attack
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« vertigo (perhaps associated with dys-
function of the phrenic nerve or verte-
bral and basilar arteries)

« photosensitivity
« hypersensitive sense of smell

« hypersensitivity to sulfites found in beer,
cider, apple puree, chips, etc.

. the patient craves acidic foods and sea-
sons what he eats (e.g., with vinegar,
pepper, or mustard).

Diagnosis

General listening of the gallbladder is dif-
ficult to differentiate from that of the liver.
The patient forward bends, along with a
very slight left rotation and right sidebend-
ing. With a hepatic problem, you may no-
tice that the patient carries out the right
sidebending first and the forward bending
slightly afterward. However, with a long-
standing gallbladder disorder the liver itself
is usually affected and the separation of the
two organs becomes meaningless. For relief,
the patient holds the right shoulder slightly
downward and forward.

It is always interesting to observe how
individuals move and hold themselves; this
will usually give you the diagnosis. For exam-
ple, when traveling, people who are prone to
motion sickness assume this forward bend-
ing position to prevent too strong a tension
on the soft tissues around the gallbladder.

With the patient in the supine position,
palpation of the gallbladder is difficult; the
seated position is preferable. The bottom of
the gallbladder is more anterior and there-
fore more palpable. It is also easier to ex-
plore in the case of a pathology, as seen with
Courvoisier’s law. To carry out palpation of

DIAGNOSIS

the gallbladder, have the patient seated and
leaning forward, and apply right subcos-
tal pressure with your right hand. Initially,
place the hand at four fingers’ width below
the costal margin and move it posterosupe-
riorly and to the left; the precise direction
will depend on the axis of the gallbladder.
To avoid muscle guarding from the rectus
abdominis muscle, palpate using the ulnar
edge of the fingers of your right hand on the
right lateral edge of this muscle. Place your
fingers under the liver and behind the costal
projection of the gallbladder.

Normally, the inferior edge of the liver
is smooth and painless, whereas the gall-
bladder is sensitive or hypersensitive, even
in people who have never had biliary prob-
lems. This demonstrates the dense innerva-
tion which characterizes the gallbladder and
its peritoneal attachment. In the beginning,
pay attention to this sensitivity because it is
otherwise very difficult to distinguish the
gallbladder from the liver.

Compress the gallbladder against the in-
ferior surface of the liver. Severe pain, often
accompanied by apnea, may signify chole-
cystitis. Sensitivity without intense pain is
more likely to indicate a visceral spasm. It is
also possible to feel fibrosis of the gallblad-
der walls during compression. If the sensi-
tivity felt during compression is increased
on recoil, irritation or restriction of the gall-
bladder walls and peritoneal attachments is
indicated. Osteopathic manipulation is often
effective with these conditions.

LOCAL DIFFERENTIAL DIAGNOSIS

For local differential diagnosis, place your
right hand on the patient’s abdomen, middle
finger along the midline and palm on the um-
bilicus (Illustration 6-5). For dysfunctions of
the gallbladder (arrow 1), the fingers move
toward the surface projection of this organ,
where the costal margin intersects the right
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ILLUSTRATION 6-5

Local Differential Diagnosis:
Gallbladder

1. Gallbladder
2. Right kidney
3. Pancreatic axis

midclavicular-umbilical line. The hand then
pronates and the palm also tends to get clos-
er to the surface projections of the gallblad-
der. For the sphincter of Oddi, the hands
do not initially move upward, but directly
into pronation. The thenar eminence moves
onto the sphincter of Oddi, approximately
3cm above the umbilicus on the midcla-
vicular-umbilical line. For the right kidney
(arrow 2), the difference is minimal; rely on
the palm of the hand, which moves to the
right and remains flat. The hand stabilizes
itself in a position 2-3cm to the right of the
umbilicus, without moving toward the right
costal margin. The palm then pushes deeper
towards the breast.

For the pylorus, the hand stays on the
midline and moves 7-8cm above the umbi-
licus. The palm then moves to the right or
left depending on the position of the py-
lorus. For the liver, the hand moves as for
the gallbladder, but without pronating; the
palm settles flat onto the right costal mar-
gin. For the pancreas (arrow 3), the hand’s
axis moves toward the left costal margin,
creating a 30° angle with a transverse plane
through the umbilicus. The thenar eminence
is found on the sphincter of Oddi at the end
of the movement.
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INHIBITION

Inhibition techniques are useful in eliminat-
ing the possibility of an antropyloric ulcer
or hepatic problem. However, they require
much practice.

Suppose that your hand moves toward
the surface projection of the gallbladder and
that you wish to eliminate the possibility of
antropyloric involvement. Create an inhibi-
tion point on the midline close to the xi-
phoid process. If your hand is still attracted
toward the gallbladder point, the problem
lies with this organ.

Liver involvement is usually a sign of a
more serious pathology, and this possibility
must also be tested. With the other hand
placed flat facing the liver, inhibit hepatic
motility. If the first hand is still attracted to
the gallbladder point, the gallbladder itself
is probably the source of the problem. If the
hand no longer moves toward the right cos-
tal margin, you should suspect participation
of the liver.

OTHER TESTS

Instead of compressing the gallbladder on
the inferior side of the liver as described
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above, try stretching the tissues by putting
your hands on the common bile duct (or the
transverse colon which overlies it) and push-
ing downward. If the patient feels better, you
should suspect inflammation or irritation of
the gallbladder.

With gallbladder injury, lateral com-
pression of R9-R10 on the right disturbs
inhalation. This painful disturbance may be
centered on the anterior surface projection
of the gallbladder. Murphy’s test consists of
exerting pressure on the gallbladder point in
order to limit or stop respiration, as a test of
significant gallbladder irritation. However, it
is difficult to differentiate between the liver
and gallbladder using this technique.

The common bile duct is deeply placed
(15cm below the surface) behind the duo-
denum; [ palpate it via the duodenum. It is
usually not possible to differentiate it from
surrounding structures. Inflammation of
the common bile duct renders it sensitive
to stretching, and it can therefore be tested
indirectly by lifting the liver. At the end of
the movement, bring the patient’s thorax
into backward bending to increase stretch-
ing. 1f bile duct inflammation is present, the
patient will feel discomfort or pain between
the liver and umbilicus, slightly to the right
of the midline. Unfortunately, such discom-
fort can also result from problems of the du-
odenum, pylorus, or right kidney. Manipula-
tion of the common bile duct should always
be associated with that of the gallbladder, as
discussed later in this chapter.

The surface projection of the sphincter
of Oddi is found on the midclavicular-um-
bilical line, two fingers’ width above the um-
bilicus. For a mobility test, place the most
sensitive part of your hand (usually either
the thenar or hypothenar eminence) on this
point and exert pressure with a slight clock-
wise rotation. Sensitivity toward the end of
this movement indicates a problem of the
sphincter of Oddi or duodenal papilla. If the
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sensitivity occurs sooner, it is more likely to
signify a problem of the greater omentum,
small intestine, or descending duodenum.
Pain on recoil following the compression
suggests irritation of the local tissues. For a
motility test, press the most sensitive part of
your hand slightly into the point, followed
by several rotations to move it in as deeply
as possible. Relax the pressure a little. Nor-
mal listening to the sphincter of Oddi takes
the hand into clockwise and counterclock-
wise rotation, with a fairly slow rhythm. If
there is a problem, the palm remains flat
and deep, without rotating. Local listening
of a sphincter-like area that is closed or has
improper motion will reveal a counterclock-
wise motion, in contrast to the clockwise
motion present when the sphincters are
open.

ASSOCIATED SKELETAL
RESTRICTIONS

With disorders of the gallbladder and bile
ducts, the cervical vertebrae are often re-
stricted on the left at the level of C4-C6. 1
believe that these restrictions result from
impaired function of the phrenic and vagus
nerves. Testing of the cervical spine can
help you localize biliary problems. Lim-
ited movement, with restriction of mobility
more on the left side, suggests a gallbladder
dysfunction. Right-sided cervical restriction
is associated more with hepatic problems.
Right-sided costovertebral restrictions, es-
pecially of T7-T9, are almost automatic with
biliary problems. Never adjust these before
you have treated the gallbladder.

The Adson-Wright test will not be posi-
tive in minor dysfunctions of the gallbladder.
Positive results will be obtained with major
disturbances of biliary transit which disrupt
intrahepatic circulation. This test is positive
with hepatic disorders because of the as-
sociated imbalance of membranous tension
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and blood circulation. Left and right systolic
pressures, however, remain in equilibrium.

Treatment

Appropriate manipulative techniques for the
gallbladder and bile ducts were discussed
previously (Visceral Manipulation, pp. 75-
78), but have since been refined and im-
proved. Manipulation is effective for treat-
ment of biliary stasis, gallbladder spasm,
fibrosis, and even scarring and inflamma-
tion. The gallbladder is usually treated in
four stages:

« restrictions are released
+ the gallbladder is emptied (evacuated)
« the common bile duct is stretched

+ induction (local or general) is per-
formed.

RELEASE OFf RESTRICTIONS

To release restrictions of the gallbladder,
place the patient in the seated position and
approach from a right subcostal position.
In the case of muscular guarding, approach
from the right lateral edge of the rectus
abdominis muscle. Always be aware of the
physiological axis of the gallbladder. Move
the fingers from back to front and right to
left in order to reach the anteroinferior edge
of the liver. The sensitivity which is immedi-
ately triggered indicates the position of the
gallbladder. Sometimes you set off the ret-
roscapular gallbladder trigger point by being
on the gallbladder. Push the fingers against
the inferior side of the liver as far back as
possible to get on the apex, or go under-
neath the gallbladder and hold it against the
inferior surface of the liver. Find areas of
tenderness and release them by alternately
pressing slightly and relaxing them by gentle
fingertip massage until the pain is relieved.
After these areas have been released, i.e.,
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ceased to be painful, make circular motions
with your fingers over the area of the gall-
bladder. In this manner you will methodi-
cally feel the entire surface of the gallbladder
and will not miss any points.

EVACUATION OF GALLBLADDER

In this stage, keep the patient in the same
position and put your fingers on the apex of
the gallbladder. Push rhythmically along the
axis of the gallbladder to help the bile flow
from apex to neck, ie., first superomedially
and then inferomedially (Illustration 6-6).
With each stroke, go just far enough to en-
gage resistance; you will be able to go a bit
farther the next time. Repeat this manipula-
tion until it goes smoothly, usually four or
five times, but never more than ten times.
In thin patients you can sometimes clearly
feel the neck.

ILLUSTRATION 6-6
Cholecystic Evacuation (Gallbladder Stage)

STRETCHING OF COMMON
BILE DUCT

This stage begins at the moment when the
fingers move downward in the direction of
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the sphincter of Oddi ({llustration 6-7). For
our purposes, one could think of the com-
mon bile duct as beginning with the cystic
duct. Do not relax manual pressure during
this stage. To avoid triggering or increasing
spasm of the gallbladder or common bile
duct, your manipulation should not cause
pain. When your fingers can no longer move
downward, keep them in place and bring the
patient into backward bending to increase
the longitudinal tension of the common bile
duct.

ILLUSTRATION 6-7
Cholecystic Evacuation (Common Bile Duct Stage)
Another very useful technique is per-
formed with the patient in the seated posi-
tion with the hands clasped behind the neck.
Find the sphincter of Oddi, fix it with pos-
teriorly and inferiorly directed pressure, and
stretch the common bile duct by using the
elbows to backward bend and rotate the pa-
tient to the right, and slightly sidebend him
to the left. Repeat rhythmically until you
can feel the stretching throughout the com-
mon bile duct. A variation of this technique
is to grasp the gallbladder with one hand,
utilizing the subcostal approach, and push
the sphincter of Oddi posteriorly, inferiorly,
and laterally to achieve the same effect.

TREATMENT

GENERAL INDUCTION

Motility of the gallbladder is a see-saw mo-
tion where the gallbladder tips posteromedi-
ally (toward the midline) during expir and
anterolaterally during inspir. To listen to the
motility and to perform induction, place the
heel of the hand on the costal margin at the
level of T9. When inducing the gallbladder
at the end of treatment, it is a good idea to
induce the liver simultaneously, thus ensur-
ing that they work well together.

General induction around the gallblad-
der is performed with the patient in the
seated position. Place your fingers on the
peritonized portion of the gallbladder, i.e.,
the middle part of the body. Usually there
will be painful areas of fibrosis here. Let the
body go into general induction around your
hands. Initially, the patient will carry out
large motions centering around the gallblad-
der. As your fingers carry out a local induc-
tion on the gallbladder, its spasms and the
spasms of the sphincter start to decrease.
This induction will also free the fibrosed
tissues around the structure. Gradually, as
spasms of the gallbladder cease and the tis-
sues become less fibrosed and sensitive, the
large motions will diminish and stop.

Use this technique even if direct mobili-
zation seems efficient to you; it mobilizes the
liver and the gallbladder on all the neighbor-
ing structures and allows you to find restric-
tions you may not have suspected. This situ-
ation is common in cases of cholecystitis.

General induction is very useful in
treating the fibrosis that usually occurs with
chronic gallbladder problems. As the walls
thicken, they lose their normal physiologi-
cal role. Thus, the gallbladder is forced to
increase its contractile pressure in order
to discharge the bile. This may induce sig-
nificant spasms which themselves become a
problem. In 1981 my colleague Pierre Mer-
cier and I treated a patient with cholestero-
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sis (strawberry gallbladder with cholecystitis
where the lesion consists of lipoid cells in
the wall) using general induction. The thick-
ness of the gallbladder wall was measured
(with ultrasound) at the beginning of the
session by Dr. Serge Cohen, and remeasured
a week later. We were able to document a
50% decrease in the thickness of the wall.

DIRECT TECHNIQUE

A transverse manipulation of the common
bile duct can be performed with the patient
in the left lateral decubitus position with the
right leg bent. This is similar to the tech-
nique described for the descending duode-
num. This portion of the duodenum should
first be stretched to reach the common bile
duct, to which it is closely linked.

Place the fingers slightly to the left of
the linea alba and push them to the right
and inward in the direction of the duode-
num (Hllustration 6-8). Next, relax the pres-
sure slightly and move the duodenum (1)
transversely, (2) longitudinally toward the
costal margin, and (3) longitudinally toward
the umbilicus and sphincter of Oddi. These
three stages result in mobilization of the
length of the common bile duct.

ILLUSTRATION 6-8

Transverse Manipulation
of the Common Bile Duct
(Lateral Decubitus Position)
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RECOIL

These techniques should be applied with
the patient in the seated position, because
by lifting the liver you stretch the common
bile duct and lengthen its longitudinal axis
from the liver. You can perform recoil dur-
ing common bile duct stretching by push-
ing your fingers toward the umbilicus and
quickly letting them go. The effect is con-
centrated on the sphincter of Oddi. You can
also, during bile duct transverse manipula-
tion as described above, “play” the descend-
ing duodenum as if it were a guitar string.
The most effective recoil is performed
on the projection of the sphincter of Oddi.
Push the pisiform as deeply as possible and
make it slide laterally while pressing it down
toward the costal margin or the ascending
colon, then suddenly relax pressure. You
will achieve a significant, simultaneous ef-

fect on the common bile duct and sphincter
of Oddi.

TREATMENT STRATEGY

In general, I recommend that you begin with
gallbladder techniques in the seated posi-
tion, then proceed to the common bile duct
and, lastly, the sphincter of Oddi. 1 have ex-
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perimented by starting with the sphincter of
Oddi instead, but for me beginning with the
gallbladder has given better results overall.
However, if your experience proves other-
wise, do not hesitate to change my plan.

Stimulating the pylorus, duodenojejunal
flexure, and ileocecal junction increases the
effectiveness of biliary manipulation. Treat-
ment of articular restrictions should take
place only after you have systematically re-
leased those of the biliary system.

Finish the session with induction and
cranial techniques. Gallbladder motility is
greatly influenced by restrictions of the sur-
rounding tissues, common bile duct, and
sphincter of Oddi; these areas must therefore
be treated before induction of the gallblad-
der. Cranial restrictions due to biliary prob-
lems are located on the left frontal/temporal
region, whereas restrictions due to hepatic
problems are located on the right. Induc-
tion of the gallbladder should precede any
treatment of the cranium. This relationship
is apparently due to fascial connections, to
reflexes mediated by the brain centers that
affect the gallbladder, and to other mecha-
nisms which are not yet understood.

The status of all connective tissues in
and around the gallbladder and bile ducts af-
fects the tone of these biliary organs. Induc-
tion has the greatest effect on tone, notably
on the spasticity of contractile fibers. A gall-
bladder spasm can be quickly relaxed by use
of this technique. I suspect that the positive
effect of articular manipulation on spasms
and tone of the biliary system is mediated
by the vagus nerve and celiac plexus. The
reciprocal and complementary functions of
the sympathetic and parasympathetic auto-
nomic systems must be considered in this
context. The interactions of these two sys-
tems are complex and often subtle; they do
not always function in a simple antagonistic
fashion.

The digestive system reacts to different
stimuli, some mechanical (i.e., food ingestion

TREATMENT

and movement) and some involving nervous
reflexes originating from reflexogenic zones
(see Chapter 1). In order to increase coordi-
nation between the gallbladder and sphinc-
ter of Oddi, it is necessary to manipulate not
only these two organs, but also the pylorus,
duodenojejunal flexure, and ileocecal junc-
tion. These areas are interdependent; if ma-
nipulation of one does not give the desired
result, try the others.

Bile salts are strong choleretics (sub-
stances which stimulate excretion of bile
by the liver). Thus, freeing of the gallblad-
der will increase hepatic secretion. Stimula-
tion of sensory vagal nerves will also have
this effect. These afferent nerves have their
origins in the gallbladder and bile ducts, and
can be stimulated by tension in the walls of
these organs.

Hormonal factors

[ and other clinical practitioners have noted
that gallbladder symptoms in women are
correlated with periods of ovarian activity.
Most symptoms appear in the premenstrual
period, and research has shown that more
stones are formed during the luteal phase.
The stage of the menstrual cycle the patient
is in also determines which types of manip-
ulation are appropriate.

During ovulation, female patients often
report sensitive or painful breasts, and one
frequently finds middle thoracic costoverte-
bral restrictions corresponding to mammary
hyperactivity. Manipulation of the midtho-
racic region at this time only serves to ir-
ritate the local tissues, thereby increasing
breast tenderness and spasms of the para-
vertebral and intercostal muscles. You could
also destabilize a natural compensation that
is working well for the patient. In this situa-
tion, test the costochondral articulations. If
several of these are restricted and painful,
avoid manipulation and have the patient re-
turn during another part of her cycle. The
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same is true of thoracic, lumbar, and sacro-
iliac restrictions, i.e., if you discover such re-
strictions during the period of ovulation, do
not treat them immediately. If you do, you
run the risk of irritating an area of restric-
tion that will probably resolve of its own ac-
cord within a few days.

For the same reason, avoid manipula-
ting the lower lumbar and sacroiliac joints
just prior to the period of menstruation. At
this time, the pelvic region is congested, the
uterus pulls on the sacral attachments, and
all ligamentary attachments are taut and
sensitive. Manipulation of, e.g., the sacroili-
acs, runs the risk of provoking sciatica. It is
quite normal to have premenstrual restric-
tions in these areas. In general, when you
find that all the ligamentary attachments
in a particular area are sensitive, consider a
hormonal or reflexogenic cause.

With men, hormonal variations (e.g., in
testosterone level) are less obvious but do
exist. Physical changes are less visible from
the outside and are more easily overlooked.
Men do have well-documented variations in
sexual activity, often associated with hor-
monal variations.

Hormonal influence on gallbladder and
bile duct function could explain disorders
which the patient has observed to occur in
a cyclical (e.g., monthly, equinoctial, annual)
fashion. The patient may come for treatment
of some secondary symptom (e.g., frequent
neck and thoracic pain) and be surprised
when visceral manipulation eliminates the
problem. As mentioned in Chapter 4, I be-
lieve that the endocrine system also has a
significant role in disorders of the stomach.

Emotional Relationships
Everyday problems

The gallbladder does not have the same
emotional significance as the liver, but it is
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one of the first organs to react when some-
thing is not quite right, e.g., when you lose
your car keys. This is not a world-shaking
event, but it can nevertheless cause you to
lose your temper. The gallbladder reacts to
everyday stresses.

Everyday worries

These are, e.g., worries about traveling long
distances: Do I have all the necessary docu-
ments? Will [ be there on time? Will the trip
work out as planned? The gallbladder is the
organ that deals with traveling and all the
worries and stresses involved.

Practical issues

The gallbladder reacts to very practical
stresses and concrete conflicts. Genetics or
the proper development of a person’s psyche
does not play a role with this organ.

Recommendations
CONTRAINDICATIONS

Gallstones are not a contraindication for
osteopathy. Manipulation could conceivably
cause a stone to move into the duodenal pa-
pilla, interfering with pancreatic duct func-
tion and presenting the risk of pancreatitis.
However, this has never been reported, even
with the thousands of gallbladder manipula-
tions performed in France by me and others.
In general, large stones do not migrate and
small stones pass into the duodenum with-
out stopping at the sphincter of Oddi.

In some cases, manipulation has been
followed by serious but temporary problems
such as nausea, uncontrollable vomiting,
mild fever of short duration, pain around
the celiac plexus, faintness, etc. In general,
however, the positive results I obtained were
proportional to the intensity of these tem-
porary problems. For example, a patient in
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her forties once consulted me for a prob-
lem of arterial hypertension (190/110mm
Hg). After manipulation of the gallbladder,
common bile duct, and sphincter of Oddi,
her body became covered with petechiae
(small purplish hemorrhagic spots). For one
week, she experienced a rise in tempera-
ture and very pronounced fatigue. Then her
blood pressure stabilized at 120/70mm Hg,
and has remained there for six years. How
can one explain such reactions? The liver
plays an essential role in the coagulation
system through its production of heparin,
prothrombin, fibrinogen, etc., but I cannot
otherwise find a correlation between the
treatment and the observed symptoms in
this case.

If manipulation of the gallbladder or bile
ducts produces major side effects or unex-
pected symptoms, do not take risks. Send
the patient to a specialist, or prescribe ap-
propriate diagnostic testing. Always pay at-
tention to general signs such as weight loss
and fatigue. With development of fever,
temporarily stop treatment and attempt to
determine the cause of the fever. It may in-

RECOMMENDATIONS

dicate an infection, which should not be al-
lowed to spread in the body.

ADVICE TO THE PATIENT

Warn your patient about possible strong
reactions to treatment. These include vom-
iting, nausea, hypotension, and sometimes
symptoms resembling those of depression.
Fortunately, these reactions typically disap-
pear within a few days.

Diet is important, but digestive reactions
to foods depend on hormonal processes,
emotional state, and extrinsic factors such
as climate, country, season, etc. This helps
explain the sometimes unpredictable effects
of diet upon biliary function.

[ must emphasize again the interdepen-
dence of the gallbladder and stomach. You
may successfully treat a gallbladder disorder
only to observe the subsequent appearance
of stomach pain. I believe that this phenom-
enon is due to their common parasympa-
thetic innervation and reciprocal system of
compensation and adaptation.
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7 | The Pancreas and the Spleen

IN Visceral Manipulation, we did not describe
any techniques for manipulating the pan-
creas and spleen because those in use at the
time had not yet demonstrated their effec-
tiveness. It has taken me more than twenty-
five years to better understand the pancreas
and the spleen. The spleen is still a bit of a
mystery, but [ have been able to improve my
manipulation techniques to the benefit of
my patients, albeit without formal proof of
their efficiency.

It is easier to picture the effects of a
manipulation of the pancreas because it has
secretory canals, the main and accessory
pancreatic ducts. Whenever you are work-
ing with an organ that has secretory canals,
you are aiming at increasing the flow of se-
cretions in this organ. Do you really affect
the quality of the secretions? I am convinced
of it, but am not able to prove it yet.

I have never been able to conclusively
demonstrate effects of osteopathic manipu-
lation on spleen function. This organ has
no secretory canals and its physiology is
far from being fully understood. The spleen
has been used to strengthen the body’s im-
mune system, and it is true that some of my

younger patients have had fewer sore throats
or inflammation of the bronchioles after
osteopathic treatment. How can this be ex-
plained? The liver can easily be palpated and
mobilized, but the spleen is very difficult to
differentiate from its neighboring structures
during palpation.

However, one cannot waffle and qualify
one’s statements endlessly. Actually, the
workings of many manipulative techniques
are purely a matter of speculation. For ex-
ample, there is no question that manipulat-
ing a vertebra can relieve back pain, but the
mechanism of the action remains hypotheti-
cal. In conclusion, I will not state that it is
impossible to manipulate the spleen, but
do ask that you be appropriately modest in
your claims and explanations regarding such
treatment.

In this chapter, in addition to present-
ing what little information I have about the
spleen, I will describe several diseases of the
pancreas and some manipulative techniques
which I have developed. The intricate rela-
tionship of the pancreas with the hepato-
biliary system renders differential diagnosis
very subtle, and often impossible.
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Pancreas
PHYSIOLOGY AND ANATOMY

This gland has a close relationship with the
duodenum, and their manipulation is typi-
cally interrelated. The pancreas is larger in
men, with an average weight of 70g and
length of 18cm. It is divided into two por-
tions by the transverse mesocolon, the
supramesocolic part being the most im-
portant. The head and body are essentially
fixed. Because the tail is less fixed and is
deeply placed, it is difficult to palpate and
impossible to differentiate from nearby or-
gans. Attached to the posterior abdominal
wall next to the lumbar vertebrae, the body
and tail respond to pressure on L1 and L2 at
the midline.

For osteopathic purposes, [ separate the
pancreas into two parts:

+ the head and part of the body next to it
is the exocrine aspect of the pancreas

« the rest of the body and the tail is the
endocrine aspect of the pancreas.

The exocrine aspect of the pancreas is func-
tionally similar to the liver. It reacts well
to stimulation of the duodenum and the
sphincter of Oddi. The endocrine aspect
corresponds to its hormonal activity of regu-
lating glycemia through its release of insulin
and glucagons into the bloodstream.

Note: The pancreas is a very fragile
gland, which does not repair itself after
mechanical trauma. Do not use direct tech-
niques on this organ since that may result
in pancreatitis. I would even say that this is
probably the only organ which is dangerous
to manipulate directly.

Innervation of the pancreas comes from
the vagus nerve and celiac ganglion. The
early pain of a cancer of the pancreatic head
is due to malignant infiltration of tissues
around the nerves, as well as increased pres-
sures within the secretory ducts.
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Attachments

Because the pancreas was not described in
Visceral Manipulation, 1 will briefly men-
tion some of its attachments and urge you
to obtain additional information from your
anatomy books. This organ is supported
by the duodenum and parietal peritoneum,
which press it against the posterior ab-
dominal wall (Illustration 7-1). The body
is suspended from the duodenojejunal flex-
ure, and the tail is connected loosely to the
spleen by a portion of the omentum. There
is a 3cm groove on the posterior side of the
pancreatic head which follows the common
bile duct; this anatomic relationship is of
therapeutic interest.

The head rests upon the bodies of L2
and (partially) L3, which are covered by the
right crus of the diaphragm. Between these
vertebrae and the pancreas is found adipose
tissue enclosing the aorta, inferior vena cava,
and right renal vein. In cases of pancreatic
tumors, these vessels are compressed, caus-
ing edema of the lower limbs. The posterior
side of the pancreas, in some individuals,
appears to be retroperitoneal, while the an-
terior side is always peritoneal. In any case,
the pancreas is functionally dependent on
the peritoneum.

Secretory canals

The pancreatic duct is located superior to
the common bile duct, and the two usually
unite before entering the descending duode-
num. The two ducts unite at the level of the
major duodenal papilla, where they enter
the descending duodenum at its posterome-
dial portion. Sometimes this common duct
enlarges to form the ampulla of Vater before
entering the duodenum. The smaller acces-
sory duct (duct of Santorini) begins at the
level of the neck of the pancreas and enters
the duodenum via the minor duodenal pa-
pilla, 2-3cm above the major duodenal pa-
pilla (Illustration 7-2).
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The pancreas can secrete around one
liter of digestive juices per day. In fasting
periods, there is very little pancreatic se-
cretion. In 70% of people, the common bile
duct and pancreatic duct share a common
canal (see above), about 5mm long, which
presents the possibility of reflux in either di-
rection. An abnormal movement of bile into
the pancreas can produce destruction and
lipidic necrosis of parenchymal cells. Dis-
solution of the necrotic cells (as verified on
autopsy) occurs within twenty-four hours.
In general, such biliary reflux into the pan-
creas does not occur because the pressure
of the pancreatic duct is higher than that
of the bile ducts. Exceptions occur during
physiological dysfunctions of the cystic or
common bile duct, or when pressure inside
the ducts is raised by pathological processes
such as cholecystitis or stones.

PATHOLOGY

Acute pancreatitis

This is a condition that usually accompanies
other pathologies, by far the most common
of which are alcoholism and gallstones. It
may also be found in patients with peptic
ulcers, infectious diseases (e.g., mumps,
hepatitis), hyperparathyroidism, and some
connective tissue disorders. It can also occur
secondary to trauma or certain drugs (in-
cluding birth control pills, tetracycline, and
commonly-used diuretics).

The most widely-held theory at present
for the pathogenesis of this disease is that it
results from autodigestion of the pancreas
by activation of proteolytic and lipolytic di-
gestive enzymes inside the pancreas rather
than the small intestine. Bile reflux into the
pancreatic ducts (see above) may be respon-
sible. In the absence of gallstones, I suspect
that bile reflux may occur secondary to in-
flammation or fibrosis of the duodenal pa-
pillae. Pancreatitis, which is equally frequent
in men and women, is usually self-limiting
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and subsides within one week of onset. In
extreme cases, e.g., pancreatitis with inter-
stitial edema, necrosis, or hemorrhage, it
can be fatal.

Pain is characteristically intense and
penetrating in nature. The location of the
pain depends on the retroperitoneal posi-
tion of the pancreas and the portion of the
organ affected: tail (left hypochondrium),
body (epigastrium), or head (epigastrium,
right hypochondrium, and T10-L2 region).
The pain is often more intense in the supine
position, the patient obtaining relief by as-
suming a seated position leaning forward,
legs bent, and arms crossed and pressing
against the epigastrium. Pain is more or less
excruciating depending on the level of de-
struction of the gland; in many cases, it is
quite mild.

Other symptoms include:

 constant intense pain radiating to the
back, chest, and pelvis

+ nausea, vomiting, problems of intestinal
transit, fatty stools with undigested fi-
bers

- the patient feels exhausted, agitated, and
worried

« skin is mottled and extremities cold

« urinary output is decreased; hypovole-
mic shock may ensue

» fever is absent in the beginning, later
may rise to 39°C

« the epigastrium shows muscular guard-
ing and contractions

« pain is felt on palpation, but is less se-
vere than spontaneous pain

« bowel sounds are decreased or absent

- in approximately 20% of patients there
are pleural effusions, basilar rales, and
other pulmonary findings, usually on
the left side.

Intense pain in the locations described above
is the most common sign of acute pancre-
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atitis. Other disorders presenting the same
symptom include biliary colic, myocardial
infarction, gastroduodenal ulcer, mesenteric
infarction, and aortic dissection. Differential
diagnosis is most difficult in the case of per-
foration of a hollow viscera, with the con-
tents released into the peritoneal cavity.

Chronic pancreatitis

The early course of this disorder is often
asymptomatic. It may follow slight bouts of
abdominal pain or, occasionally, acute pan-
creatitis. In about half of the cases there is
calcification along the secretory canals or
(particularly in patients with a history of
alcoholism) in the parenchyma of the pan-
creas. The acini are replaced by fibrous tis-
sue, with metaplasia and dilatation of the
secretory canals. There is an inflammatory
focus with necrotic edema and deposits of
calcium salts. The islets of Langerhans are
preserved. Chronic pancreatitis is found
with alcoholism, hyperparathyroidism, hy-
perlipemia, gastric surgery or, more rarely,
cystic fibrosis, trauma, or peptic ulcer.
Symptoms include:

« poor digestion, with undigested fatty
material and protein in the stools

« weight loss

« spontaneous pains (on the left in the
case of alcoholic patients or those with
gallstones)

. mild, intermittent jaundice, diabetes,
dyspepsia, and chronic low-grade fever.

Pain presentation is unpredictable. It may be
most intense in either the right or left upper
quadrants, across the entire upper abdomen,
or even referred to the anterior chest. 1 have
seen four cases of chronic pancreatitis in its
early stages. One of them came to see me
for sudden, unexplainable back pain, and
another one for acute lower back pain (that
started after working in his garage). Neither
of these patients had many additional symp-

toms, apart from tachycardia and a suspi-
cious shortness of breath.

Cancer

Pancreatic cancer, the fourth most common
cause of cancer death in the United States,
has a frequency 50% higher in men than
in women. After 40 years of age, diabetics
and smokers have the highest risk. The peak
incidence is among those over 60 years of
age.

Presentation includes epigastric pain
plus sharp pain of the supra-umbilical area,
with transverse and posterior radiation that
is worse in the supine position. The patient
feels slight relief when standing or seated
with the knees between the arms. Classic
symptoms are anorexia, significant weight
loss, and persistent jaundice (particularly
with cancer of the pancreatic head). Other
common signs are intense itching, dark
urine, clay-colored stools, disruption of in-
testinal transit (diarrhea or constipation),
and depression with premonition of an im-
portant disease before the actual symptoms
appear. Sometimes the gallbladder is hyper-
trophied to the point of being palpable, a
result of its attempt to protect the hepatic
parenchyma from reflux. Courvoisier’s law
(see Chapter 6) states that feeling a dilated,
non-tender gallbladder in a jaundiced sub-
ject can be a sign of obstruction of the com-
mon bile duct resulting from carcinoma of
the pancreatic head. Death usually follows
within six months of this diagnosis. Later
symptoms include metastases to the liver,
enlargement of the left supraclavicular
lymph nodes, splenomegaly, and abundant
putty-colored stools which smell badly and
are pasty, as they contain little or no bile.

Insidious onset with absence of acute at-
tacks, biliary colics, fever and chills are char-
acteristic of pancreatic cancer. An enlarged
gallbladder accompanied by a moderately
enlarged, firm, regular liver without other
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liver signs (spider angioma, abdominal, col-
lateral venous circulation, and splenomegaly)
are classic symptoms.

Functional disorders

So far in this section, 1 have described
symptoms of serious or fatal illnesses of the
pancreas. There are also symptoms of less
serious functional problems, many resem-
bling those of the liver:

+ hypersensitivity to smells, especially
heavy perfumes

» postprandial discomfort with epigastric
distress, slight nausea or sweating, and
impression of warmth

» postprandial fatigue (especially from
high-sugar foods), diminishing with
time

o left scapular irritation following a very
large meal

» superficial breathing at the end of a meal
and during the early stages of digestion

+ upper abdominal discomfort
+ slight forward-leaning position

» attraction to spicy and sour foodstuffs,
taken in small quantities

« discolored stools.

» large breakfasts followed by hunger ap-
proximately an hour later. This is proba-
bly due to the fact that breakfast usually
contains a lot of sugary food resulting in
more work for the pancreas.

In conclusion, signs of pancreatic disor-
ders are observed mostly after meals. Such
disorders tend to tire the patient and pro-
duce a musculocutaneous reflex projection
mostly toward the left scapula. A “red flag”
(for cancer) is weight loss combined with an
easily-palpable hypertrophied gallbladder,
discolored stools, dark urine, enlarged su-
praclavicular nodes, and slight jaundice. If a
patient has several of these signs, refer him
to an oncologist.
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OSTEOPATHIC DIAGNOSIS
Listening

On general listening, the patient puts him-
self into forward bending (chin on sternum),
and then into left sidebending and right ro-
tation. I was once able to experiment with
this form of listening on several pancreatic
cancer patients and insulin-dependent dia-
betics who had agreed to change the time of
their insulin injection by several hours. Sur-
prisingly, as soon as the latter patients took
their insulin, listening no longer brought
them into a position of forward bending. I
was able to refine the listening technique on
pancreatic cancer patients. In conventional
medicine, the pancreatic cancer patient is
described as being bent forward with the
head between the knees in order to relax
tensions around the pancreas. General lis-
tening often brings the patient very close to
this position of relief.

Differential diagnosis

Place the hypothenar eminence on the
sphincter of Oddi, whose projection is found
on the midclavicular-umbilical line two or
three fingers’ width above the umbilicus.
The median axis of the hand, represented by
the middle finger, is found on a line making
a 30° angle with the transverse plane (Illlus-
tration 7-3). In order to reach the body of
the pancreas, the hand first moves poste-
riorly past the sphincter of Oddi and then
toward the anterior left costal margin, along
the longitudinal axis of the pancreas. With
practice, you will feel a “see-saw” or “blot-
ting pad” type movement, i.e., a sequential
motion in which the heel of the hand moves
first, then the palm, and finally the fingers.
This is motion from the head of the pan-
creas propagating toward the tail. The hand
presses mostly with the palm (which is con-
cave) and pads of the fingers. When the fin-
gers move deeper, the palm slightly relaxes,
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ILLUSTRATION 7-3
Local Differential Diagnosis:

L Pancreas

1. Head of pancreas
(exocrine pancreas)

2. Body of pancreas
(endocrine pancreas)

3. Tail of pancreas
(endocrine pancreas)

Pancreas

Umbilicus

and vice versa. I have experimented with this
local listening technique in diabetics. Prior
to their insulin injection, it was easy to feel
the “see-saw” motion of the pancreas. After-
wards, it was impossible. This phenomenon
provides further evidence that local listen-
ing is affected by the state of the organs.

On local listening, your hand moves in
deeply, and at the end of its route carries
out a slight clockwise/counterclockwise ro-
tation at the pancreatic duct which is com-
parable to listening of the sphincter of Oddi.
This is probably because of the connection
between the pancreatic duct and sphincter
of Oddi. It is very difficult to differentiate
between these except that the hand moves
slightly toward the tail of the pancreas at the
end of the pancreatic duct movement. It is
easier to use osteopathic manipulation for
treatment of the head than it is for the body.
Local listening of the body is often positive
following major childhood infections (bac-
terial or viral). Others have suggested that
vaccinations also have this effect, but with-
out documentation.

For differential diagnosis of the common
bile duct, the hypothenar eminence remains

on the projection of the sphincter of Oddi,
but the ulnar edge of the hand moves onto a
line parallel to the midline and slightly to its
right. The hand then rests on its ulnar edge
and moves posterosuperiorly in a clockwise
rotation. This movement, which tends to
make the hand move upward, allows dif-
ferentiation between listening of the hepa-
tobiliary vs. pancreatic structures associated
with the sphincter of Oddi.

For the liver, the hand takes the same
clockwise direction as for the common bile
duct without going in as deeply. At the end
of the movement, the palm is on the inferior
costal margin. For the gallbladder, the hypo-
thenar eminence leaves the projection of the
sphincter of Oddi and is attracted directly
(without any rotation) toward the projection
of the gallbladder, at the intersection of the
midclavicular-umbilical line on R8-9. At the
end of the movement, the pisiform is found
against the costal margin at this projection.
This is different from local listening of the
liver where, because of the clockwise rota-
tion that occurs, the entire palm is against
the costal margin (see lllustration 5-2).

For the pylorus, the hypothenar emi-
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nence moves upward and stops two fingers’
width below the costal margin, on the right
or the left of the midline depending on the
position of the pylorus. Generally, when
there is a problem it is found on the right.
For the right kidney, the hypothenar emi-
nence slides laterally to the right 2cm from
the umbilicus, moving in deeply and slightly
superiorly. At the end of the movement, the
axis of the hand is close to the midline, and
on an oblique axis running medially to later-
ally.

Inhibition

It is diffcult to differentiate between pan-
creatic and hepatobiliary motility. Let us
assume that you are undecided between a
problem of the gallbladder vs. pancreatic
head. Create an inhibition point on the sur-
face projection of the gallbladder and, with
the other hand, test the pancreatic/sphincter
of Oddi area. If the hand initially does not
move but then, with relaxing of the inhibi-
tion point, moves toward the gallbladder, a
problem of the gallbladder is indicated.

You can also place the hypothenar emi-
nence on the surface projection of the gall-
bladder and create an inhibition point on the
pancreatic/sphincter of Oddi projection by
exerting a clockwise compression and rota-
tion on the latter projection. If the hand on
the gallbladder projection stops during the
pressure and then moves toward the Oddi
projection when pressure is released, you
can foresee a problem of the latter area.

Associated skeletal restrictions

Vertebral column: With pancreatic
problems there is a characteristic restric-
tion of T9. There may also be acute back
pain around T9-T11, primarily on the left.
You can demonstrate the same phenomenon
in an insulin-dependent person by testing
the vertebral column before and after the
patient has taken insulin. I have done this
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about ten times; the vertebral column con-
sistently relaxes after insulin intake. It is sur-
prising how quickly T9 frees itself. I do not
know whether the mechanism is nervous or
hormonal, or both. This phenomenon, how-
ever, illustrates once again that many verte-
bral restrictions are due purely to visceral
problems. This is why I always recommend
treating visceral restrictions prior to any
vertebral manipulation.

Sacroiliac joint: This is often fixed on
the left side with pancreatic problems; how-
ever, restrictions of this articulation occur
for such a multitude of causes that it is not
advisable to use it as a reference. The psoas
muscles and sacroiliac joints are subject to
frequent restrictions mainly because they
are innervated by the lumbar nerve plexuses,
which also serve most of the abdominal or-
gans. For this reason, I refer to them as the
body’s “waste basket” For example, at least
one sacroiliac joint will typically be fixed in
a woman before her menstrual period; the
problem quickly resolves afterwards. Acute
and, more rarely, chronic low back pain oc-
curs often with pancreatic problems. If there
are sciatica problems in this context, they
usually occur on the left.

Left glenohumeral articulation: Pan-
creatic problems often generate a reflex
retroscapular projection on the insertion of
the levator scapulae muscle. This point is
usually on the left, symmetrically opposite
that of the gallbladder, and can be attrib-
uted to irritation of a branch of the phrenic
nerve. A left scapular point usually signifies
injury to the pancreatic body; when there is
no retroscapular projection of a gallbladder
problem, a point on the right can indicate a
problem of the exocrine pancreas. I have not
been able to show a positive Adson-Wright
sign or difference of arterial pressure with
pancreatic problems, perhaps because the
soft tissues are not affected enough to cause
fascial tensions or reflex effects on the sub-
clavian arteries.
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TREATMENT

I consider manipulation of the pancreas
when motility tests are abnormal and one or
more of the following symptoms are pres-
ent:

« laborious digestion

« white, putty-like stools containing some
undigested food

« digestive intolerance or difficulty in ab-
sorbing sugar

. excessive fatigue.

In conventional medical texts there are few
descriptions of functional diseases of the
pancreas. In my opinion, numerous pancre-
atic problems are hidden behind or misdiag-
nosed as functional diseases of the liver, and
the boundary between these two is highly
variable.

An excellent indication for osteopathic
manipulation of the viscera is when secre-
tory canals or their anastomoses cannot
ensure normal transit. Such disturbances to
transit can be caused by fibrosis or sclerosis
of the pancreatic tissues and neighboring
structures, or by sclerosis of the sphincter of
Oddi with resulting disruption of pancreatic
or hepatobiliary secretion.

Local

It is important to first release all the tissues
and organs located anterior to the pancreas,
like the greater omentum and the small
intestine, before working on the pancreas.
The first step in osteopathic treatment of
pancreatic problems is manipulation of the
duodenum and sphincter of Oddi (lllustra-
tion 7-4). As mentioned above, pancreatic
secretion can be as high as two liters per
day, and this liquid mass must be able to
move smoothly from the pancreas to the
duodenum through the various ducts and
papillae.

Start out stretching the descending du-
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odenum by fixing the D1-D2 angle under
the liver and lifting it posterosuperiorly.
Next, use lateral manipulation to make the
descending duodenum move in a transverse
plane. Finally, free the sphincter of Oddi
by direct and active/passive induction tech-
niques (see Chapter 4). I would also suggest
manipulating the right kidney, which can
free the posterior part of the descending du-
odenum. The peritoneal attachments must
be released as much as possible, because
deep restrictions here are often the cause of
visceral restrictions.

Midline

Cholecystic axis Pancreas

Sphincter
of Oddi/
Pancreas

Umbilical e s e Ji
line / (2= | )\

Pancreatic axis

Sphincter of Oddi and Pancreas
After performing several compressions/ro-
tations of the sphincter of Oddi, perform
slightdirect stretching movements along the
axis of the body of the pancreas utilizing the
elasticity of the tissues that lie superior to it.
These manipulations must be gentle because
the pancreas is a fragile organ. This is one of
the reasons why I prefer mobilization of the
tissues above the pancreas rather than the
pancreas itself.

For the body of the pancreas, place the
pisiform on the projection of the sphincter
of Oddi and the remainder of the hand on
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the pancreatic axis (which makes an angle
of 30° to the transverse plane). Then utilize
a direct “see-saw” technique (see below)
in which the soft tissues around the head,
body, and tail of the pancreas are released
in sequence (fllustration 7-5). Repeat this
technique rhythmically until you feel a re-
lease. Finish with induction, trying to in-
clude the sphincter of Oddi.

The anterior side of the pancreas is part-
ly covered by the posterior parietal perito-
neum and is crossed over by the root of the
transverse mesocolon, to which it adheres
by its inferior edge (Illustration 7-6). 1t is
important to free the transverse mesocolon
by stretching it via the two colic flexures
(with which it shares numerous fibers). Mo-
bilize the two flexures superiorly and later-
ally. A single, superiorly directed traction
is more effective for treating the ascending
and descending colons, as well as Toldt’s fas-
cia. The patient sits with both hands behind
the head, elbows together. With one hand,
stretch a flexure superolaterally, and with the
other grasp and move both of the patient’s
elbows to bring the thorax into rotation. In
this manner, for the hepatic angle, you carry

ILLUSTRATION 7-§
Induction of the Pancreas e

1. Head of pancreas
(exocrine pancreas)

2. Body of pancreas
(endocrine pancreas)

3. Tail of pancreas
(endocrine pancreas)

Gallbladder
Sphincter of Oddi
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Left phreni-
cocolic lig.

Left kidney  Spleen

Transverse mesocelen

ILLUSTRATION 7-6

Transverse Mesocolon and Pancreas
(After Gregoire and Oberlin)

out a right rotation to stretch the phrenico-
colic ligaments and transverse mesocolon.

Induction

Induction of the pancreas is performed
with the heel of the hand placed over the
projection of the pancreatic head, and the

Pancreas

A Umbilicus
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remainder of the hand overlying the body
and tail. The technique is performed sequen-
tially with different parts of the hand. In the
beginning of expir the heel of the hand is
pulled posteriorly, and as it releases, the
middle of the hand is pulled down, followed
by the fingers. In inspir the process begins
at the fingertips and progresses to the heel
of the hand. Often one phase of the cycle
(either expir or inspir) will predominate. As
is always the case with induction, accentu-
ate the phase that predominates, but do not
resist the other phase. Repeat the cycle until
you feel a release. This type of induction is
referred to as a rocking or “see-saw” tech-
nique (Hllustration 7-5).

Treatment strategy

There are few techniques which are specific
to the pancreas; its position renders it in-
terdependent with other organs such as the
duodenum, transverse colon, kidneys, and
spleen. Before anything else, 1 recommend
freeing the pancreatic secretory ducts,
which communicate with the hepatic bile
ducts at the major duodenal papilla. Treat-
ment should be directed next to the pan-
creas/sphincter of Oddi area, and then the
pancreas itself, shifting progressively from
direct to induction techniques. After local
treatment, manipulate the liver and com-
mon bile duct, which seem to have an effect
on pancreatic function. For freeing the body
and tail of the pancreas, work on the splenic
flexure of the colon, the gastrophrenic liga-
ment, and the left kidney. Finish treatment
by eliminating spasms in highly reflexogenic
zones such as the duodenojejunal flexure
and ileocecal junction.

It is difficult to ascertain whether treat-
ment of the pancreas has had an effect or
not. A minor dysfunction of this organ often
presents no external signs; there is nothing
to listen to with a stethoscope, and imaging
techniques show nothing. Thus, treatment
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must be based on freeing the sphincter of
Oddi and normalization of listening tech-
niques.

RECOMMENDATIONS

Never imply to a diabetic patient that the
pancreatic techniques described here will
eliminate the need for insulin. Manipulation
of the pancreas is effective in treating gen-
eral digestive problems, but not to the point
of regulating significant hyperglycemia.
Sugar is to be avoided by patients with
pancreatic problems, but experience has
shown that the time of ingestion is also sig-
nificant. Sugar taken on an empty stomach
will be most harmful. My patients have re-
ported particularly severe problems between
11 a.mM. and noon, and between 5 and 7 p.m.
Foods to be avoided are listed in Chapter 5.

Spleen
PHYSIOLOGY AND ANATOMY

As much as possible, you should familiar-
ize yourself with this organ so that you can
detect abnormalities when they do occur. It
is easy to palpate in most children, but not
in adults. Easy palpation in adults indicates
splenomegaly, which is a pathological sign.
As noted above, the physiology of the spleen
is not well understood, and one must be
cautious before feeling competent enough to
manually treat it efficiently. I have worked
on perfecting manipulation techniques spe-
cifically designed for the spleen, but I still
hesitate to endorse them completely.
Following Still's axiom that function de-
pends on structure, it seems logical to free
the anatomical environment of the spleen.
We know that any mechanical restraint up-
sets proper visceral physiology. My recom-
mendation is to treat the spleen indirectly
via surrounding structures, e.g., the splenic
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flexure, stomach, left kidney, gastrophrenic
ligament, diaphragm, and ribs.

The spleen is the softest and least resis-
tant of the glandular organs. It can rupture
as a result of trauma, and stitching the spleen
is practically impossible. For this reason, it is
often removed following trauma.

The spleen is 13cm long, 8cm wide and
3cm thick in men, and generally smaller in
women and older people. Its weighs about
180g. It is of a flabby consistency, its edge
being narrow and presenting an inferior pro-
longation along the lateral edge of the left
upper quadrant. The parenchyma consists of
two types of tissue, white pulp and red pulp,
which function as part of the lymphatic and
circulatory systems respectively.

Anatomic relationships

The spleen is located in the posterosuperior
part of the abdomen, between the 9th and
11th ribs (Illustrations 7-7 and 7-8). Its su-
perior surface is convex, its inferior surface
concave. The part that reaches posterosupe-
riorly is 2cm away from the transverse pro-
cess of T10. It is bounded laterally, posterior-
ly, and superiorly by the diaphragm; medially
by the posterolateral surface of the stomach;
and inferiorly by the left kidney and adrenal
gland, transverse mesocolon, left phrenico-
colic ligament, and the tail of the pancreas.
The left phrenicocolic ligament has a cup-
shaped depression (Testut, 1922) in which
the spleen rests, and is sometimes referred

ILLUSTRATION -7
Location of the Spleen
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ILLUSTRATION 7-8
Projection of the Spleen on the Posterior Chest Wall
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to as the suspensory ligament of the spleen.
It is the only connective tissue structure ca-
pable of effectively opposing splenic prolapse,
as the omental connection of the spleen to
the stomach and pancreas cannot really do
this (llustration 7-9). The left phrenicocolic
ligament is aided in its supporting role by the
left kidney. The axis of the spleen is similar
in direction to that of the bottom ribs, ie.,
from top to bottom, back to front, and out-
side to inside. Spatially, the splenic compart-
ment is delimited superiorly by a horizontal
plane going through the fifth left intercostal
space, which is located above the diaphrag-
matic dome at the height of T10; inferiorly by
a horizontal plane going through the inferior
edge of the rib cage, the transverse colon, and
its mesentery; laterally by the thoracic wall;
and medially by the fundus and the greater
curvature of the stomach.

Due to its relative lack of attachments,
the spleen is mobile in its compartment and
tends to follow the movements of the dia-
phragm. During inhalation, it moves down-
ward and horizontally. When a person sits
down, bends over, etc., the position of the
spleen is also shifted. When the stomach is

Diaphragm Left lung  Spleen

Left phrenicocolic Lig.

Splenic Aexure

ILLUSTRATION 7-9

Spleen: Posterolateral View
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full, it is moved anteroinferiorly. Even the
transverse colon, when distended, affects its
position.

Blood circulation in the spleen is carried
out through the gastrosplenic and splenore-
nal ligaments, which is why it is important
to manipulate these two structures to im-
prove circulation of the spleen. The spleen
is mainly innervated by fibers from the solar
plexus (celiac plexus). Autopsies also often
reveal nervous fibers coming from neigh-
boring structures.

Functions

Since the spleen serves a blood storage func-
tion within the circulatory system, its volume
and weight can vary two-fold. Due to the
presence of a small quantity of contractile
tissue in the white pulp, it is able to contract
and release blood into general circulation.
The spleen contains a considerable number
of lymphocytes and functions in antibody
formation; however, splenectomy does not
cause a significant decrease in antibody lev-
els. This organ is important in phagocytosis
of bacteria and of worn-out red blood cells
and platelets. During embryonic life, the
spleen plays an active hematopoietic role,
and this function may continue or reappear
later, particularly if the hematopoietic activ-
ity of the bone marrow is diminished.

The spleen also destroys and expels
worn-out red blood cells. The remains are
eliminated through phagocytosis by the RES
(reticuloendothelial system) of the spleen,
liver, and bone marrow.

PATHOLOGY

As noted above, a palpable spleen in an
adult is not normal. Always check for spleno-
megaly and adenopathy. There are about 600
lymph nodes in the body, which normally
are difficult or impassible to palpate. You
should examine the cervical, sub-clavicular,
axillary, and inguinal areas, and sometimes
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the epitrochlear, brachial, and popliteal
areas, for enlarged nodes. In particular, the
left supraclavicular nodes are often hyper-
trophied with neoplasms and diseases of the
spleen. Abnormal sensitivity of the sternum
may indicate mediastinitis or mediastinal
adenopathy.

Splenomegaly

This disorder has many possible causes. I will
briefly discuss those which the practitioner
is most likely to encounter in his practice.
Fortunately, these cases are rare. If you can
feel the spleen underneath the ninth cos-
tal space on the anterior axillary line, send
the patient for a thorough work-up. This
condition should not be confused with an
enlarged kidney or pancreatic tumor; look
for fever, adenopathies, and hepatomegaly
as well.

Mechanical origin: If you are dealing
with an athletic person or one who has suf-
fered a trauma, consider a post-traumatic
hematoma. Arterial blood pressure will usu-
ally be lower in this case.

Accompanied by adenopathy: These
adenopathies can be superficial or deep.
They are found with viruses (e.g., infectious
mononucleosis, toxoplasmosis), in diseases
of the lymph system (lymphoma, leukemia),
or in systemic connective tissue diseases
(rheumatoid arthritis, lupus, sarcoidosis).

Malignant origin: A large homogenous
spleen may result from lymphoma, leukemia,
parasitic disease, or idiopathic congestion. A
large spleen with lacunae may indicate cysts,
metastases, lymphoma, etc.

In my practice, I have seen only a few
cases of splenomegaly, most of which were
due to infectious mononucleosis. Often the
symptom that led the patient to seek treat-
ment was neck pain, originating from the
cervical adenopathy which accompanies this
disease. With neck pain in children and ado-
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lescents, you must check all possible areas
of lymphadenopathy. This sign is usually un-
important and follows hyperactivity of the
lymph nodes or hormonal dysfunctions, but
is occasionally more serious.

Look for petechiae, which develop in
certain forms of leukemia. In Hodgkin's
disease, you may find a unilateral cervical
(more rarely axillary or inguinal) adenopa-
thy. Nodes are initially isolated and mobile
(later becoming clustered and fixed) and are
usually firm, resistant, and painless.

“Red flags” for malignancies include
splenomegaly in varying combinations with
general fatigue or weakness, abdominal pain,
intense paleness, hepatomegaly, or petechi-
ae. Patients presenting with combinations of
these signs should be sent to an oncologist.
Rapid diagnosis may prove to be crucial in
saving a person’s life.

I once saw a patient suffering from
Hodgkin’s disease whose only symptoms
were costovertebral pain (centered on T8-
T10) and general weakness. He was referred
by the doctor who had performed the biopsy
on his nodes. On palpation, the cervical and
supraclavicular nodes were slightly enlarged,
but the spleen was not palpable. General lis-
tening took the patientinto forward bending
and left sidebending. Costovertebral mobil-
ity tests showed limitation of these move-
ments, accompanied by discomfort. How-
ever, with increase in the force of testing,
there was always some mobility. In contrast,
with mechanical fixations no movement is
possible. I tried to feel the spleen’s motility
in this patient, but without success.

EXAMINATION

Percussion

Localize the area of splenic dullness near
R10 at the back of the mid-axillary line, in
front of the vertebral column. This zone
is often disturbed by air contained in the
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stomach, or splenic flexure of the colon.
Note any variation in the area of dullness.
According to Bates (1980), one can also de-
tect a slight splenomegaly by percussion of
the last (usually ninth) intercostal space on
the left anterior axillary line, which should
normally remain tympanic even after deep
inhalation.

Palpation

As with theliver, [ prefer the seated position
with the subcostal approach. Place your fin-
gers on the splenic flexure and move them
superolaterally. With a thin patient, where
the spleen is easier to approach, ask him
to slightly inhale so that the spleen slides
downward and inward. Be aware that dur-
ing this inhalation the patient may contract
the abdominal muscles and thus push your
fingers away. If you feel the spleen, it will be
as a mobile oval mass, between the stomach
and splenic flexure. In children the spleen is
usually palpable, but in adults, as mentioned
previously, the simple fact of feeling it indi-
cates that it is abnormally enlarged.

TREATMENT

I will describe a few techniques that seem to
be beneficial to the spleen. I use them espe-
cially for patients with immuno-deficiency
disorders and diseases such as Hodgkin’s
disease, recurrent infections, excessive fa-
tigue, depression. These can also be used
any time the body needs a kick-start of its
immune system.

You should also test the mobility of
neighboring organs and tissues on the prin-
ciple that a fixed structure prevents the
normal functioning of those organs which
depend on it. Consider mobilization of the
following structures:

« the left phrenicocolic ligament, upon
which the spleen rests

SPLEEN

« the transverse mesocolon, particularly
its left portion, which exchanges fibers
with the left phrenicocolic ligament

. the left kidney, which serves to some
extent as a support for the spleen, and
whose prerenal fascia also shares some
fibers with the transverse mesocolon

_and left phrenicocolic ligament

« the stomach, which is connected to the
spleen by a portion of the omentum,
and which can affect the spleen through
variations in gastric volume.

By freeing restrictions of the structures
mentioned above, you may contribute to an
improvement of the spleen’s physiology, but
be modest in your conclusions about the ef-
ficacy of your work. As noted several times,
a spleen that is easy to palpate is pathologi-
cal and, like the pancreas, the spleen is quite
fragile. You must therefore be especially
careful and gentle in your attempts to treat
this organ.

Viscoelastic treatment of spleen

The viscoelastic treatment seems to be the
most effective manipulation for the spleen
(Illustrations 7-10 and 7-11). Remember,
the spleen has a tendency to flee from your
fingers during manipulation, slipping away
like a wet bar of soap. You need to use the
ribs, diaphragm, and your fingers to prevent
that from happening.

Have the patient assume the supine po-
sition with legs bent. Approach them from
the left, place the palm of the right hand on
the lateroposterior part of R8-11 to com-
press them medially. Apply a counter-pres-
sure with your left hand, reaching under the
ribs and pressing against the left hypochon-
driac area. This will move the ribs obliquely
upward and to the left (lllustration 7-12).

The spleen will not be able to escape the
compression of both your hands. As with the
viscoelastic manipulation of any other organ,
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Left kidney

Splenic

Spleen

Omentum
(pancreatic/splenic section)

Omentum
(gastric/splenic section)

Pancreas

Stomach

ILLUSTRATION 7-10
Viscoelastic Treatment of the Spleen: Anatomy

ILLUSTRATION 7-11

Viscoelastic Treatment of the Spleen
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SPLEEN

ILLUSTRATION 7-12

Viscoelastic Treatment of the Spleen (Lateral Decubitus Position): 1st Technique

ILLUSTRATION 7-13
Viscoelastic Treatment of the Spleen (Lateral Decubitus Position): 2nd Technique
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compress the spleen and let it go gradually.
Be careful with the floating ribs and costal
cartilages in patients with osteoporosis.

Another variation of this manipulation
is with the patient in right side-lying posi-
tion. Stand behind the patient, place the
right hand on R8-10, and compress them
medioinferiorly. At the same time, the fin-
gers of your left ‘hand positioned under
the ribs move laterosuperiorly (Illustration
7-13). With this technique, you push the
spleen against the diaphragm. As the ribs
reach the end of their elasticity, the spleen
is compressed. Then, slowly let it go back to
its original volume and position.

As 1 have said before, except for im-
mune deficiencies and very serious diseases,
it is very hard to feel the spleen.

Emotional Relationships of
the Pancreas and Spleen

I have grouped the pancreas and spleen to-
gether, even though [ have mainly studied
specific emotional issues regarding the pan-
creas.

Unbearable Situations

There are certain stresses in life that are
hard to accept, e.g., the loss of a child. One
of my patients is a good example of this type
of problem. Her daughter had entrusted
her with the supervision of her 5-year-old
granddaughter one afternoon. In a moment
of absentmindedness, she caused a traffic
accident which resulted in the death of the
girl. It is hard to imagine all the thoughts
that would have passed through this patient’s
mind, the enormous sense of guilt and feel-
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ings of responsibility vis-a-vis her daughter,
the sense of loss of a girl that was very at-
tached to her. Several days later, this patient
was diagnosed with diabetes though there
was no family history for this disease!

Feelings of mortality

I have noticed that patients with pancreatic
cancer became aware of their own mortality,
even though they may not have been told
the truth about their disease and have never
before thought about their mortality before.
All of a sudden, they start to talk about
death and dying. These organs are linked to
the fact that every life, with inexorable cer-
tainty, ends in death.

Lack of desire to live

Patients with this emotional problem suf-
fer from severe depression and constantly
ask themselves What am [ here for? Why
am [ here? What is the purpose of life and
of living? They are often sad and it takes a
good amount of energy to treat them or be
around them. These are dyed-in-the-wool
pessimists.

Prenatal energy

Our parents give us a certain amount of po-
tential energy when we are born. Certainly,
you can see the differences between broth-
ers and sisters, but some of them seem to
be born with a higher potential energy than
their siblings. The spleen, the pancreas, and
the left kidney are the organs responsible
for transmitting this kind of energy. With
the help of this energy, certain people are
better equipped to deal with psychological,
emotional, and physical problems.
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8 / The Jejunoileum and Colon

IN CHAPTER 4, the duodenum was described
with the stomach because their association
is a clinical reality. Separation of the diges-
tive organs for teaching purposes is always
arbitrary. In this chapter, I shall consider the
small and large intestines from the duode-
nojejunal flexure to the anus, a distance of
roughly 8 meters. The intestinal tract is very
distensible, and may appear several meters
longer on autopsy than it actually is in life
because of loss of tonus. I cannot describe
the environment of the intestine as this
would require, effectively, complete reca-
pitulation of abdominal and pelvic anatomy.
For this, please refer to your anatomy texts
or Visceral Manipulation. Where necessary,
I will emphasize certain crucial points.

In osteopathy, it is important to treat
the intestinal mass because it is capable of
losing its elasticity, of creating adhesions,
and of going into spasm (which can last
several years). After any surgical opening of
the abdomen, intestinal mobility should be
checked.

Physiology and Anatomy

The transverse colon is subject to diaphrag-
matic attraction. The hepatic and splenic

flexures are suspended from the diaphragm
by the phrenicocolic ligaments and are there-
fore, like the stomach and liver, very de-
pendent upon the diaphragm. I previously
mentioned (Chapter 3) a case of migration
of the splenic flexure into the thorax after a
diaphragmatic hernia. The jejunoileum and
sigmoid colon are less affected by diaphrag-
matic attraction.

PRESSURES AND ATTACHMENTS

The jejunoileum, attached to the peritoneal
wall by the mesenteric root (which passes
obliquely from the area of the duodenoje-
junal flexure to the ileocecal valve) behaves
like a pelvic organ. Look at enteric ptoses
and you will see that they begin at this
line. It is at the level of the duodenojejunal
flexure that the small intestine is no longer
intimately fixed to the abdominal wall and
surrounding viscera. The mesenteric root
contains the mesenteric vessels, lymph ves-
sels, and lymph nodes. It is a highly reflexo-
genic area, and when it contains zones of
abnormal tension, significant vasoconstric-
tion may result.

The transverse colon is in constant mo-
tion, rising when full and descending when
empty. For this reason, the organ is difficult
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to locate and hold. Fortunately, the trans-
verse mesocolon, which is the part to be
treated, is attached at the level of the colic
flexures.

The cecum is a zone of mechanical con-
flicts, being pulled between the urogenital
and digestive systems. The ileocecal junc-
tion is 4cm wide. It acts in some ways as a
sphincter, although anatomically it does not
have the structure of a sphincter. Pressure
on the cecal side is usually around +20cm
H,O in relation to that in the small intestine,
and so the valve is closed. Distention of the
ileum decreases this pressure differential by
both mechanical and reflexive means, allow-
ing the valve to open when necessary.

The sigmoid colon and rectum are
strongly influenced by the urogenital system.
They are held by the sigmoid mesocolon,
which plays a role similar to that described
above for the mesenteric root. Because of
its reflexogenic properties, this mesocolon
should be utilized during treatment. Intralu-
minal pressure in the rectum can, in extreme
cases, reach +200cm H,O during defecation
or contraction of the abdominal muscles for
other reasons. Normal pressure during def-
ecation is closer to +50cm H,O. The smaller
the stools, the greater the effort.

In summary, the pressure exerted on the
intestinal tract ranges from -5cm H,O near
the diaphragm to +25cm H,O in the pelvic
region. The mean intraluminal pressure is
around +10cm H,O.

REFLEXES AND DIGESTION

The hormone gastrin reinforces the gastro-
esophageal junction, increases gastric and
intestinal motility, and relaxes the ileocecal
sphincter. Manipulations of the ileocecal
junction and duodenojejunal flexure are use-
ful because they stimulate intestinointestinal,
gastrointestinal, and mesosigmoidal reflexes.
A useful intestinointestinal reflex is the re-
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laxation of the colon resulting from sudden
distention. We can utilize this relaxation to
facilitate manipulation of this organ.

The duodenojejunal flexure is sensitive
to increases in luminal osmotic pressure, re-
duction of pH, and concentrations of glyc-
erides and amino acids which slow down
gastric peristalsis. For these reasons, this
area is of great osteopathic significance. It
is interesting to note that stimulation of a
point in the intestine can result in contrac-
tion proximal to and relaxation distal to that
point; this phenomenon can be utilized in
the treatment of intestinal spasms.

Autonomic innervation of the intestines
is partly via Auerbach’s and Meissner’s plex-
uses. The vagus nerve stimulates digestive
activity and serves as an antagonist to sym-
pathetic effects on the digestive organs. On
average, the colon contracts once, the duode-
num twelve times, and the ileum four times
per minute. It is difficult to know where a
pacemaker could be when so many different
rhythms are present. It is also interesting to
note the similarity of the rhythm of the duo-
denum to that of the craniosacral system.

Mesenteric blood flow is considerable,
ranging from one liter per minute at rest
to four liters per minute after a meal. With
limitations of cardiac output, circulation
to the digestive system is reduced for the
benefit of the brain and kidneys. Digestive
circulation can also be disrupted by fibrosis,
adhesions of attachments, or colic spasms.
I believe that many functional problems re-
sult from poor digestive circulation. In such
situations, symptoms would increase during
digestion.

About 8 liters of water per day enter the
small intestine: 1.5 liters from ingestion of
liquid, and the remainder from various gas-
trointestinal secretions. The colon receives
1.5 liter, of which 90% is absorbed by the
ascending and transverse portions. Other
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substances entering the proximal part of the
small intestine include iron, calcium, lipo-
soluble vitamins, fats, and sugars. Major ab-
sorption sites are the jejunum (sugar, amino
acids), ileum (bile salts, vitamin B 12), and
colon (water and electrolytes, mostly in the
cecum). The colon receives 500ml of chyme
from the terminal ileum, containing undi-
gested and nonabsorbed residues. Clearly,
disorders of the intestine cannot be isolated.
The general functioning of the body will be
affected by such disorders, particularly that
of muscles which require precisely balanced
electrolyte assimilation. Spasms and tetany
of muscles often originate in the intestine.
Though our manipulations are local, they
will have a general effect, the extent of which
we may not always be aware.

Pathology

Intestinal function depends on diaphrag-
matic mobility and intestinal peristalsis,
both of which are necessary for assimila-
tion and propulsion of chyme. With forced
respiration, the colic flexures can move as
much as 10cm (normal movement is about
3cm), which produces longitudinal tension
of the ascending and descending colons.
In functional colon disorders, where there
are numerous spasms, stretching is limited
because longitudinal tension on the colon
produces pain. The body therefore prevents
normal stimulation, the intestine is essen-
tially immobilized, and there is disruption
of normal digestive physiology.

RESTRICTIONS

Longitudinal tension along the ascending
and descending colons occurs if there is
distention of the colon and the diaphragm
has normal movement. If the cecum is fixed
because of scarring (due to appendectomy)
of its peritoneal ligaments, this longitudi-

PATHOLOGY

nal tension is held by an inferior anchorage
point, and increases gradually over time.
The posterior insertion of the cecum is part
of Toldt’s fascia, a dense fascia covering the
colon posteriorly and connecting it to the
posterior parietal peritoneum. Fibrosis of
Toldt’s fascia produces an abnormal tension
on the peritoneum, leading in turn to vas-
cular spasms, especially of the vessels sup-
plying the colon, small intestine, and greater
omentum. Release of the peritoneum will
therefore improve local circulation. Pain
from restriction of the cecum is more lateral
than that of the ileocecal junction.

Restriction of the cecal ligaments can
have a significant effect during pregnancy.
Normally, the cecum is pushed 10-15cm
superiorly by the expanding uterus. When
restrictions of the cecal ligaments prevent
this, tension in this area increases and can
affect the kidney and genitofemoral nerve,
leading to urinary difficulties, back pain, and
right-sided pain of the labia majora and me-
dial thigh.

Restrictions of the cecum often disturb
sleep. There may be pain that begins at 2-3
A.M. and disappears three hours later. Pa-
tients with such problems tend to sleep on
the right side with the right hip and knee
flexed, and to sit cross-legged with the right
knee over the left and the trunk rotated to
the left. Cecal problems can also lead to
knee pain. We have seen this most often
in 10 to 14-year-old girls and believe it is
related to the hormonal and mechanical ef-
fects of the maturing ovaries on this area of
the body, where there is already increased
tension, causing pressure on the nerves that
traverse the lower abdomen and innervate
the knee.

Inflammation of the sigmoid colon cre-
ates inferior anchorage points of the de-
scending colon. These points eventually
limit diaphragmatic mobility and decrease
the attractive effect of the diaphragm on all
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the abdominal organs, which thereby find
their effective weight increased and begin to
slide downward (see following section).

Restriction of the colon also has an ef-
fect on right renal ptoses. In such cases it
is necessary, before anything else, to ma-
nipulate the colon because it adheres to the
prerenal fascia.

OBSERVATION OF THE ABDOMEN

Consider the condition of the abdominal
wall, and modification of abdominal volume.
Hernias, which are not always obvious, can
be responsible for pain, major spasms, and
vascular reflex phenomena. Hernias may be
found on the midline near the umbilicus, in
the inguinal regions, and near post-opera-
tive scar tissue. They present the risk of a
strangulated hernia. One finds either (1) a
wound opening or a zone of low resistance
surrounded by a fibrous ring where the fin-
ger can be inserted and where, upon exer-
tion or coughing, the pushing of an intes-
tinal loop can be felt; or (2) a hernia with
the aspect of a small rounded mass which
corresponds to a portion of the intestinal
loop covered by the peritoneum. In cases
of strangulation, the hernia becomes hard
and incompressible, does not expand with
coughing, and presents intense pain on pal-
pation. Pay attention to occlusions. These
frequently show up as small hernias that are
not held in place very well.

Always be alert for abdominal respira-
tory immobility with tachypnea (abnormally
rapid respiration) and contraction of the
abdominal wall. These may be signs of ap-
pendicitis, cholecystitis, acute pancreatitis,
or subdiaphragmatic accumulation of pus.
Patients with these disorders may consult
you initially because of low back pain. A
hard “boardlike” stomach is characteris-
tic of peritonitis. It would be surprising if
someone came for consultation only after
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reaching this stage, but stranger things have
happened.

You may observe crawling, worm-like
movements which are visible or palpable,
and accompanied by painful spasm and dis-
tention. This phenomenon results from hy-
perperistalsis in response to some obstacle
in the intestine; its cessation may signify
complete occlusion.

We use the term ballottement for a pro-
cedure in which the fingers of one hand are
abruptly plunged into the abdomen and held
there; you will find that a freely movable
mass will rebound upward. This is similar to
the sensation of pushing an ice cube down
into a glass and is therefore sometimes re-
ferred to in France as the “ice cube” sign.
This sign may indicate either an indurated
liver with mild ascites, or a visceral tumor
with increased peritoneal fluid. When this
occurs in the left iliac fossa, you may feel
prominences representing fecaliths (hard-
ened fecal material).

PROLAPSE

Prolapse of the intestine is found with:

+ loss of abdominal tonus due to age or
sedentary lifestyle

+ abdominal or pelvic scarring which dis-
turbs pressure equilibrium and visceral
mobility

+ any factor which decreases the tonus
and distensibility of the organs and af-
fects their attachments (see preceding
chapters)

» uterine retroversion.

The latter is the major cause of intestinal
prolapse in women. With retroversion, the
uterus and associated structures are low-
ered, and the small intestine moves into the
available space. Part of the small intestine
moves anterior to the bladder; another part
moves behind it, between the uterus and
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rectum. When manipulating the urogenital
system, you should first disengage the small
intestine.

Symptoms of intestinal prolapse are var-
ied. The most clinically useful are:

+ left abdominal pain with tenderness on
palpation

o general fatigue (less severe than that
from liver problems)

o belt-like back pain from T11 to LI
(greater on left side)

. patient cannot lie prone and prefers not
to lie on right side

 hypertonic muscle cramps with hyper-
sensitivity of abdominal wall

o feeling of discomfort throughout the
entire abdomen (with gastric prolapse
there is only midline discomfort).

ABNORMAL STOOL PRODUCTION

Normal stool production is roughly 150-
200g per day. There are a variety of signs
and causes of abnormal function:

+ hard stools accompanied by intestinal
hypersecretion indicate constipation
with stasis and dehydration of fecal mat-
ter

+ hard stools alternating with fluid con-
taining blood suggest an obstacle or
stenosis of the descending or sigmoid
colon

« putty-like, spongy or frothy stools, yel-
low in color, indicate problems (of pan-
creatic or cecal origin) of colonic fer-
mentation, involving poor assimilation
of carbohydrates

« liquid stools are often due to hyperse-
cretion of the descending or sigmoid
colon

+ postprandial stools containing much
partially- or non-digested food indicate
a functional disorder of the gastroduo-
denal mucosa or liver

PATHOLOGY

« greenish stools signify an excess of bili-
verdin resulting from biliary hypersecre-
tion; in infants, this is the sign of acute
gastroenteritis due to cow's milk

« discolored stools (putty-colored, whitish
or ashen) signify a deficiency of bile pig-
ments

+ stools covered with mucus and false
whitish membranes are a symptom of
pseudomembranous enterocolitis

« whitish stools containing considerable
fatty material indicate pancreatic or he-
patic dysfunction.

Diarrhea

Chronic diarrhea is often associated with
functional digestive problems. Some forms
of chronic diarrhea are of infectious ori-
gins, e.g., giardiasis and dysentery, and not
really within our scope, although patients
may benefit from improvement of motility.
Chronic functional diarrhea can usually be
attributed to:

« insufficient gastric secretion

« hepatobiliary dysfunction characterized
by soft, liquid postprandial stools asso-
ciated with hyperchlorhydria

« pancreatic insufficiency leading to abun-
dant diarrhea containing excessive fatty
material.

Chronic diarrhea with colitis may arise
from:

- abnormal fermentation; the patient has
three or fourbowel movements per day;
stools are of a golden yellow color, frothy
aspect, and sour smell, often preceded
by painful intestinal spasm

» exaggerated fermentation of carbo-
hydrates because of problems of the
cecum, ascending and right transverse
colons, accompanied by slightly mal-
odorous nocturnal gas production
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+ putrefaction due to problems of the
descending and left transverse colon
caused by foods which are too rich in
albumins; stools are infrequent, soft,
brown, and of a putrid odor.

Notice the difference of smell depending on
whether the problem originates in the right
or left colon.

Constipation

Constipation may originate on the left or
right side. Left-sided constipations are bet-
ter tolerated as they are often of purely me-
chanical origins. Symptoms include:

« difficult defecation; fecaliths may be de-
tected on rectal exam

» constipation of the sigmoid colon can be
felt by abdominal palpation

« left colonic stasis characterized by an ac-
cumulation of fecaliths in a chain along
the descending colon.

Right-sided constipations are usually due to
cecal stasis. Digestion continues because of
the activity of anaerobic bacteria, resulting
in generation of toxins and associated symp-
toms such as headache, anorexia, dyspepsia,
bad breath, and alteration of skin color.
There may also be repeated episodes of fever
secondary to infection with E. coli. The right
iliac fossa is sensitive to palpation because of
cecal distention. This form of constipation is
persistent, and often interspersed with peri-
ods of diarrhea.

JEJUNOILEAL DISORDERS

Diverticulosis

This is an acquired disorder which affects the
mucosa and the serosa, and becomes more
likely with advancing age (see “Disorders of
the Colon/Diverticulosis” below). It consists
of the development of diverticula (abnor-
mal sacs or pouches) in the intestinal wall,
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and may actually occur anywhere from the
esophagus to the anus (in the duodenum, it
usually occurs near the duodenal papilla).
It has few symptoms, except when there is
obstruction of the neck of the diverticulum,
with diverticulitis (inflammation), hemor-
rhage, and necrosis of the intestinal wall.

Meckel’s diverticulum is a congenital
blind pouch sometimes occurring in the
ileum. Found in 2% of the population (three
times more frequently in men than women),
it represents persistence of the omphalo-
mesenteric duct of the embryo. It is usually
found in the 50cm segment leading up to
the ileocecal valve. Check for it with ob-
structive syndrome (see below), which can
create a palpable mass. It is manifested by
slight abdominal cramps in the subumbilical
region, often aggravated by eating.

Obstructive syndrome

When a smooth muscle opposes a pressure
gradient, it stretches itself and then con-
tracts firmly. This process is exaggerated and
becomes painful in conditions where there
is some obstacle to normal intestinal transit,
e.g., tumor, occlusive gallstone (these can be
up to 3cm in diameter), annular stricture,
etc. Congestion often results from loss of
normal circulation. Pain is typically localized
around the umbilicus and can result from
mesenteric arterial insufficiency (see below)
secondary to aortic degeneration. With cer-
tain problems of the diaphragmatic hiatus
and gastroesophageal junction, there may
be fibrosis of some fibers of the diaphragm,
leading to compression of the celiac artery.

Mesenteric arterial insufficiency

This is a relatively rare disease, most com-
monly found in elderly persons and asso-
ciated with vascular deficiency. It is either
occlusive in nature (from thrombosis, em-
bolism, etc.) or due to nonocclusive (heart
failure, hypotension, etc.) processes. The
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symptoms consist of steady, severe, perium-
bilical pain starting 1-2 hours after eating,
accompanied by weight loss. The condition
leads to extensive collateral circulation and
possibly mesenteric infarct.

APPENDICITIS

Acute appendicitis, despite all its document-
ed symptoms, remains difficult to diagnose.
About 10 years ago, over 1,200 appendecto-
mies were performed daily in France. This
trend seems to have declined though. My
own opinion is that many cases of appen-
dicitis actually represent misdiagnosed mes-
enteric adenitis. Nevertheless, a diagnosis of
true appendicitis must never be missed or
your patient will face serious consequences.
Appendectomies are not to be taken lightly
since they will always lead to more or less
severe adhesions, depending on the patient’s
susceptibility. Some adhesions may even
cause intestinal obstruction eventually. In
women, tubular transit may be affected by
an appendectomy. This disorder is most fre-
quent between the ages of 5 and 14, or after
55. The primary symptom is periumbilical
or epigastric pain of variable intensity. In
addition, there is usually anorexia, nausea,
and vomiting after the onset of pain. If these
signs precede the pain, you should suspect
an infection (e.g., gastroenteritis, scarlet
fever, or pneumonia).

Analysis of pain

The pain is caused first (via a sympathetic
pathway) by edematous distention of the
serosa. Afterward, increased stimulation of
the nervous system leads to the nausea and
vomiting. Acute contractions of the walls of
the appendix increase the pain.

Sensory innervation of the appendix is
from the vagus nerve, which projects the
pain onto the periumbilical area. The in-
flammatory process spreads gradually to the

PATHOLOGY

visceral peritoneum, surrounding intestinal
loops, and anterior parietal peritoneum.
Pain then reaches the right iliac fossa, often
accompanied by constipation. Rebound ten-
derness with relaxation of abdominal pres-
sure (done in a similar fashion to our recoil
techniques) is only felt when the peritoneal
surfaces are inflamed. A rapid diminution of
pain can signify a perforation.

With normal anterior appendicitis, pain
will be manifested in the lower right quad-
rant when the patient lifts his head against
resistance. With retrocecal appendicitis, the
appendix rests upon and irritates the psoas
and internal obturator muscles; pain can be
manifested by stretching these muscles.

Differential diagnosis
The following disorders may be confused
with appendicitis:
+ inflammation of an inguinal lymph
node

« inflammation of mesenteric lymph nodes
(rebound tenderness is less obvious)

+ gastroenteritis

« diaphragmatic irritation from a pulmo-
nary disease

« obstruction of the appendix by a stric-
ture

« fecaliths, worms, or a foreign body

« rupture of a graafian follicle, or ectopic
pregnancy

« torsion of an ovarian cyst or testicle

+ inflammation of the ovary or uterine
tube (in the latter condition, mobiliza-
tion of the uterine neck via vaginal in-
sertion of a finger is painful)

« gallstones

« pyelonephritis.

Most of these conditions are accompanied
by low back pain which is sometimes, at the
beginning, the only symptom.
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Remember the signs of peritonitis:
“board-like” abdomen, intense pain on rectal
examination of the peritoneum (sometimes
referred to as “Douglas’ shout”), and abdom-
inal cutaneous hypersensitivity to touch.

Sooner or later you will be faced with
a possible diagnosis of appendicitis. When
that day arrives, the following procedure is
suggested:

« palpate the painful point

+ look for rigidity, muscular guarding, and
cutaneous hypersensitivity

+ carry out abdominal recoil to manifest
an acute point

« stretch the psoas and internal obturator
muscles

 during rectal exam, compare pain on
both sides.

Case history

[ would like to describe the case of a 14-year-
old patient who consulted us for acute low
back pain upon exertion, precipitated while
serving during a tennis game. Pain was
concentrated around L2, and the muscles
were tense and in spasm. The lower back
pain was worse with large-scale move-
ments. Tests showed that vertebral mobility
was present, despite the pain. Visceral tests
demonstrated abnormal mobility and motil-
ity of the cecum. When vertebral problems
are primary, there is no motion at the joint;
when there is some vertebral mobility (even
if pain is present), the problem usually rep-
resents the reflex manifestation of a visceral
restriction. In such situations, e.g., the pres-
ent case, mobility tests of the spine do not
produce much pain. We deduced that when
this boy served the ball, he straightened up
and pulled the psoas into traction, thereby
stretching the retrocecal appendix and cre-
ating an acute lumbar spasm. The parents
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were quite surprised when we recommended
exploratory surgery; we had some difficulty
persuading them. The operation revealed a
retrocecal appendicitis which extended all
the way to the iliac fascia and part of the
right abdominal fossa.

DISORDERS OF THE COLON

Disorders of this complex organ have many
possible causes and signs. You may observe
abdominal distention caused by accumula-
tion of air. Normally, the colon contains
about 100ml of gas, which may be located
mostly in the flexures (if the subject is
standing), transverse colon (lying down),
or rectum (knee-elbow position). The colon
is naturally very distensible and can adapt
to variations in volume. Patients for whom
gaseous distention is painful should elimi-
nate from their diet foods such as beans,
cabbage, and cauliflower that contain non-
absorbable carbohydrates, as well as milk
(when there is sensitivity to lactose).

Rectal diseases can manifest through
modification of the rhythm of defecation,
form of the stools (see “Abnormal Stool
Production” above), or the presence of pus
or blood in the stools. Be alert for occult
bleeding, which may signify cancer of the
right colon. However, melena (blackish,
tar-like stools resulting from interaction of
digestive juices and free blood) is rarely of
colonic origin. Hemorrhages come from
local lesions such as polyps, hemorrhoids,
or tumors, or more generalized lesions such
as colitis or hereditary telangiectasia (vascu-
lar dilatation).

During examination, palpate the colon
for shrinking or gaseous distention (i.e., dis-
tal obstruction). Spasm or guarding in the
iliac fossa often signifies acute diverticulitis.
The rectal exam (see “Diagnosis” below) may
be useful.

Copyrighted Material



Analysis of pain

Pain from colonic disorders is usually more
lateral, while that from jejunoileal disorders
is more central. Jejunoileal pain is often
confused with that of the stomach or left
kidney. Ileocecal pain, which affects the
ileum as much as the cecum, is more me-
dial than that from the cecum itself. Intes-
tinal prolapse produces more inferior pain,
radiating to the urogenital system. Sensory
fibers of all parts of the colon follow sympa-
thetic routes toward the inferior ganglia of
the celiac plexus. Rectal pain is carried and
projected by nerves of the sacral plexus. Co-
lonic pain can result from distention, spasm,
inflammation, or peritoneal irritation.

Diverticulosis

This common disorder involves small herni-
as or saclike protrusions (diverticula) of the
intestinal mucosa through the surrounding
muscular wall. Its frequency increases with
age, and ranges between 20% and 50% in the
Western population over age 50, with the
prevalance in the United States being ap-
proximately 50% between the ages of 60 and
80. In 65% of cases it is found in the sigmoid
colon, and never in the rectum. Diverticula
are more likely to form in the sigmoid colon
(which has a narrow luminal diameter and a
thick layer of smooth muscle) than in the as-
cending colon (which is wider with a thinner
muscular layer). It is more frequent in the
colon than the small intestine. A low-fiber
diet is thought to be a major contributing
factor. Without fiber to increase the bulk of
the stools, intraluminal pressure increases,
which favors formation of diverticula. Di-
verticulosis is often associated with varicose
veins, hemorrhoids, hiatal or inguinal her-
nias, or gallstones. In the cul-de-sac created
by a diverticulum, fecal matter stagnates
and dries, creating fecaliths. Diverticula do
not transform into tumors.

PATHOLOGY

The disease is usually asymptomatic, but
can progress to acute diverticulitis (inflam-
mation around the diverticulum). Symptoms
include fever, lower abdominal pain aggra-
vated by defecation, and signs of peritoneal
irritation (muscle spasm, guarding, and re-
bound tenderness). It also often results in
constipation with stools of reduced size.
Rectal bleeding, usually microscopic, occurs
in 25% of cases. Perforation with peritonitis
and sepsis can occur, especially in the infirm
elderly.

Polyposis

A polyp is a structure which develops from
the mucosa and projects into the lumen.
Adenomatous polyps are common, par-
ticularly in elderly men whose parents were
similarly afflicted. There is a great risk (50%)
of malignant transformation of these polyps.
The symptoms are subtle: diarrhea, manifest
or occult hemorrhage, and intermittent ob-
struction. In 50% of patients who undergo
polypectomy, new polyps appear within ten
years. Polyps are found from the ileocecal
junction to the anus.

Irritable bowel syndrome

This disorder, affecting mostly women be-
tween 15 and 45 years of age, is character-
ized by:

. abdominal pain along the colon

- variable bowel habits

« constipation or diarrhea

« extremely small stools (like those of
goats) when spasm is strong

« relief of pain by defecation (the most
common sign is constipa
in the left iliac fossa, which is relieved
by defecation)

« vasomotor instability, headache
« distention, flatulence

+ middle and low back pain.
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The patient is likely to be an anxious person
who sweats easily, does not exhibit guard-
ing of the abdomen, and often has a full and
sensitive sigmoid colon in combination with
an empty rectum. The diagnosis is supported
by a long case history, lack of physical altera-
tions, and association of the symptoms with
stress. On X-ray, accented haustration and
a tubulated aspect of the descending colon
are observed.

We suggest that these patients limit
milk, avoid laxatives, sedatives, tobacco and
alcohol, and eat food which is rich in fiber.
This may require some patient re-education;
in France, 45 million boxes of laxatives are
sold each year!

Inflammatory bowel disease

This term refers to inflammatory diseases of
unknown origin that involve the lower in-
testinal tract. This disease affects both sexes
equally, occurring mostly between 15 and 35
years of age. There are two forms, ulcerative
colitis and Crohn’s disease. The former pri-
marily affects the colon (although there may
be some involvement of the terminal ileum)
and is slightly more common. Crohn’s dis-
ease was originally described as just affect-
ing the jejunoileum and is sometimes called
regional enteritis. However, it can actually
affect any part of the lower digestive tract
and frequently occurs in the colon, some-
times without any involvement of the small
intestine.

Ulcerative colitis: Ulcerative colitis af-
fects mainly women, with a high incidence
rate between the ages of 30 and 50. Symp-
toms include fairly sudden appearance of
bloody diarrhea (possibly with mucus), ab-
normality of the tonus and extensibility of
the colon, and disappearance of haustrations
or inversion of segmentation visible on X-
ray. Patients have joint pains, oral, ocular,
and hepatic changes. This disease carries an
increased risk of colon cancer.
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Crohn’s disease: As noted above, this
form of inflammatory bowel disease can
strike any part of the digestive system. It
involves chronic inflammation affecting all
layers of the intestinal wall, as well as the
mesentery and regional lymph nodes. One
sees shrinking of the lumen and ulceration
of the mucosa with scarring and necrotic
areas which may become fistulous. This dis-
ease can disappear for years or progress in
jumps. The reactivity of lymphocytes is re-
duced, posing a risk of inadequate intestinal
immune response. Lymphocytes of the small
intestine secrete immunoglobulins, particu-
larly of the IgA subclass.

The major signs include abdominal pain
(often increasing after meals), fever, poorly-
formed stools or frequent bowel movements,
fatigue, anorexia, and sometimes back pain.
When the small intestine is involved there is
often right lower quadrant pain that is col-
icky or cramping in nature, and occasionally
fistulization.

Tumors

Tumors of the colon and the rectum ac-
count for nearly half of all digestive system
neoplasms and, in the United States, ap-
proximately 20% of all deaths from cancer.
There is a very close relationship between
such tumors and (1) adenomatous polyps
(particularly where there is a strong heredi-
tary component); (2) chronic inflammatory
bowel disease (particularly ulcerative coli-
tis). Overall, two-thirds of colon cancers
affect the sigmoid colon (more commonly
in females) or rectum (more commonly in
males).

Symptoms are initially non-specific, e.g.,
weight loss, malaise, change in bowel hab-
its, paleness, and anemia. In cancer of the
descending colon, the rhythm and size of
stools is modified, and the patient has an
impression of incomplete evacuation. Seven-
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ty percent of patients complain of bleeding
(less commonly with right-sided tumors, as
the blood becomes mixed with fecal matter).
Rectal examination may show invaginations
of the rectosigmoid area. With cancers of
the cecum or ascending colon there is lower
abdominal pain with physical activity. The
cecum may be distended by fecal retention
in the ascending colon. Avoid strong palpa-
tion; there is a risk of perforation.
Diagnosis can be based on:

« modification of bowel habits
« dyspepsia
« bleeding, weight loss

« presence of a mass or distention on pal-
pation

« detection on rectal examination of veg-
etating or hard masses, or ulceration.

For tumors of the rectum, symptoms ap-
pear sooner: bleeding, urgent or painful
defecation, and even incontinence of stool.
Diagnostic difficulty is common in patients
with long histories of less serious intestinal
disorders (e.g., irritable bowel syndrome or
ulcerative colitis); they are less likely to be
concerned by such symptoms.

Carcinoids: These are slow-growing
tumors that release biologically active sub-
stances such as serotonin. They usually begin
in the terminal ileum and have a tendency
to metastasize to the liver without involv-
ing other organs. Primary carcinoid tumors
of the appendix do not seem to metastasize,
while those of the colon may metastasize
but rarely have endocrine functions. The
main symptoms are repeated attacks of se-
vere flushing of the head and neck, which
may or may not be accompanied by tachy-
cardia and decreased blood pressure. These
patients may develop purple telangiectasia
in the same area and a plaque-like thicken-
ing of the endocardium.

PATHOLOGY

Anorectal Disorders

Anorectal pain on defecation indicates anal
fissures or hemorrhoids. Anorectal pain in-
dependent of defecation may indicate:

o irritation or inflammation of the anus,
rectum, or sigmoid colon, characterized
by tenesmus (painful tension of the rec-
tal ampulla), with false defecation urges
or intense colicky pain in the lower ab-
domen

. congestion accentuated by a lengthy
seated position during hemorrhoidal
crises

« abscesses of the anal border.

Fistulae and abscesses: These may be
associated with colitis, Crohn’s disease, di-
verticulitis, or complications of surgery.
A fistula is an abnormal tube-like fibrous
connection from a normal cavity (especially
the anal canal) to another cavity or a free
surface. Anal fissures are superficial erosions
or ulcerations of the epithelial covering of
the anal canal; with this condition, defeca-
tion provokes pain which goes away in sev-
eral minutes, comes back again strongly and
for a long time, and finally disappears again
until the next bowel movement. Anal ulcers
result from painful spasms of the sphincter
before and after defecation; they are deep
and chronic. Abscesses produce pain that is
unrelated to bowel movements and may be
accompanied by fever.

Hemorrhoids: These are not simple
varicose veins, but bunched-up masses of
dilated veins in the anus or rectum, involv-
ing the local venous plexuses. Hemorrhoid
thrombosis is the presence of one or several
thrombotic “stones” within hemorrhoids.
Such a thrombus is not likely to become an
embolus (i.e., be carried off by the blood-
stream to block a smaller vessel elsewhere).

Hemorrhoids may be caused by in-
creased pressure of the portal system, preg-
nancy, liver disorders, increased abdominal
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pressure, diarrhea, tumors, or incomplete
fecal evacuation. When internal hemor-
rhoids increase in volume, pain is not com-
mon, except in the case of thrombosis, in-
fection, and erosion of the adjacent mucosa.
Other possible symptoms include bright red
bleeding and anal discomfort, and some-
times hemorrhoidal prolapse, edema, or
spasm of the anal sphincter. These prolaps-
es, which are due to lax submucosal connec-
tive tissues, can bleed and become infected.
External hemorrhoids appear as a sensitive
bluish swelling and are often painful.

Rectal hemorrhage: This is due to a
rupture not of hemorrhoids, but of the ano-
rectal capillaries. Ulceration due to improper
use of anal thermometers or other devices is
the principal cause.

ASSOCIATED PATHOLOGIES
AND SYMPTOMS

A variety of reflexes and spasmodic condi-
tions are influenced by intestinal problems.
Hydronephrosis of the right renal pelvis is
a major sequela to inflammatory disorders
of the ileum or ileocecal junction; there is
also a mechanical relationship between
renal prolapse and the cecum. Many intes-
tinal disorders are accompanied by low back
pain and/or joint pain (mostly of the knees),
demonstrating again that musculoskeletal
pain is rarely of purely mechanical origin.

In addition to the specific and obvious
symptoms listed in preceding sections, there
are other symptoms which may also be re-
lated to intestinal problems:

» sensation of heaviness, or spasmodic
pain, in the abdomen

+ frequent emission of gas, and relief upon
defecation

« sensation of a full stomach; discomfort
with prolonged forward bending or tight
clothes
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» lack of hunger
» coated tongue, bad breath

» fatigue in late afternoon and fatigue
with insomnia or restless sleeping in the
middle of the night

+ the prone position is uncomfortable;
sleep does not refresh

» stinging and light-sensitivity of eyes
» feet and legs feel heavy in the morning

» shallow respiration.

None of these symptoms are specific, but
when associated with other symptoms or
with your tests, they may be significant.
For some of them a mechanism can eas-
ily be proposed, e.g., fatigue is at the time
of maximal intestinal activity, which is 3-8
hours after eating, depending on the speed
of food metabolism; heavy feet and legs in
the morning result from mesenteric venous
congestion; shallow respiration is due to the
colon restricting the diaphragm. However,
for others, e.g., stinging and light-sensitive
eyes, there is a clinical correlation with in-
testinal problems, but no obvious mecha-
nism.

CONCLUSION

Disorders of the large and small intestine
are extremely varied in their causes, effects,
and visceral relationships, since the intes-
tines are in contact with all the other diges-
tive organs, as well as those of the urinary
and reproductive systems. Associations with
other organs vary depending on the age of
the individual. When one thinks of intestinal
dysfunction, one often places undue empha-
sis on its muscular pathology; colonic spasm
often originates with vascular problems.
The intestine requires efhcient circulatory
support to ensure its proper physiological
functioning. An intestinal injury inevitably
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has a major effect on general metabolism,
and prevents satisfactory assimilation of
substances which are indispensable to good
muscular tonus (e.g., calcium, potassium,
sodium, selenium, and vitamins).

Diagnosis
GENERAL LISTENING

With intestinal disorders, the patient always
goes into forward bending, with slight varia-
tions depending on the location of the prob-
lem. For the flexures the additional move-
ment is an almost pure sidebending, whereas
for the ascending and descending colons
there is more forward bending, which stops
at the level of the restriction and is followed
by sidebending. For the hepatic flexure, the
movement is finished by a slight left rota-
tion, and for the splenic flexure by a right
rotation. For the transverse colon and the
superior part of the jejunoileum there is a
forward bending, usually with some left ro-
tation for the latter structure. When the in-

ferior parts of the jejunoileum are involved,
the degree of forward bending is greater and
is very similar to that which occurs with
bladder restrictions.

DIAGNOSIS

LOCAL LISTENING

In this section I will present only a brief
overview of the results you may expect from
differential diagnosis by local listening. Facil-
ity in this technique will require hundreds of
hours of clinical practice, with confirmation
of your diagnoses by other testing methods.
With the patient in the supine position,
place your hand flat on the abdomen, the
middle finger on the midline with the heel
just superior to the umbilicus (lllustration
8-1). For problems of the hepatic flexure
(arrow 1), the hand moves obliquely superi-
orly and to the right in the direction of the
flexure. For the ascending colon (arrow 2),
the hand moves laterally to the right, then
pronates; the index finger ends up resting
on the surface projection of the ascending
colon. For the duodenojejunal flexure, the
hand pronates immediately, the index finger
and hypothenar eminence coming to rest on
a line parallel and two fingers’ width to the
right of the midline. For the right kidney,
the heel of the hand moves to the right of
the umbilicus, over the inferior pole of the
kidney. For the cecum (arrow 3), the thenar
eminence moves in the direction of the right
ASIS and pronates when facing the cecum.

ILLUSTRATION 8-1
Local Differential Diagnosis: Colon

1. Hepatic flexure
2.Ascending colon
3.Cecum

4. Splenic flexure

5. Duodenojejunal fiexure
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To review, there are other important
structures on the right side of the abdo-
men. For the liver, the fingers move along
the midclavicular-umbilical line toward the
projection of the liver and rest there. For
the gallbladder, the thenar eminence settles
flat against the inferior costal margin at the
midclavicular-umbilical intersection.

For problems of the splenic flexure
(arrow 4), the movement is symmetrical
with that for the hepatic flexure. At the end
of the movement, the ulnar edge of the hand
is on the most lateral part of the left hemi-
thorax. By comparison, when picking up the
stomach on listening, it is more central. For
the duodenojejunal flexure (arrow 5), the
heel of the hand moves to a point two or
three fingers’ width above the umbilicus,
on the left midclavicular-umbilical line.
For the descending colon, the hypothenar
eminence moves laterally in this direction
and rotates onto its ulnar edge when it gets
close. For the rectosigmoid, the heel of the
hand moves toward the left ASIS and, at the
end of movement, sidebends slightly to the
right.

For problems of the jejunoileum, the
hand may move to the left or right depend-
ing on the exact location. If the entire je-
junoileum is affected, the hand presses in
slightly and the fingers spread out. Because
the organ is so large and mobile, local listen-
ing of the small intestine is fairly difficult and
requires much practice. For the bladder and
reproductive organs, the heel of the hand
remains on the midline and goes directly in-
feriorly toward the pubic symphysis.

INHIBITION

Let us say that, on local listening, your hand
moves toward the right costal margin and
you hesitate between diagnosing a problem
of the gallbladder vs. the hepatic flexure.
Create an inhibition point on the surface
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projection of the gallbladder. If your hand
is still attracted by the hepatic flexure, this
supports the diagnosis of a problem in this
area.

Because the intestines overlap so many
other organs, there are countless other op-
portunities for use of the inhibition tech-
nique, which I will leave to your imagination.
Many examples have already been provided
in preceding chapters, and the principle re-
mains the same.

RECOIL

Sensitivity to initial palpation of the intes-
tine indicates that the problem is localized
in the organ itself; pain on recoil suggests
that it will be found in the ligamentary or
peritoneal attachments. Surgeons use this
technique to diagnose appendicitis.

With colonic problems, the organ is
sensitive, or even painful, on palpation.
It may be in spasm or distended with gas.
First mobilize it repeatedly until the spasms
are released. Carry out a recoil technique by
stretching the peritoneal attachments trans-
versely and releasing suddenly. Sensitivity to
this technique is an indication for manipula-
tion of Toldt's fascia.

Discomfort with deep and prolonged
inhalation may reflect a problem of the in-
testines (as they are compressed), whereas
discomfort accompanying deep exhalation is
more likely to indicate a problem of the at-
tachments (which are being stretched).

RECTAL EXAM

In Visceral Manipulation (pp. 193-194), we
described a mobility test for the sacrococ-
cygeal area using the rectal route. The rectal
exam can be used in osteopathic diagnosis
to manifest other clinical symptoms. Fifty-
five percent of adenomas are found in the
rectosigmoid, and 50% of rectal cancers are
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within the area which can be reached by the
index finger. These forms of cancer account
for 10% of all gastrointestinal cancers.

Exploration should always be painless.
Normally, the walls of the rectum will feel
crinkled and supple. By moving the index
finger toward the pubic symphysis, you may
be able to feel the prostate gland or seminal
vesicles in males, or the cervix or the base of
the bladder in females. With retroversion of
the uterus, the cervix may be felt directly an-
terior to the rectum. The prostate and cervix
should not be tender in any way. The rectal
exam may also be useful in diagnosing in-
flammations of the uterus, uterine tubes, ova-
ries, or peritoneum. Nodules in the Douglas
pouch (a peritoneal sac normally lying poste-
rior to the uterus and anterior to the rectum)
may signify peritoneal metastases.

The exam can also reveal:

. anal or perianal erosion (in which case
penetration of the finger causes intense
pain)

+ hemorrhoidal swellings, which may be
more or less hardened

« the orifice of a fistula
« rectal tumors

+ hardening of the wall which, accompa-
nied by swelling, vegetating, bleeding, or
painful and hardened ulcerations, sug-
gests cancer of the anus or ampulla

» rectal shrinking, with a maximal anal
diameter of 5-6cm (this could be con-
genital, post-traumatic, inflammatory, or
due to rectal cancer or to tumor of the
wall, or even to external compression by
a neighboring tumor)

« if the glove has stool on it, check for
traces of blood, tarry appearance, or a
combination of blood and pus (indicat-
ing inflammation of the rectum or sig-
moid colon).

DIAGNOSIS

ASSOCIATED SKELETAL
RESTRICTIONS

Back pain

Back pain related to the intestines is found
primarily in the upper lumbar region and
may come and go in association with diges-
tive activity. Of all the visceral organs, the
kidneys and intestines are the most likely
to be associated with acute or chronic low
back pain. The intestinal smooth muscle can
stay in spasm many hours and then relax
for no apparent reason. With such colonic
disorders, the corresponding section of the
spinal cord becomes more sensitive. The
threshold for the lumbar paravertebral mus-
cles is lowered, i.e., they tend to contract
easily. Acute low back pain can result from
the slightest effort. Our clinical experience
shows that the precipitating event is often
something like, “I picked a matchstick up off
the ground”” Nonetheless, conventional phy-
sicians often attribute this type of pain to
physical exertion, and prescribe nonsteroidal
anti-inflammatory drugs. These irritate the
intestinal mucosa and set up a vicious cycle,
which may explain persistent low back pain
in cases where no objective signs of a disc
disease are present.

The sacroiliac joints, as the body’s “waste
baskets,” are restricted on the left when there
are problems with the descending and sig-
moid colon, and on the right when there are
problems with the cecum and the ascending
colon.

Sciatica

Chapter 9 will discuss etiologies of right and
left sciaticas. Left sciaticas have a vascular
contribution and are often accompanied by
venous circulation problems affecting the
rectosigmoid and lower left limb. We believe
that the epidural veins which depend on the
azygous system are dilated in this condition,
and restrict the intervertebral foramina. One
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could reply that sciatica disturbs venous cir-
culation, because the dysfunctional nerve
root implies a general circulatory imbalance.
For the differential diagnosis, I suggest that
you perform the Laségue test while inhibit-
ing, with posterosuperior pressure, the rec-
tosigmoid area. An increase of 40% in the
elevation of the lower limb confirms an in-
testinal and perhaps vascular problem.

Right sciatica is more often of mechani-
cal origin, usually due to abnormally high
tension in the peritoneal attachments of the
ileocecal junction. Test the psoas; if it is in
spasm and retracted, a mechanical prob-
lem is more likely to be the cause. Use the
Lasegue test by pushing the cecum postero-
superiorly and slightly medially. Again, a sig-
nificant increase (more than 30%) in motion
implicates the intestine.

Lower limbs

In nearly all descriptions of intestinal pathol-
ogies (we have only covered a small part),
joint pain of the lower limbs is mentioned.
This connection could be explained by ab-
normal mechanical stimulation of the femo-
ral nerve, or by lesional chains (see Chapter
1) of the fasciae which extends in a con-
tinuous fashion between the colon, cecum,
sacroiliac area, psoas muscle, iliotibial tract,
and lower limbs. Chronic colon problems
are often accompanied by numbness in the
thighs, which varies in intensity depending
on colonic rhythm and discomfort.

Think carefully when you ask questions
and take histories. Some patients are pre-
occupied by their intestinal symptoms and
overlook others, which often include ulcers,
kidney dysfunctions, or (in the present con-
text) joint pain.

Joint problems are of two types: reflex
and ‘mechanical. In the reflex type, abnor-
mal stimulation of the nerves causes spasms
and irritation of the synovial membrane or
knee capsule (which is innervated by the
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anteromedial branch of the obturator and
saphenous nerves). Normal circulation and
nutrition of the knee cartilages via sur-
rounding tissues can be disrupted, and the
capsule may be painful. In the mechanical
type, an imbalance of fascial tensions causes
the muscles to contract in an abnormal
manner, leading to articular restriction and
eventually arthritis or other degenerative
conditions.

The left lower limb has a close relation-
ship with the rectosigmoid, particularly in
terms of venous circulation. This limb is
often affected when there are hemorrhoids
and you will notice that varicose veins are
often found mostly on the left. This is due to
the influence of the intestine and urogeni-
tal system on the venous system of the left
lower limb. With the urogenital system, re-
strictions of the cervix also occur mostly on
the left. The cervix comes to lie flat against
and fixed to the rectum. Add to this the
resultant rectosigmoid type of constipation
and the result is a double rectal compression
which is detrimental to venous circulation
of the pelvis and lower limb.

Feet

When you examine the feet of patients with
colon problems, you will be surprised to
find that a lot of them have hallux valgus
(bunion) at one or both big toes. This can
also be explained by the musculofascial
lesional chains.

Glenohumeral articulation

In the upper limbs, one finds occasional
glenohumeral periarthritis associated with
intestinal problems, but less commonly
than with disorders of the liver, stomach,
or kidneys. This symptom is usually related
to problems of the flexures and is variably
painful depending upon the degree of co-
lonic irritation. Apply the glenohumeral
articulation test (Chapter 1) to confirm
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intestinal participation; push the flexures
posterosuperiorly and medially. The Adson-
Wright and arterial pressure tests are rarely
significant in this situation.

Treatment

The purpose of manipulation of the intes-
tines is to free sclerosed, fibrosed, and spas-
modic areas, and to normalize the pressures
of gases, blood, and other fluids. Although
lacking any objective laboratory or imaging
evidence, our clinical experience leads us
to believe that we can influence intestinal
metabolism and immune response. The best
strategy in local treatment is to concentrate
on intestinal attachments, remove fibroses,
and increase elasticity. The most reflexogen-
ic zones are the diaphragmatic attachments,
mesenteric root, duodenojejunal flexure,
ileocecal junction, sigmoid mesocolon, and
Toldt’s fascia.

HEPATIC AND SPLENIC FLEXURES

These flexures must be mobilized in all three
planes to ensure the discovery of all possible
restrictions.

Frontal plane

Place yourself behind the patient, who is
seated with legs hanging down, hands rest-
ing against his thighs. For the hepatic flex-
ure ({llustration 8-2), place your fingers
under the ribs laterally on the right with
subhepatic pressure, and move them first
posterosuperiorly and medially, then antero-
superiorly and medially. Repeat this process
rhythmically. For the splenic flexure, place
the fingers under the rib cage laterally on the
left, and carry out the same technique. We
advise using recoil at the beginning of any
session where the flexures are being treated;
this will facilitate other techniques. Recoil

TREATMENT

is particularly effective in treating muscular
structures such as the colon.

Gallbladder

Liver

Cholecystocalic lig.

Hepatocolic lig.
Right kidney

Transverse colon

Hepatic flexure

Ascending
colon

Jejunoileum
Pancreas

Creater omentum

ILLUSTRATION 8-2

Hepatic Flexure (after Testut)

Alternatively, again with the patient in the
seated position, fix the hepatic flexure well
under your fingers, bringing it as superiorly
as possible in order to exert longitudinal
traction on the ascending colon (fllustration
8-3). Then bring the patient into backward
bending to increase stretching. In the case
of a restriction of the hepatic flexure, the pa-
tient feels the restricted zones well; ask him
to describe them to help you fine-tune your
techniques. Recoil, releasing your hands
when the longitudinal tension of the colon
is at its maximum, is also very eftective.

For a variation in the lateral decubitus
position, the patient rests on the side op-
posite of that you intend to manipulate.
As with the liver and stomach, you should
apply the pads of the fingers of both hands
subcostally, but in this case the thumbs re-
main back against the diaphragmatic attach-
ments of the flexures. Push the ribs toward
the umbilicus with a clockwise (on the right)
or counterclockwise (on the left) motion,
then either let them come back passively,
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or bring the costal margin toward you. This
technique can also be performed by stretch-
ing the arm with one hand, and, with the
other, pushing the ribs to concentrate your
stretching action on the diaphragm.

Gallbladder

Liver Right
kidney

w18

2
7',[.' . Transverse
. colon

Right phreni-
cocolic lig.

Hepatic
flexure

Ascending
colon

Creater
omentum

Cecum

Jejunoileum

[LLUSTRATION 8-3
Stretching of the Hepatic Flexure: Relationships

Sagittal plane

The patient is again in the lateral decubitus
position. Place one hand on the posterior rib

ILLUSTRATION 8-4

Direct Manipulation
of the Splenic Flexure
(Lateral Decubitus Position)
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cage and the other just below, on the anteri-
or costal margin. Both hands work together
to bring the inferior aspect of the restricted
flexure anteriorly and the superior aspect
posteriorly (lllustration 8-4). For treatment
of the flexures, you focus more on the verti-
cal (superior) motion; for the liver, you use
more rotation. After five or six movements,
carry out recoil by releasing both hands after
they have gone as far as possible.

For a variation in the seated position,
the patient has both hands behind the neck.
With one hand you fix the flexure postero-
superiorly against the diaphragm. With the
other, bring the patient against you with
backward bending via the elbows.

Transverse plane

The patient assumes the lateral decubitus
position. Apply pressure with both hands
on the appropriate costal segment, both
thumbs pointing posteriorly. Push the ribs
toward the xiphoid process and let them re-
turn passively. For lateral compression, put
the patient in the seated position, sit beside
him (opposite the side to be treated), and
compress the inferior hemithorax against
yourself. Release it either passively or with
recoil.

Copyrighted Material



TOLDT'S FASCIA

As previously observed, the colon can fix
itself on Toldt’s fascia while maintaining ap-
parently normal superficial mobility. Such a
restriction is pathogenic because it irritates
the posterior parietal peritoneum and renal
fascia. After locating the restriction, put
both thumbs on the inferolateral part of
the colon, and the fingers around the colon.
Push the colon toward the midline, then re-
lease it. Use recoil prior to this treatment;
this will eliminate any secondary restric-
tions and allow you to concentrate on the
points of adhesion. This technique can be
performed in the seated or lateral decubitus
position.

DUODENOJEJUNAL FLEXURE AND
MESENTERIC ROOT

This area (Illustration 8-5) is highly reflexo-
genic and has a significant influence on the
circulatory and muscular systems of the in-
testine. It should be manipulated from the
ends inward. The duodenojejunal flexure
is symmetrically opposite the sphincter of
Oddi.

With the patient in the left lateral de-
cubitus position, place your thumbs on the
medial part of the flexure to the left of the
umbilicus. To reach it you must pass by the
peritoneum, greater omentum, small intes-
tine, and stomach. Manipulation takes place
in an oblique superolateral direction to the
left. The flexure can be brought back with
the fingers, but often returns to its initial
position by itself. Be sure to check the rota-
tion of the flexure at the conclusion of this
technique (which may cause it to close), and
perform induction if necessary.

For the mesenteric root, place the fin-
gers between the duodenojejunal flexure
and cecum. Move them in the direction of
the posterior parietal peritoneum. To reach

TREATMENT

Duodenojejunal
flexure

Mesenteric
root

ILLUSTRATION 8-5

Mesenteric Root and Duodenojejunal Flexure

it, you go by the anterior parietal perito-
neum, greater omentum, and loops of the
small intestine. The mesenteric root should
appear as a cord-like structure, which you
then stretch superiorly and to the right in a
direction perpendicular to its own axis. Pain
on recoil often indicates an adhesion caused
by infection or mechanical factors. With
intestinal prolapse, the mesenteric root is
sensitive and taut. Manipulate it five or six
times until there is a release. Then go in less
deeply and continue so that you also release
the mesentery of the small intestine itself.

It goes without saying that with all these
manipulations you can use recoil, but it is
not enough to simply free the adhesions.
Recoil is applied to the mesenteric root in
a manner similar to plucking a guitar string.
Put your fingers over the middle of the root,
stretch it (usually toward the head), and re-
lease. Finish these techniques by combined
pressure, rotation, and induction of the flex-
ure in order to eliminate any spasm and to
obtain a general reflex effect.

Finally, place the patient in the supine
position and use the pressure/rotation tech-
nique which is applicable to all sphincter
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zones. The technique is at the same time
direct and induced (Visceral Manipulation,
p. 154). At the end of rotation, let your palm
move transversely to the left to increase the
stretching effect. Recoil takes place when the
limit of possible motion has been reached.

ILEOCECAL JUNCTION

Spasms or orientation problems of this area
(Illustration 8-6) are extremely common.
Because of its reflexogenic properties, this
junction reacts to most forms of stress,
usually by going into spasm. Orientation
problems result from appendectomy or
imbalance of adjacent peritoneal tensions.
The imbalance creates a mechanical conflict
which interferes with the passage of chyme,
and may explain the numerous inflamma-
tions which appear here. In order to free the
ileocecal junction effectively, you must work
on its posterolateral, medial, and inferior at-
tachments. The superior ones are treated via
manipulation of the colon (see above).

S — o
\
Posterolateral i
attachments

Inferior attachments

Heocecal Junction (after Testut)

The cecum is fixed to the parietal perito-
neum by ligaments or a mesentery. To treat
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these posterolateral attachments, move
your fingers medially between the lateral
cecum and medial wall of the ilium until you
reach the restricted area. Bring the cecum
in the direction of the umbilicus and let it
come back again. The cecum often appears
to be superficially free while still restricted
at a deeper level. Failure to free a restricted
cecum can render the remainder of your
treatment useless.

The medial attachments are almost al-
ways sensitive to palpation. Place your fin-
gers on the medial posteroinferior cecum,
below the mesenteric root, and then on the
medial posterosuperior part above the root.
Stretch the ileocecal junction toward the
right ASIS, then perpendicularly to the mid-
line, and finally toward the tip of R12.

For the inferior attachments, gather
up the cecum at its lowest part (lower in
women) by going underneath the transverse
plane passing through the superior end of
the iliac bones. Be very careful not to irritate
the right ovary. The approach should not be
painful. Mobilize the cecum in a posterosu-
perior direction.

A combined technique is the most effec-
tive for releasing restrictions of the inferior
cecum. Have the patient assume the knee/
elbow position. Stand to his right, facing his
feet. Reach around, grasp the inferior part of
the cecum between the fingers and thumb of
your right hand, and pull it anterosuperiorly.
While maintaining this pressure, stretch the
posterior attachments by extending and ab-
ducting the right leg. Repeat this smoothly
and rhythmically until you feel a release.

With uncomplicated cases of constipa-
tion, we often focus on treating the pylorus
and ileocecal valve. Once these are moving
well (demonstrated by a clockwise rotation
on local listening), the entire intestinal tract
has essentially good function, and the con-
stipation usually resolves.

We suggest that you finish treatment
of the cecum with induction. This is a bit
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complex as the superior and inferior parts
of the cecum have different motilities. The
inferior cecum has a “see-saw” or “blotting
paper” anterior/posterior rotation in the
sagittal plane (on a transverse axis), while
the superior cecum has the same motility as
the ascending colon, i.e., a right/left rotation
in the transverse plane (on a vertical axis).
We perform induction of the cecum in two
stages: first the inferior part, and then, only
after it has released, the superior part.

SIGMOID MESOCOLON

The technique for this peritoneal attachment
(Illustration 8-7) was previously introduced
(Visceral Manipulation, p. 130), and I shall
now complete it. Place your fingers between
the left ASIS and sigmoid colon, going as far
back as possible to reach the zone of perito-
neal insertion. Maintain posterior pressure
while moving toward the umbilicus, and
then release the pressure. Repeat this pro-
cess rhythmically. Next, carry out the same
technique going from the pubic symphy-
sis above the bladder. To eliminate colonic
spasms, perform a recoil technique once or

Creater omentum Aorta
[reflected)

Jejunoileum
Sigmoid
mesocolon
—

Descending
colon

lliac portion of
L sigmoid colon

Left iliac fossa

Pelvic portion of
_— sigmoid colon

o = B aclddy

Sigmoid Mesocolon: Direct Stretching

TREATMENT

twice at the beginning of treatment; this will
quickly release superficial and compensatory
tensions. Then relax the posterior pressure
so that you mobilize the actual mesocolon
rather than its zone of insertion.

INDUCTION OF JEJUNOILEUM

With the patient in the supine position,
knees bent, place the palm of one hand, fac-
ing inferomedially, between the left costal
margin and the duodenojejunal flexure. Place
the other hand medial to the cecal area fac-
ing superomedially (so that the two palms
face each other) (Illlustration 8-8). Have the
hands slide toward each other while picking
up the small intestine and the greater omen-
tum. At the end of the movement, it is as if
you wanted to lift up the intestinal-omen-
tal mass slightly to carry out an induction.
This often brings the intestine into anterior
rotation-traction. Then you repeat the treat-
ment, but this time place one palm inside
the left ASIS and the other below the right
ribs, medial to the ascending colon. The
lower palm moves superomedially, while the
upper palm moves inferomedially.

TREATMENT STRATEGY

Manipulate (in this order) the duodenojeju-
nal flexure and ileocecal junction, flexures,
mesenteric root, root of the sigmoid me-
socolon, and local fixed zones of the colon.
While this is somewhat inconsistent with
our general guidelines for treating sphincter-
like structures (see Chapter 1, “Reflexogenic
Zones”), it has in our experience been the
most effective strategy.

For a problem of the transverse colon,
perform joint manipulation of both flexures.
If the junctions of the jejunoileum and colon
are difficult to release, release other highly
reflexogenic zones (such as the sphincter of
Oddi, the gallbladder, or the cardia) and try
again.
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ILLUSTRATION 8-8
Induction of the Small Intestine

Emotional Relations
of the Intestines

Femininity

In contrast to the stomach, which is the
organ of masculinity, the intestine is the
organ of femininity and feminine potential
(and even men are capable of having a femi-
nine aspect to their personality). Statistics

show that colon disorders affect women
much more than men.

Protection

This is a true paradox: the “intestinal” woman
has a great need for protection, even though
she is often the one protecting others. This
is an unconscious mechanism, probably due
to the fact that the intestine acts according
to the motto: “Freely give, freely you will re-
ceive
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Role in the family

The fact that the woman is the protector
gives her a central place in the family. Ev-
erything revolves around her. She manages
the family and all the relatives, sticks up
for people individually, and can become a
champion for major fundraising efforts or
other generous causes.

Role as a mother

This type of woman so totally identifies with
her role as a mother that her own husband
slowly but surely becomes another child
that she has to protect. When the husband
comes for a consultation, she often accom-
panies him and it is her, of course, who an-

swers all the questions that you address to
her husband.

Hypochondria

This person often has problems because she
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has to let people know that they should pay
attention to her. Her living is ruled by the
diseases she believes to have and that she
projects also onto her children. The reasons
she or someone from her family come to
consult you are constipation, or, less often,
diarrhea, headaches, back aches, fear of can-
cer, etc. She is very attached to all those who
deal with her: doctor, hairdresser, dentist. If
you refer her to another medical profession-
al, she will always come back to you.

Stability

This person has a great need for emotional
and geographic stability. Every time she
moves or travels, she becomes constipated
because she has lost her reference points.
She needs to know where she is in rela-
tion to her “den” and so she does not like
to travel.

Generosity and need for justice

This person is very generous and not only
for selfish reasons. In fact, as long as the lit-
tle world around her is happy, she is happy.
She has a great abhorrence for injustice and
can expend enormous energies in her quest
to help others get their due.

LOWER BACK PAIN IN CHILDREN
AND ADOLESCENTS

Be aware of these pains in children or
adolescents. Unless they are due to trauma,
which directly affects the osteoarticular or
myofascial system, they are not usually due
to osteoarticular problems.

When you see a child or adolescent in
your practice for trauma treatment, always
take their blood pressure in both arms and
ask them about the color of their urine. If
they are not able to give you an answer, ask
their parents to accompany them to the rest-
room to check the color. If there is blood in
the urine, the kidney has been affected, i.e.,
there were microfractures of the kidney, and

RECOMMENDATIONS

the person has to go for a more extensive
medical check-up.

Blood pressure difference in both arms
(anisotension) also points to renal trauma.

Final advice: Check for muscular atro-
phy. If present, do not do any manipulation
before the person had X-rays. Patients with
muscular atrophy will not show up often in
your practice (I saw three cases in 30 years
of practice) but the associated pathologies
are serious.

Recommendations

Treatment of the colon, particularly of its
flexures, will obviously affect the liver, stom-
ach, and diaphragm. Problems of the ascend-
ing and/or descending colons should make
you look carefully for a possible relationship
with the kidneys. The cecum is linked to the
right ovary and right lower limb. The rec-
tosigmoid has connections with the uterus
and cervix in women, or the prostate gland
in men. Consider its influence on the circu-
lation of the left lower limb.

When treating the intestines, always
free the large muscles (e.g., psoas, internal
obturator) which insert into the abdomen.
Stretching these will often release deeper
zones of adhesion.

I must emphasize again the frequency of
rectosigmoid cancers. Osteopaths can play
an important role in the detection of such
tumors because sacrococcygeal and urogen-
ital manipulations involve frequent rectal
palpation. You should be able to recognize
abnormalities, and appropriately follow up
“red flag” symptoms such as abdominal pain
with modification of the stools or patterns
of defecation, traces of blood in the stools,
weight loss, or a vegetating or hardened
mass felt on rectal exam.

The intestine is the organ which reflects
most visibly the psychological tensions of
the patient. [t contains 100 million neurons,
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which give it an enormous sensitivity. This
is truly an organ made for somatization. Its
frequent spasms restrict the lumbar verte-
brae; however, these must not be manipu-
lated because of the risk of creating a worse
problem. For example, if there are restric-

tions of the lumbar paravertebral muscula-
ture due to a problem of the colon and you
manipulate the lumbar vertebrae directly,
you will remove a compensation created by
the body. This can result in development of
a more severe symptom, e.g., sciatica.
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9 / The Kidneys

THE KIDNEYS ARE of particular importance
in visceral manipulation. Renal disorders
typically have wide repercussions. Being
retroperitoneal, these organs are difficult to
reach; their treatment therefore requires a
high degree of skill. I tell my students, “Be-
fore you work on the kidneys, you had bet-
ter really be ready to work on them!”

In a healthy subject, the kidney is very
difficult to feel and differentiate from sur-
rounding structures. With practice, one
learns to recognize its smooth anterior as-
pect. Osteopathic students often think they
are palpating a kidney when they are actual-
ly around the level of the duodenum where,
by pushing against the mass of viscera and
peritoneal attachments, they create a “kid-
ney” themselves. Fortunately, a kidney which
requires treatment is comparatively easy to
palpate because it often slides anteroinferi-
orly. Manipulation of the kidney nonetheless
demands great manual precision.

Physiology and Anatomy

There are no fixed attachments of the
kidney holding it in place (Visceral Ma-
nipulation, p. 140); it depends in a unique
fashion upon its environment. The renal ar-
tery and vein cannot serve as an attachment

because of their flexibility, and the angle
they make with the inferior vena cava and
abdominal aorta. The right and left kidneys
are supported to some extent by diaphrag-
matic attraction, which presses them superi-
orly against the liver and colon, respectively
(lllustration 9-1). The right kidney is fixed
somewhat by the hepatic flexure, and the
left kidney to a greater extent by the splenic
flexure. This renal/colonic relationship is
of pathological significance, as we shall see
below.

The medial edges of the kidneys are sep-
arated by 10-12cm at the bottom and 6-7cm
at the top, which renders their oblique axis
to be directed downward and laterally. The
right kidney is 3.5cm, and the left 5cm, from
the iliac crest on either side. The right and
left renal fasciae are connected, providing a
mechanism for shared mechanical patholo-
gies (lllustration 9-2).

The fascia of each kidney is divided into
an anterior and posterior lamina, or layer
(Visceral Manipulation, p. 138). Since these
two laminae are not continuous at the in-
ferior pole of the kidney (lllustration 9-3),
there is a potential route for the kidney to
slide downward. The anterior lamina is rein-
forced by Toldt’s fascia where there is con-
tact with the colon. The two laminae (which
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Liver

Hepatic
flexure

ILLUSTRATION 9-1
Relationship between the Kidneys and the Colon
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ILLUSTRATION 9-2
Relationships of the Kidneys (Transverse Section)
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ILLUSTRATION 9-3
Kidney: Sagittal Section (after Testut)
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become fused above the adrenal gland)
merge with the inferior surface of the dia-
phragm near the hiatus. Between R11 and
R12, the kidneys are directly in contact with
the pleural cul-de-sac. Remember that R12,
depending on its length, has an extrapleural
lateral third.

Between the posterior lamina and the
aponeurosis of the quadratus lumborum
muscle are found the twelfth intercostal,
iliohypogastric, ilioinguinal, lateral femoral
cutaneous, genitofemoral, and (lower down)
femoral nerves. The distributions and func-
tions of these nerves are significant in the
diagnosis of renal restrictions.

Few people are aware of the magnitude
of renal metabolic activity:

+ each kidney contains about one million
functional units called nephrons

+ about 1,700 liters of blood (20-25% of
total cardiac output) are sent to the kid-
neys via the renal artery every 24 hours

+ from this, 170 liters of filtrate (devoid of
cells and proteins) enter the renal paren-
chyma

« of this, about 99% is reabsorbed into
the bloodstream, and the remaining 1-
2 liters are eliminated from the body as
urine.

Pathology
RENAL PTOSIS

The primary mechanical pathology of
the kidneys is ptosis (or prolapse). This con-
dition is particularly frequent in women. The
female renal compartment is not as deep and
thus there is more mobility of the kidney
with inhalation. Our estimate is that 25%
of women over 50 years of age have a renal
ptosis, usually on the right. Paradoxically,
some kidneys that have descended as far
as the pelvis present fewer symptoms than

PATHOLOGY

kidneys which have undergone less drastic
ptosis. This phenomenon is comparable to
subluxation of a bone; most connections are
broken and therefore little information can
be transmitted and manifested symptomati-
cally.

Causes and relationships

Ptosed or fixed kidneys which have lost
their mobility and motility are found more
commonly on the right. The cecum and as-
cending colon are often causative factors.
Following appendectomy, a very common
operation, the cecum (which is normally
fairly mobile) adheres to the parietal peri-
toneum laterally and posteriorly. The ileoce-

" cal junction, which sometimes loses its axis,

is likewise restricted. The ascending colon
loses its longitudinal mobility, and tension
increases along its axis. Immobilized at its
lower end, the ascending colon pulls on
its upper end, drawing the hepatic flexure
downward. As noted above, the anterior
lamina of the renal fascia is closely linked
to Toldt’s fascia, and the right kidney is thus
drawn downward as well. Initially, it only
loses part of its mobility and motility. How-
ever, if this situation continues untreated for
several years, significant ptosis inevitably
results.

To illustrate the interdependence of the
kidney and the cecum, take the example of
chronic ileitis. The inflammation of the il-
eocecal region can cause hydronephrosis
(abnormal accumulation of urine) in the
right renal pelvis, with injury to the right
ureter. To a lesser degree, minor irritation
of the cecum can affect the kidney and its
surrounding tissues.

The right kidney contacts the inferior
surface of the liver, on which it leaves an im-
pression. The liver, for support and mobility,
depends on diaphragmatic attraction which,
in turn, requires proper pleural elasticity.
With various pulmonary disorders, the elas-
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tic properties of the lung and pleurae dimin-
ish, the diaphragm loses its normal tonus,
the liver increases in volume, and the force
of intracavitary pressure (Visceral Manipu-
latiom, p. 15) is reduced. The kidney is thus
pushed from above by the liver and drawn
from below by the cecum.

The female uterus is often retroverted,
with the cervix found posteroinferiorly. The
consequences of a hysterectomy are similar
but more dramatic: the small intestine and
some part of the colon (at least the cecum)
move down to take the place of the uterus.
Both of these conditions enable the mass
of intestines and omenta to migrate down-
ward. Not only does this lead to a direct
downward attraction of the kidneys, but,
as the greater omentum is attached to the
transverse mesocolon which is connected in
turn to the hepatic flexure, there is pressure
placed on the liver which can be transmitted
to the kidneys. This is a case of renal ptosis
with a colonic origin.

The left kidney, linked to the right kidney
by the renal fascia, is dependent on it. How-
ever, it does not prolapse as easily. It first
loses its motility, then part of its mobility,
over several years. It may slide downward,
but usually not very far. The lower frequen-
cy of left renal ptoses may also be due to the
presence of the spleen, which is smaller and
therefore less likely to weigh on the kidney
than the liver. In addition, scarring or other
restrictions of the descending colon are rare.
At the same time, the left kidney is one of
the organs most often affected by traumas
to the rib cage. This is probably due to the
fact that the collision forces are transmitted
via the great axis of the heart. It is interest-
ing to note that left renal restrictions that do
not seem particularlly impressive are more
poorly tolerated than comparable right renal
restrictions.

Other potential causes of ptosis in-
clude:
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+ rapid weight loss (i.e., loss of pararenal
adipose tissue)

+ nervous depressions and other factors
affecting basic tonus (illnesses, medi-
cines, etc.)’

+ sedentary lifestyle or adverse working
conditions (e.g., sitting or standing all
day)

+ excessive time spent traveling (e.g., in
planes or cars)

+ surgical intervention, with resulting ab-
dominal atonia and scarring

+ urinary infections and kidney stones,
which may produce ptosis by a reflex
mechanism

« colitis, because of its associated intesti-
nal spasms, can disturb renal mobility
and motility; this is often the cause of
unexpected treatment failures

+ intrauterine devices affect mostly left
renal motility (a clinical observation
without a proposed mechanism)

+ trauma (e.g., chronic coughing, strong
vibrations)

+ certain congenital factors involving the
shape of the renal compartment or un-
favorable anatomical relationships (e.g.,
enlarged liver)

+ direct traumas, particularly falls on the
coccyx or ribs.

There is a strong clinical relationship
between the coccyx and kidneys, although
we have no satisfactory theories as to the
mechanism involved. The reverse is also ob-
served: renal manipulation, particularly on
the left, can free restrictions of the coccyx.
Regardless of the etiology of renal ptosis or
even which kidney is involved, always treat
rib restrictions first before trying to mobi-
lize the kidneys.

Before moving downward, the kidney
will get restricted and lose its motility and
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mobility, while its normal anatomical rela-
tionships are still in place. This is mostly due
to intestinal problems, and the patient will
have a sense of heaviness in the abdomen,
which he will attribute to digestive prob-
lems.

Degrees of ptosis

Renal ptoses can be classified into three
degrees of severity. These degrees corre-
spond to the actual anatomical course of the
kidney (Ilustration 9-4).

Intercostal nerve Ribs 11 & 12

Tst degree
2nd degree
3rd degree

lliohypogastric
nerve

llioinguinal
nerve

Lateral femoral

cutaneous

nerve
Femoral Qbturator Genitofemoral
nerve nerve nerve

ILLUSTRATION 9-4
Renal Ptosis: Three Degrees

First degree: The kidney, under vari-
ous mechanical influences, begins a slight
downward migration. At this point it should
actually be called a restriction, as the kidney
has more lost mobility than moved. In the
process, it irritates the twelfth intercostal
nerve which is between the pararenal body
(the layer of adipose tissue partially sur-
rounding the kidney), the aponeurosis of
the quadratus lumborum, and the posterior
lamina. The patient feels subcostal discom-
fort and, during the consultation, often puts
his hands on the lower ribs to both explain
the problem and get temporary relief. Some-

PATHOLOGY

times there is sharp pain in the lower ribs,
radiating toward the umbilicus. The patient
cannot breathe deeply, and coughing and
sneezing are very uncomfortable. The pa-
tient may come for consultation after pul-
monary X-rays, the symptoms having been
mistakenly attributed to a pleural problem.
The hemidiaphragm over the kidney is spas-
modic and less mobile, as demonstrated by
a decrease in chest expansion and depth of
respiration on that side.

Second degree: The kidney continues
its migration along the “rail” of the psoas.
Its inferior edge becomes more anterior
and its external rotation is more obvious.
It begins to irritate the ilioinguinal and il-
iohypogastric nerves and (more rarely) the
lateral femoral cutaneous nerve, all of which
pass close to the pararenal body. The nerves
cross over the posterior side of the renal
compartment, going obliquely downward
and laterally. Considering the nerve distri-
bution in this area, the migrating kidney
may also irritate the femoral and obturator
nerves. The patient complains of cutaneous
hypersensitivity or lower abdominal pain,
which can radiate toward the labia majora or
ipsilateral scrotum, or even the lateral thighs
if the lateral femoral cutaneous nerve is af-
fected. The hyperesthesia may later give way
to numbness. The results of conventional
medical exams are typically negative, and
the patient may be labeled as a hypochon-
driac. On intravenous pyelography (IVP),
one can detect the external rotation of the
kidney because the renal artery and vein are
more visible. Tension on these vessels by
this external rotation must, in our opinion,
create vascular spasm. The external rotation
can also stress and twist the ureter, often
manifested as abdominal tension appearing
about 15 minutes after drinking. We believe
this can also be a factor in the development
of kidney stones.

Third degree: The kidney becomes
“subluxated” and loses all contiguity with
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the liver or diaphragm. It begins to irritate
the femoral nerve. The patient experiences
hypersensitivity of the ipsilateral thigh, ac-
companied by pain from inflammation of
the knee capsule; he may complain of knee
pain with no history of trauma to the knee.
The internal capsular pain increases when
the knee is bent, so that kneeling or squat-
ting positions are badly tolerated. X-ray of
the knee reveals nothing, and there may be
a mistaken diagnosis of arthritis.

The knee pain leads to a spasm of the
psoas which tends to bring the lower leg into
external rotation, with a change in its axis.
Joint pain appearing in the ankle and foot
becomes mechanical in nature, although
visceral in origin. Initially, the articulations
of the feet compensate for the mechanical
imbalance and the patient may suffer re-
peated sprains. When the compensation by
the feet is exhausted, the knee is forced to
substitute, leading to sprains of the knee,
which are much more debilitating (it is less
common to recover completely from a knee
sprain). You may also come across patients
with pain radiating into the hip joint.

In third degree ptosis, the inferior pole
is very low and anterior (“pelvic kidney”)
but the kidney is in internal rotation be-
cause it is not under the influence of the
psoas. This internal rotation is better toler-
ated than external rotation, as it does not
put so much stress on the large vessels or
the ureter. Vascular spasms, when present,
are usually less serious. As noted above, the
third degree has fewer symptoms than the
first or second, and motility may appear es-
sentially normal, but it may make a person
more susceptible to urinary infections and
intestinal problems.

Pregnancy and childbirth

As the fetus develops in the pregnant
woman, it starts pressing on the kidney.
This compression, in conjunction with the
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movement of the baby near the end of term
as it tries to position itself head down, leads
to low back pain. Low back pain at the be-
ginning of a pregnancy is more likely due to
mechanical tensions pulling at the cervix or
uterus proper.

During childbirth, the volume of the
abdominopelvic cavity is diminished quite
abruptly. Terms and elasticity of muscles
and ligaments are, in addition, altered by
the effects of various hormones. If delivery
is too fast, and accompanied by a heavy-
handed obstetrical technique which is not
synchronized with the labor, the organs are
pulled downward. Certain ligamentous at-
tachments, under too great a pressure, can
even rupture. Abdominal pressure, which
normally helps maintain the position of the
kidneys, breaks down and contributes fur-
ther to renal ptosis. Qur impression is that
too hasty a delivery is as harmful as too pro-
longed a labor.

When the kidneys of young mothers are
tested, it is worrisome to note (as we have)
a systematic absence of motility up to six
months after childbirth. In mothers who un-
dergo natural childbirth, the motility will re-
turn on its own after this time. Osteopathic
treatment can expedite this process and may
be necessary for mothers who had difficul-
ties during labor. This decrease in renal mo-
tility is related to the loss of energy, decrease
in libido, and depression often seen in new
mothers.

Right vs. left kidney

Clinical symptoms differ depending on
which kidney is involved. The right kidney
can be called the “digestive kidney” In the
beginning, its migration is due to effects of
the liver and ascending colon. Ptosis increas-
es intestinal problems because of the reflex
spasms and direct mechanical irritations it
creates. The patient complains of cecal pain
similar to that of appendicitis.
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The left kidney could be called the “re-
productive kidney.” Its restriction or ptosis
affects the digestive system comparatively
little, apart from a spasm of the duodeno-
jejunal flexure, which the patient perceives
as stomach pain. However, it can produce
irritation of reproductive organs such as the
left ovary or left spermatic cord. Clinically,
we have observed an association between
sexual dysfunction and the left kidney. That
is, left kidney problems affect sexual func-
tions, and sexual problems (of various types)
adversely affect function of the left kidney.
The urogenital relationship is still obscure,
but may involve the embryological devel-
opment, the circulatory system, and the
nervous system. Specifically, a decrease in
the motility of the left kidney is often seen
in patients with sexual dysfunction. Func-
tion of the left kidney also has a significant
emotional component. Whenever there is
a strong emotional or psychological shock,
the motility of the left kidney decreases.

Renal problems may be associated with
venous problems of the left testicle or left
labium majus. The left ovarian (or testicular)
vein opens into the left renal vein, whereas
its counterpart on the right opens directly
into the inferior vena cava. A renal ptosis on
the left side (but not the right) can therefore
put this vein at an abnormal angle with the
renal vein, leading to restricted venous re-
turn accompanied by functional problems.
For example, we have observed that it is
more common for the cervix to be restricted
on the left, and believe that this is related to
the venous asymmetry. Other related prob-
lems (e.g., discomfort and localized pain)
increase in women during the premenstrual
period, and in men after sexual activity or
defecation.

We have treated several cases of left-
sided testicular varicose veins in which the
simple act of mobilizing the kidney upward
reduced the congestion and discoloration
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immediately (albeit temporarily). When the
varicosities are not too severe, manipulation
can have a curative effect. Similarly, there
are reflux phenomena involving movement
of blood between the ovarian (or testicular)
vein and left renal vein, due to changes in
venous pressure in this area during sexual
activity. These are not caused by problems
with renal mechanics, but the symptoms are
similar.

Symptoms

Renal ptosis can present with a variety
of signs and symptoms. Some are nonspe-
cific. For example, the patient has difficulty
holding the arms up for more than a brief
period because of the stretching of the fas-
cial system, which affects the kidneys. As
always, you should be observant. The pa-
tient characteristically is forward bent and
holds his stomach and/or the lower ribs.
When he coughs or sneezes, he flexes the
ipsilateral thigh to counteract the increase
in pressure.

When the kidney moves downward, it
brings along only the proximal part of the
ureter (which arises from the medial edge of
the kidney). The rest of the ureter remains
fixed to the parietal peritoneum by fibrous
tissue. The elbow which is thus formed has
an influence on urinary excretion and fluid
dynamics. This resistance to flow may favor
the development of kidney stones. In this
situation, the longitudinal tension of the
ureter is reduced, compromising its smooth
muscle tone. Also, traction exerted on the
peritoneum by the ptosed kidney contrib-
utes to the production of spasms of the in-
testine. This abnormally increased intestinal
tonus can compress the ureter and also re-
verse urinary flow. In some instances, this
will result in low back pain.

Many other signs have been mentioned
already, but I would like to summarize se-
lected ones here, with a few additions:
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« sensation of discomfort and weight in
the lower abdomen, often aggravated by
inhalation or other abdominal efforts

+ the intestinal phase of digestion is la-
borious and prolonged due to spasms
caused by the kidney, producing a slight
sick feeling which is aggravated by foods
that place special demands on the intes-
tines (cabbage, cucumbers, fatty foods,
etc.)

o deep abdominal discomfort about 15
minutes after fluid intake, particularly
if the patient drinks too much and too
quickly

- narrow belts (which aggravate the me-
chanical restrictions) are poorly toler-
ated, whereas the patient may selectively
prefer wide belts, especially with second
degree ptosis

« accentuation of problems at the end of
the day or after prolonged labor

+ low back pain following a characteristic
pattern: it is felt upon awakening, and
improves within 10-30 minutes after
standing up. In the late afternoon the
pain returns and progresses until it is
difficult to tolerate by evening. Within
10 minutes after going to bed the pain
disappears. The early morning back pain
can be explained by renal congestion
during the night. During the day, the
kidney performs a lot of movements,
which assist in its function of elimina-
tion. However, during the night, it is
only affected by some very small dia-
phragmatic movements.

« slight thigh and knee discomfort (more
of a hypersensitivity or numbness than a
true pain), increasing during the day

« sciatica originating from chronic con-
tractions of the lumbar musculature, in
combination with other factors. Sciatica
secondary to renal problems is rarer on
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the left than the right and also more dif-
ficult to treat. The Lasegue test can be
used to confirm involvement of the kid-
ney.

« systolic arterial pressure is often lower
on the side of the ptosed kidney, even
if the patient is hypertensive. When you
find an elevated systolic pressure in a
hypertensive patient, freeing the kidney
can sometimes decrease this pressure.

OTHER DISORDERS

Although ptoses are common and wor-
thy of attention, we must remember that
many other diseases of the kidney do exist.
In this section, I will briefly describe a num-
ber of less-common renal disorders which
present a variety of symptoms and etiolo-
gies.

Renal insufficiency

Acute: Acute renal insufhiciency applies
to cases of markedly decreased urinary out-
put secondary to injury of the renal paren-
chyma. Renal blood flow can fall by as much
as half its normal value. Possible causes in-
clude:

« tubular necrosis following a trauma or
severe illness, in association with shock
or intense renal vasoconstriction, all of
which lead to decreased perfusion of the
kidneys

« hemolysis and hypotension following

surgical intervention

« injury with severe muscle damage lead-
ing to large release of myoglobin (which
is nephrotoxic), plus vasoconstriction
and shock

« childbirth

. formation of casts which block the tu-
bular lumens.

Clinical symptoms include anuria (no
urination) or oliguria (scanty urination),
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murky or blood-stained urine, nausea, pro-
longed drowsiness, muscular weakness,
thirst, cardiovascular or pulmonary compli-
cations, septicemia (usually from Staphylo-
coccus), anemia, and convulsions.

Differential diagnosis should consider
obstruction of the ureters or bladder (which
can also prevent urine formation), malignant
growths, and idiopathic fibrosis around the
ureters.

Chronic: This condition involves a re-
duction in functional renal tissue. There
are fewer active nephrons, and these tend
to undergo hypertrophy. Symptoms include
increased urea excretion and initial polyuria
(excessive urine production), diminishing
gradually as renal insufhiciency sets in. The
patient drinks and excretes more water in
order to eliminate the normal quantities of
solutes, resulting in polyuria, polydipsia (ex-
cessive thirst), and nocturia (excessive urina-
tion at night). The latter phenomenon pro-
vokes sensations of intense thirst or hunger
before or upon awakening, which can then
turn into nausea and vomiting. To prevent
this, advise the patient to drink after noc-
turnal urination.

Because of urinary excretion, vomiting,
and diarrhea, the patient tends to lose so-
dium, resulting in signs such as dry mouth,
loss of normal skin tone, tiredness, nausea,
fainting, cramps, muscular fibrillation, and
occasionally convulsions.

Other clinical symptoms of chronic
renal insufficiency can be listed as follows:

+ weakness, tiredness, insomnia, dyspnea,
anorexia, headache

» persistent nausea, bad taste in the
mouth, pallor, drowsiness, hiccoughs

» itching of the limbs, retinopathy
+ hypertension, pulmonary edema

+ digestive symptoms (inflammation of
the parotid gland, ulcers of the buccal
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mucosa due to the presence of urea in
the saliva, acidosis, dehydration)

+ neuromuscular signs (nocturnal muscu-
lar cramps from lack of calcium)

» hematological signs (anemia resulting
from hemolysis and reduced bone mar-
row functijon)

» cutaneous signs (olive-colored skin due
to accumulation of pigments similar to
carotene, dry skin, calcium deposits,
itching)

+ infectious complications.

Glomerulonephritis

Acute: Glomerulonephritis is an inflam-
mation of the kidneys in which the glom-
eruli are primarily affected. The acute form
follows a group A beta-hemolytic strepto-
coccal infection that usually manifests in the
form of an acute pharyngitis. It may also fol-
low other bacterial, viral, or parasitic infec-
tions such as bacterial endocarditis, sepsis,
hepatitis, typhoid fever, mumps, measles, or
mononucleosis. In the latter cases, the prob-
lem is usually milder than in the poststrep-
tococcal variety. With this disorder, the kid-
neys are of a normal or increased size, their
surface is dotted with small hemorrhages,
and the renal pyramids are congested. After
recovery, the kidneys may be fibrosed and
atrophied. Clinical symptoms include:

+ sore throat
» fever

» initial malaise followed by general fa-
tigue and anorexia

» scanty and dark urine
+ swelling of the ankles and eyelids
+ dyspnea, abdominal pain, nausea

+ hypertension, headache, possible con-
vulsions.
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Chronic: Chronic glomerulonephritis is
actually a collection of disorders which af-
fect the glomerular capillaries and provoke
cicatricial (scarring) modifications. The dis-
ease is more frequent in men under 40 years
of age, and follows acute glomerulonephritis
or simple latent infection. It can be present
without symptoms for as long as 10 years.
Possible symptoms include general fatigue,
anemia, dyspnea, hypertension, oliguria,
presence of proteins and red blood cells in
the urine, normal-sized kidneys, renal in-
sufficiency, and pulmonary edema. In renal
artery stenosis, the kidney is smaller than
normal; in renal artery thrombosis, it is big-
ger than normal.

Chronic pyelonephritis

This chronic form of nephritis, affect-
ing primarily the interstitial tissue, seems
to result from recurrent bacterial infections.
While some patients have anatomical uri-
nary tract abnormalities (e.g., obstruction,
or reflux from the bladder into the ureters),
the urinary tract usually appears normal.
The urine in the bladder is usually sterile,
but when it is not, bacteria are able to travel
from the bladder to the kidney via the col-
umn of urine which connects these two or-
gans.

This disorder originates from pyelitis (in-
flammation of the renal pelvis) in children,
a urinary infection during pregnancy, or,
more rarely, an acute form of pyelonephri-
tis. It may progress very slowly. Symptoms,
which are highly variable and sometimes
absent, include episodes of unexplained
fever accompanied by low back pain, cloudy
urine, albumin in the urine, general fatigue
and listlessness, anorexia, and hypertension.
The kidneys are often fibrous and of difter-
ing sizes.

Kidney stones

Kidney stones (or renal lithiasis) are
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manifested by extremely painful attacks
which originate in the flank or back and ra-
diate to the lower abdomen, genital organs,
and/or medial thighs. Sometimes the pain
resembles that of biliary colic, appendici-
tis, gastro-duodenal ulcer, or low back pain.
Chronic dehydration and sedentary lifestyle
are frequent causes. Hyperparathyroidism,
excessive milk or vitamin D intake, or a
highly alkaline diet (all tending to produce
hypercalciuria, or excessive calcium in the
urine) can also be involved. Less common
symptoms are pain on urination and the
presence of blood or albumin in the urine.

LOW BACK PAIN

This is certainly the most common pre-
senting symptom in our practice. The more
patients we treat, the more we realize that
low back pain hides a multitude of dysfunc-
tions. We have seen at least twenty cases
of low back pain due to renal problems in
young people. In a typical case, the patient
first reported sore throat which resolved
with standard antibiotic therapy. Several
weeks later, low back pain appeared, along
with pain in the lower limbs (particularly
the knees). Scanning, IVP, and biochemi-
cal examinations were negative. The patient
was tired and arterial pressure was slightly
elevated. Examination showed that the kid-
neys had lost their motility. Manipulation
of the lumbar spine gave no results, but the
problem resolved following visceral manipu-
lation.

For these cases, spinal manipulation is
not only unhelpful, but can exacerbate the
problem by further irritating the affected
structures. Induction of the kidneys and
liver is sometimes helpful (we often send
these patients to see a homeopath or acu-
puncturist). As mentioned, pyelonephritis or
glomerulonephritis can evolve very gradu-
ally over a long period, with no symptoms
for several years.
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In female patients who seek treatment
for low back pain, the actual problem some-
times turns out to be reflux from the blad-
der into the ureters. Also one should always
check for muscular atrophy in patients with
low back pain. If present, do not do any
manipulation before the person has had ap-
propriate imaging studies. It is rare to see
patients with muscular atrophy (I have only
seen three cases in 30 years of practice), but
the associated pathologies are serious.

Low back pain in children and
adolescents

Pay attention to these problems in
children or adolescents. They are not usu-
ally due to osteoarticular problems, unless
there is a clear history of trauma affecting
the musculoskeletal system, but are usually
reflections of visceral problems. If the child
is chronically fatigued, listless, tires easily,
or is a late developer, the problem could be
chronic pyelonephritis.

When you see a child or adolescent in
your practice for the aftermath of trauma,
always take their blood pressure in both
arms (uneven blood pressure) and ask them
about the color of their urine. A difference in
blood pressure between the arms, or blood
in the urine, can indicate renal trauma.
Whenever there is any doubt, it is prudent
to send these children for a more extensive
medical check-up.

ASSOCIATED PATHOLOGIES
AND SYMPTOMS

Besides the primary renal disorders dis-
cussed above, I would like to mention a few
related pathological considerations, and give
an overview of symptoms which are of inter-
est in the context of visceral manipulation.

Abnormalities of the renal pelvis in an
overly mobile kidney provoke hydronephro-
sis because of a partial (and sometimes in-
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termittent) obstruction of the ureter. Thus,
ptosis of a mobile kidney inevitably brings
about problems of urinary circulation. The
pain of hydronephrosis is aggravated by ex-
ercise and increased fluid intake, and is al-
leviated by the supine position. Interestingly,
the same is true of a ptosis.

Among the symptoms of a polycystic
kidney is posteroinferior abdominal pain,
caused by the weight of the kidney pulling
on its vascular and nervous attachments and
on adjacent structures. This pain increases
with exercise and decreases with rest.
Again, these signs remind us of a ptosis. Do
not hesitate to send your patient for outside
consultation if you are less than totally con-
fident in your diagnosis.

Following are some common symptoms
which often reflect minor renal dysfunction
and respond well to visceral manipulation.
Always check renal mobility and motility if
any of these signs are present:

« intense early morning or late night thirst,
sometimes enough to wake the patient

+ hunger on arising, sometimes giving way
to nausea or malaise

+ low back pain on awakening, improving
soon after standing up

. exaggerated reflexes, muscular weak-
ness, intermittent tetany

+ darkened or cloudy urine

« intense itching, particularly of the lower
limbs

« gingivitis, chronic aphthous ulcers,
minor infections of the oral cavity

« fatigue or lethargy
+ indigestion with slow transit
« variations in blood pressure

+ low back and abdominal discomfort
during the day

« flaky, dehydrated skin.
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Diagnosis

As usual, simple observation can pro-
vide significant diagnostic clues. A patient
with renal restrictions will tend to forward
bend and sidebend toward the side of the
restriction. With one hand, he holds the
posterolateral trunk or lower abdomen. He
is uncomfortable standing still. The legs are
taut and he often flexes the ipsilateral thigh.

PALPATION

Palpation of a kidney is not easy. As men-
tioned at the beginning of the chapter, stu-
dents and inexperienced practitioners often
believe they are touching the inferior pole
of a kidney when they are actually collecting
and shaping a portion of the intestinal mass,
or feeling the bend between the descend-
ing and inferior duodenum. Fortunately for
our purposes, a ptosed kidney is easier to
reach than a non-ptosed one because it has
moved anteriorly. Your approach should be
gentle to avoid creating intestinal contrac-
tions which could disrupt your techniques
and cause discomfort for the patient.

To palpate the right kidney, with the
patient in the supine position, place your-

ILLUSTRATION 9-§
Palpation of the Right Kidney
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self on her right and look for the ascending
colon. Surround it with your thumbs on its
lateral edge and with your fingers on its me-
dial edge. Next, move medially by placing
both thumbs on the medial edge of the as-
cending colon and the fingers on the lateral
edge of the descending duodenum ({llustra-
tion 9-5). If you are successful, the kidney
will be felt deeply between the thumbs and
fingers. Place the hypothenar eminence in
the gap between the duodenum and colon,
and push it in deeply. If the kidney is in a
normal position, you should be able to feel
its anterior surface (which is smooth and
bulging), without feeling the inferior edge.
The impression is like feeling a bar of soap.

If the kidney is ptosed, you will be able
to reach the inferior pole by moving your
pressure inferiorly. With a second degree
ptosis, you will feel more of the anteromedi-
al part of the kidney, because of its external
rotation. With a very slender patient with
poor muscle tone, you may be able to feel
the inferior edge. On palpation of a third
degree ptosis, instead of having the inferior
edge under the heel of your hand, you will
feel the upper part or even the superior
edge, and the kidney will feel extremely mo-
bile. Any time you find the inferior edge of
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the kidney under the line connecting the
two ASISs, the kidney will be easy to palpate
because it is so superficial.

The left kidney is found about 2cm
higher than the right. To palpate it, start by
finding the surface projection of the duo-
denojejunal flexure, which is symmetrically
opposite that of the sphincter of Oddi. This
flexure is a fixed point often used as a land-
mark in radiology. It is deep to the peritone-
um, omentum, small intestine, and stomach,
and appears as a round mass about the size
of a quarter. Place the thenar or hypothenar
eminence just inferior to this point and push
it posteriorly as far as possible. Move your
pressure inferiorly and you will feel the an-
terior left renal mass.

LISTENING

On general listening, the patient first
sidebends toward the side of the restricted
kidney and, only afterward, rotates toward
that side and forward bends. The degree of
forward bending is usually related to the de-
gree of ptosis. There are some cases where
the patient moves into flexion and sidebend-
ing. Unfortunately, the kidney is a retro-
peritoneal organ and it is difficult to obtain
precise diagnostic information by general
listening.

Local listening enables you to differenti-
ate the degree of ptosis, primarily by focus-
ing on whether there is internal or external
rotation. Place your hand over the surface
projection of the kidney (usually with the
heel of the hand at the level of the umbili-
cus). Press the hand slightly posteriorly and
then concentrate on attracting the tissues
into your palm (inhalation aids in this pro-
cess). Absence of motion usually indicates
that the kidney is either restricted or fixed,
but can be normal. This “frozen” state is
common in first degree ptoses. External ro-
tation of your hand indicates second degree
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ptosis. Internal rotation is most commonly
due to third degree ptosis, but can also re-
sult from problems of the renal pelvis (e.g.,
kidney stones).

Listening to the motility of the kidney
is accomplished by using less pressure, but
extending the sense of touch through your
hands. It permits you to differentiate be-
tween a “frozen” kidney and a normal kid-
ney without restriction; in either case, there
is no motion on local listening. A kidney
without restriction will have normal motil-
ity, with good expir and inspir. A frozen kid-
ney will not only have no motion on local
listening, it will also have no motility. Our
experience suggests that utilization of both
local listening and listening for motility is
essential for satisfactory diagnosis and for-
mulation of treatment. Palpation for mobil-
ity alone cannot correctly evaluate the rota-
tion of the kidney.

DIFFERENTIAL DIAGNOSIS

With the patient in the supine posi-
tion, legs bent, place the heel of your hand
just below the umbilicus, middle finger on
the midline (Illustration 9-6). With a renal
problem (arrow 1), the palm is pulled lat-
erally to the right or left (depending on the
affected kidney), comes to a standstill, and
then moves deeply posteriorly, before mov-
ing slightly superomedially. In the presence
of renal ptosis, the palm moves initially
away from the midline, then inferolaterally
for a second degree, or inferomedially for
a third degree ptosis. This is the best diag-
nostic means of differentiating the degree of
ptosis.

For the sphincter of Oddi, the thenar
eminence carries out a pronation rather than
a transverse movement, moves obliquely
upward on the right midclavicular-umbilical
line, and stops two or three fingers’ width
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ILLUSTRATION 9-6
Local Differential Diagnosis: Left Side

1. Left kidney
2. Duodenojejunal flexure
3. Gastric fundus

above ‘the umbilicus. For the descending
duodenum, the thenar eminence turns onto
its radial edge, the thumb resting 2cm to
the right of the umbilicus, on a line parallel
to the midline. For the pylorus, the palm,
which is attracted upward, situates itself two
or three fingers’ width below the xiphoid
process, to the left or the right depending
on the position of the pylorus. For the gall-
bladder and liver, the palm flattens against
the right costal margin, middle finger on the
midclavicular-umbilical line.

For the right ureter, the hand turns
onto its radial edge slightly to the right of
the umbilicus, and moves inferiorly. In the
case of a calculus, the radial edge of the
thenar eminence moves posteriorly with a
slight clockwise rotation. We suggest that
you practice locating calculi which have
already been found independently by scan-
ning or IVP. For the cecum, the palm moves
inferiorly and to the right.

The duodenojejunal flexure pres-
ents the most difficult differential diagno-
sis (arrow 2) because it is located directly
in front of the left kidney and is often in
spasm. For a dysfunction of this flexure, the
hypothenar eminence slides superiorly and
to the left. The palm pushes in with a slight
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clockwise rotation, whereas for the kidney
it moves more posteriorly and then superi-
orly. For the gastric fundus (arrow 3), the
hand leaves the umbilical region and moves
superiorly and to the left, toward the costal
margin. For the pancreas, the middle finger
leaves the midline and moves superiorly and
to the left, creating a 30° angle with a trans-
verse plane passing through the umbilicus.

DIAGNOSTIC MANIPULATION

As shown previously for other organs,
manipulation can be used to clarify the di-
agnosis. The aggravation technique for the
right kidney is performed with the patient
in the seated position and slightly kyphosed.
Place your fingers below the right costal
margin, flat under the liver and as far pos-
teriorly as possible, and push the abdominal
mass inferiorly. In the case of a ptosis, the
patient will feel discomfort or posterior cos-
tal pain, sometimes with radiation toward
the lower abdomen.

The corresponding relief technique
consists of bringing the liver posterosuperi-
orly. However, this technique will be useless
with a third degree ptosis because the loss
of any renal connection with the liver and
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diaphragm prevents the lifting from having
any effect.

Costal pressure can also be used as an
aggravation technique. The patient sits with
his hands behind the neck. With one hand,
lift the elbows to put him into straight back-
ward bending, and, with the other, apply di-
rect anterior pressure on the posterior angle
of R11. With a renal problem, the patient
feels discomfort or pain in the lumbar or
abdominal areas and holds his breath. How-
ever, a mechanical costovertebral restriction
can give the same result.

You need to know if you are dealing with
an injury to the actual renal parenchyma or
the renal attachments. Palpation of a kidney
can be sensitive, or even slightly uncomfort-
able, but should not be painful or produce a
protective reflex. If it does, be wary as there
can be a problem or you are using too much
force. Perform a recoil technique by push-
ing the inferior pole of the kidney superiorly
along the longitudinal renal axis as far as
you can, and then release it quickly. Sensi-
tivity to this technique indicates a problem
with the ligamentary renal attachments.

ASSOCIATED SKELETAL
RESTRICTIONS

With first and second degree ptoses,
there are restrictions at the level of T7 and
T11 and their ribs. In third degree ptosis,
there is no connection with the diaphragm
and therefore no thoracic restrictions. With
the first and second degrees, there may be
restrictions of L1-L3 resulting from irritation
of the psoas muscle and the iliohypogas-
tric, ilioinguinal, and genitofemoral nerves,
plus the effects of peritoneal stretching and
stress on the arterial and venous vessels of
the kidney.

There may be involvement of the knee
because of its innervation by the femoral
nerve (in reality it is the saphenous nerve, a

DIAGNOSIS

deep branch of the femoral nerve), and the
navicular, first cuneiforms, and fifth metatar-
sal bones because they are reflexogenic (i.e.,
trigger points). The lower limbs may also be
involved in kidney disorders secondary to
poor biomechanics or problems caused by
contractions of the psoas muscle.

We have found it extremely helpful to
work on the lower limbs every time we
work on a kidney (or the cecum or sigmoid
colon). Otherwise, the effect of treatment
will be more temporary. Try putting one
hand on the superior surface of the foot and
perform local listening, following the palm
until it comes to rest. If it moves, it usually
goes toward either the tibia or fibula. Check
to see if this restriction is related to a kidney
problem, using the other hand to inhibit the
kidney by pushing up on it slightly. If the leg
restriction disappears, it is secondary to a
kidney problem; if there is no change, it is a
local phenomenon.

One may find glenohumeral periarthri-
tis of renal origin. These are, however, much
less frequent than periarthritis cases linked
to hepatobiliary problems. On the right, this
is more likely to be associated with abnor-
mal tension of the fascial system, or, on the
left, of reflex origin. Perform the glenohu-
meral articulation test (see Chapter 1) with
one hand, and with the other perform a re-
lief technique or utilize an inhibition point.
Improvement of mobility confirms renal
participation.

BLOOD PRESSURE

In general, with mechanical renal injury,
ipsilateral arterial pressure decreases. Con-
fusingly, blood pressure tends to increase
with problems of the parenchyma, but the
side of the mechanically affected kidney will
still have a relatively lower pressure. An ad-
ditional complication occurs with hydrone-
phrosis, where the kidney is ptosed but arte-
rial pressure is raised.
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The Adson-Wright test is often positive
on the affected side with first and second de-
gree ptosis. This test can be used to confirm
renal disorders. It can also be performed
before and after manipulation as a means of
confirming your results.

DIGESTIVE SYMPTOMS

With kidney dysfunctions, adjacent por-
tions of the intestine are affected directly by
mechanical irritation, and also indirectly by
reflex mechanisms. The patient feels discom-
fort during the intestinal phase of digestion,
in the late afternoon, and around 1-2 a.m.
A “pseudo-digestive” sign is abdominal pain
of renal origin which is exaggerated after
drinking because the renal pelvises become
distended.

Treatment

Our goal in treatment is not simply to
“pull up” the kidney, i.e., change its position.
As always in visceral manipulation, we wish
to improve motility and mobility. In Chap-
ter 1, I described some dramatic increases
in renal mobility achieved by Jacques Marie
Michallet with manipulation (see Appendix
I). Nevertheless, we have altered the position
of the kidney in some cases. Unfortunately,
we cannot use ultrasound to document
a ptosis, unless it is very severe. Another
goal is to release any surrounding visceral
restrictions or fibrotic attachments. By this
means, vascular and urinary circulation are
improved.

Before manipulating a restricted kidney,
perform stretching techniques to release ad-
hesions of the posterior lamina (part of the
renal fascia) on the quadratus lumborum, or
of the anterior lamina on the psoas muscle.
This will save you a lot of time. Besides,
these muscles are often in spasm due to me-
chanical irritation of their nerves.
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RECOIL

Recoil techniques are used primarily to
treat “frozen” kidneys, i.e., kidneys which
seem to have no mobility and do not re-
spond to the usual direct techniques (Vis-
ceral Manipulation, pp. 146-147). Try these
techniques again after recoil has been ap-
plied 2-3 times. If there is still no improve-
ment in mobility, the principal problem is
not with the kidney.

The patient is supine, with his legs more
or less bent depending on abdominal ten-
sion. Lengthening the psoas slightly can help
make the kidney more anterior (and there-
fore easier to find), but may also make it less
mobile. The inferior pole of the right kidney
is usually around the level of the umbilicus
between the ascending colon and duode-
num; the left kidney is most easily found
just posteroinferior to the duodenojejunal
flexure.

For a ptosed kidney, touch the inferior
pole with your hypothenar eminence and
push it superomedially as far as possible.
This technique is aimed not at repositioning
the kidney, but at engaging its attachments
and surrounding structures, and facilitating
its motion. There are variations in the direc-
tion of the movement depending on the de-
gree of ptosis being treated.

For first degree ptosis, recoil consists
of pushing superomedially and slightly pos-
teriorly as far as possible, and then quickly
releasing your pressure. For second degree
ptosis, the hand sidebends and externally ro-
tates; recoil consists of pushing superomedi-
ally and (for the right kidney) from right to
left in the same manner.

For third degree ptosis, successful ma-
nipulation is difficult. The kidney has de-
scended to the point where it is no longer
subject to the external rotation produced
by the psoas. It rests on its medial edge,
finds itself in internal rotation, and thus
loses its oblique inferolateral direction. The
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latter phenomenon can be observed with
IVD, where the vascular attachment of the
kidney is less evident. The recoil technique
for a third degree ptosis involves applying
pressure from bottom to top, from medial
to lateral, and from front to back. In case of
difficulty, you can initially accentuate inter-
nal rotation by pushing in the direction of
the lesion (this is true for any of these recoil
techniques). However, pain resulting from
too much force will prevent the necessary
post-manipulative relaxation.

COMBINED DIRECT TECHNIQUE

The patient is in the supine position,
with the leg on the affected side resting on
your shoulder (Illustration 9-7). For a sec-
ond degree ptosis, mobilize the kidney by
bringing it posterosuperiorly and medially.
By moving your shoulder, you can adjust the
tension of the psoas, thus varying the rota-
tion of the kidney and how far it comes an-
teriorly. This combined technique enables us
to utilize the “rail” of the psoas, and produce
small isometric contractions of this muscle
against resistance. With your free hand, hold
the leg on the shoulder and ask the patient
to lift it slightly. At the moment when con-
traction stops, mobilize the kidney, taking

TREATMENT

advantage of the relaxation which follows
muscular activity.

In another variation of this manipula-
tion, the patient is in the original position.
You use both hands to compress the kidney,
let go very slightly, and then mobilize by fol-
lowing the listening through the neighbor-
ing tissues.

GENERAL RELEASE TECHNIQUE

If you are unable to obtain results after
several tries using the specific techniques
described above, try the knee/elbow gen-
eral release technique, which we also use
for the intestinal mass. The patient rests on
his knees and forearms, thus bringing the
abdomen anteriorly and slightly superiorly.
You stand to the side and, reaching with one
hand around the back, place the two hands
so that the heels are just lateral to the edges
of the rectus abdominis muscle on each
side.

Bring your hands toward each other
while pushing the abdominal mass poste-
riorly (i.e., toward the ceiling) in order to
obtain a good hold. Keep your hands tightly
together and stretch the abdominal contents
anterosuperiorly. This will create deep ab-

ILLUSTRATION 9-7

Combined Direct
Manipulation of the Kidney
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dominal traction which engages the poste-
rior parietal peritoneum and retroperitoneal
organs. The other directions that your hands
take will depend on the restrictions in the
abdomen. Repeat three or four times. This
technique can be used with recoil.

POSTERIOR APPROACH

There is a weak lumbar point which
makes it possible to approach the kidney
posteriorly with minimal interference from
intervening soft tissues; this is Grynfeltt’s
(or Lasshaft’s) space, where aponeuroses of
the internal and external abdominal oblique
muscles are absent (lllustration 9-8). Place
the patient in the supine or lateral decubi-
tus position with legs bent. Place one or two
fingers against the posterior aspect of R12
and move them simultaneously anteriorly
and toward the iliac crest. When you meet
a slight amount of resistance, mobilize the
kidney anterosuperiorly and anteroinferior-
ly, using the anterior hand to accentuate this
movement. The inferior edge of the kidney
is found on a horizontal plane going through
the transverse process of L3. The fingers
mobilize the kidney via the latissimus dorsi
muscle and the fibrous connective tissue
layer representing the fused aponeuroses of
the serratus posterior, internal and external
oblique, and transversalis muscles. Against
the posteroinferior portion of R12, three fin-
gers’ width from the spine, is the twelfth in-
tercostal nerve; in the middle of Grynfeltt's
space you can feel the ilioinguinal and ilio-
hypogastric nerves.

This region is an efficient “trigger” zone,
i.e., a very precise reflexogenic zone that can
be used to start, accelerate, and/or increase
the effects of a treatment. For example, if
you are working on the stomach with little
or no effect, use this trigger zone on the left
and things will start to happen (or happen
more quickly).
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[LLUSTRATION 9-8
Grynfeltt’s Space (after Gregoire and Oberlin)

Between R11/R12, the kidney is in direct
contact with the pleural cul-de-sac, another
trigger zone. To utilize this zone during
treatment, apply pressure at three fingers’
width from the spine, against the lateral
border of the paravertebral muscles.

VISCOELASTIC TREATMENT
OF THE KIDNEYS

First techinque

Have the patient assume the supine posi-
tion with legs bent, and approach the kidney
by both the anterior and posterior routes
(Illustration 9-9). The viscoelastic technique
is the same as that described above: you
want to compress the organ and then let it
go progressively.

The structures surrounding the kidney
usually cause a compression on the kidney.
Approach the kidney very gently. You should
never use a straight line when you approach
an organ, and that is particularly true here.
When you feel tension, go around it. When
you feel a spasm, wait until it goes away or
male it relax.
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Viscoelastic Treatment of the Right Kidney (1st Technique)

Second technique

The goal for the right kidney is to press
it against the inferior surface of the liver and
to let it come back and thereby release any
excess tensions (lllustrations 9-10 through
9-12). The patient lies supine with her legs
bent. Place the palm of the superior hand
on the middle anterior surface of the liver.
Place the inferior hand between the de-
scending duodenum and ascending colon,
approaching the kidney via the abdominal
route. With this technique, you play with
the viscoelasticity of the kidney, and you co-
ordinate and harmonize its relationship with
the liver. This excellent technique will have
an immediate positive effect on the patient’s
energy.

The goal for the left kidney is to press
it against the spleen. The patient is in the

same position as for the right kidney. Apply
left anterolateral costal pressure with the
superior hand with the pressure directed
toward the spleen (lllustration 9-13). The
palm of the inferior hand finds the inferior
pole of the kidney just below and deep to
the duodenojejunal flexure.

This is a maneuver where the compres-
sion of the kidney is less evident. However,
it is a very efficient technique for harmoniz-
ing the relationship of the left kidney with
the spleen, pancreas, splenic flexure, and
duodenum. After using these viscoelastic
techniques on the kidneys, finish the treat-
ment with induction of the kidneys.

Apart from their effect on the dynamic
among the organs, it is my belief that these
maneuvers also stimulate the immune sys-
tem.
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ILLUSTRATION 9-10
Viscoelastic Treatment of the Liver-Kidney Unit

ILLUSTRATION 9-11
Coordinated Manipulation of Right Kidney/Liver (1st part of 2nd Technique)
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ILLUSTRATION 9-12
Coordinated Manipulation of Right Kidney/Liver (2nd part of 2nd Technique)

ILLUSTRATION 9-13
Coordinated Manipulation of Left Kidney/Spleen

195
Copyrighted Material



CHAPTER 9 / THE KIDNEYS

INTERACTION BETWEEN
THE KIDNEYS

The two kidneys are connected by the
renal fascia. Any factor restricting one will
therefore affect the other. With right renal
ptosis, the left kidney maintains a normal
position. However, it does lose its motility,
perhaps because of the abnormal tension
exerted on the renal fascia. In third degree
ptosis of the right kidney, this kidney be-
comes ectopic. Because there is no longer a
“fascial brake” interconnecting the kidneys,
motility of the left kidney is often preserved.
As mentioned previously, a very ptosed kid-
ney has less of a pathological effect on the
body than one that is moderately ptosed.

URETERAL CALCULI

Many people who come to see us for
low back pain turn out to be suffering from
kidney stones. These are usually not large
calculi, but tiny stones of which the patient
is unaware. Nonetheless, they can cause
significant pain in the lumbar area. With
ureteral calculi (stones which lodge in the
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I[LLUSTRATION 9-14

Narrow Points in the Ureter
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ureters), we can sometimes provide success-
ful treatment, but not with serious attacks
involving such extreme pain that it is not
possible to get close enough to touch, much
less treat, the patient. There are several nar-
row points in the ureter where stones may
get caught (Illustration 9-14). These points
are also reflexogenic.

On palpation, it is not possible to difter-
entiate the ureter from surrounding struc-
tures. However, stones can often be detect-
ed with manual thermal evaluation. A stone
emits heat that you can feel with the palm
of your hand. Similarly, stones can often be
detected by using listening. Place the hand
along the surface projection of the ureter,
on a line going obliquely from the tenth and
eleventh costochondral cartilages to a point
two fingers” width lateral to the pubic sym-
physis (Illustration 9-15). Where there is a
stone, the palm is strongly attracted posteri-
orly, and carries out a slight clockwise rota-
tion. We have been able to verify this many
tines with stones previously documented by
X-ray. A similar clockwise rotation occurs
when there are cysts in the abdomen or pel-
vis.

Superior
limic of
kidneys

Renal ,

pelvis Isthmus
Inferior limit of ureter
BB Umbilicus

Superior

limit of

iliac bones
Line for

Marginal angle
of ureter

Common
iliac artery

ILLUSTRATION 9-15

Landmarks for Locating Renal Calculi
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Just below its origin, the ureter has
a diameter of approximately lcm. At the
“neck” of the ureter, 1.5cm from its origin,
its width decreases to 4mm. This is where
most stones are encountered. A second nar-
row point is found where the ureter crosses
over the iliac vessels, on the line connecting
the two ASISs. The third narrowing is found
at the junction of the ureter with the blad-
der, which can be directly manipulated via
the vagina in women.

Ureteral calculi can be treated in two
ways. In the direct technique, you start by
marking the position of the stone, and then
perform a compression/rotation at that
point with the heel of the hand. At the end
of the movement, push inferiorly to stretch
the ureter, reinforcing its tone and peristal-
tic function.

In the indirect technique, the patient
sits down with both hands crossed behind
the neck. With one hand, hold both elbows;
with the other, exert pressure just above the
position of the stone. Bring the patient into
backward bending, stretching the abdominal
point downward.

TREATMENT STRATEGY

The right (“digestive”) kidney is associ-
ated with the liver, descending duodenum,
ascending colon, and cecum. The tension of
these organs must be normalized prior to
manipulation of this kidney. Pay particular
attention to the cecum, which often has a
causative role in renal restrictions. Test the
posterior attachments of the cecum and the
ileocecal junction, which is often in spasm.

Before directly working on the left (“re-
productive”) kidney, free the duodenojejunal
flexure, which is often taut and may produce
restrictions of the kidney by reflex mecha-
nisms. It is also a good idea to check the
stomach attachments, and the motility of
the ovaries.

Always finish manipulation with a com-
bined technique on both kidneys at the same
time, using direct manipulation followed by
induction. In this, the hands perform a si-
multaneous movement in which the fingers
join together superiorly, and the palms sep-
arate inferiorly. While testing and treating
mobility in this way, pushing up on the right
kidney should result in transmitting a feel-
ing of pressure to the left kidney, and vice
versa. When doing induction, it is extremely
important to leave the kidneys with good
motion in both the expir and inspir phases,
and to have the motions in sync. This com-
bined technique has an overall stimulating
effect on the patient.

Emotional Relationships
of the Kidneys

LEFT KIDNEY
Genetic link

This is one of the organs that links us to
our ancestors. Our conscious roots do not
reach far into the past. Usually we know our
parents, grandparents, and sometimes even
our great-grandparents (due to longer life
expectancy). Our real roots go much farther
back.

Imparting of life

When you give birth to a child, you ba-
sically transmit your own life onto another
person. However, even if you do not have
children, the potential to have them is what
really counts. It is a well-known fact that
some people without offspring have a better
“parent” nature deep down inside them than
do real parents.

Sexuality

We have to distinguish between the
“real” sexuality, i.e., the potential to a fulfill-
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ing sex life, from the act of sex itself. Some
people without an active sex life have a
more developed sexual potential than oth-
ers who have frequent sex partners. When
[ talk about a sexual potential, I refer to the
possibility of “becoming one” physically, of
having an intimate communion.

Deep energy

This energy, together with that of the
pancreas and spleen, helps us fight off seri-
ous diseases. Deep energy is in contrast to
superficial energy, which you lose quickly
after one night without sleep or after a nasty
cold, but which can also be restored very
easily.

This energy is deep within us. It be-
comes active only during serious diseases or
deep depression and is not easy to restore.
In fact, lack of this energy can put our lives
in serious danger.

Violence

Some express this violence in a very im-
pulsive manner. It is always there, under the
surface, but they try at all cost to suppress
it or level it. It often comes out without real
reason and is expressed outward against self
or others. It does not have to be followed by
an aggressive act.

Dominance

We are talking here about controlling
behavior toward others or the desire to con-
trol and dominate others. If the desire is not
satisfied, this leads to a very deep sense of
frustration.

RIGHT KIDNEY

Supporting a weakened liver

We have already seen how the liver is
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involved in all sorts of emotions. When it
is not able to deal with them, e.g, when a
person is battling a major depression, the
kidney comes to its aid.

Lack of personal identity

This is often found in people who have
an identity complex and troubles with real-
izing the “real me” inside. People with an
identity complex tend to become one with
others because they really do not know
themselves. These people always belittle
themselves.

Conflict with the mother

The mother-child relationship in these
people has some aspects of excess, being
either too close or not close enough. Ei-
ther the child is totally identified with the
mother so that it is never able to develop its
own personality, which leads to the self-es-
teem problems described above, or the child
is always rebellious, with similar results. In
either case, the personality does not have a
chance to develop properly. Similar kinds of
conflicts with the mother also appear with
intestinal problems.

Fear

The fear that this person feels is not
usually a real fear, a fear of some problem,
situation, or disease. Instead, it is a more
basic fear that is not attached to anything in
particular. When this fear is very strong, it is
usually related to both kidneys.

We have already encountered fear in re-
lation, to the liver. However, the fear of the
liver is linked to a physical or psychological
event, whereas the fear of the right kidney is
an existential fear without any real reason. It
could be the memory of a particularly diffi-
cult birthing experience or of a constriction
in utero.
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Recommendations

With a ptosis, although the kidney is
easy to palpate and the surrounding struc-
tures are sensitive, the kidney itself is rarely
very painful. When a kidney is painful, con-
sider hydronephrosis or a polycystic condi-
tion. Be very cautious with a kidney which
is both sensitive (or painful) and also easy
to palpate.

Never try to manipulate a kidney when
there is fever or hematuria (blood in the
urine). If the cause of the hematuria is
known and not considered dangerous, you
can work on the kidney after about a month;
if the cause is unknown, refer the patient for
a thorough clinical work-up.

Many digestive symptoms can actually
reflect minor renal dysfunctions. A right
renal ptosis, e.g., gives numerous signs
which could be incorrectly attributed to the
cecum. Do not count on your patient’s ex-
planations for guidance.

Problems of the reproductive system
often accompany a restriction of the left
kidney, and vice versa, primarily via their
interdependent venous system. For example,
there are many documented cases in which
the presence of an intrauterine device af-
fects the motility of the left kidney. With
impotence problems in males, always test
the motility of the left kidney.

Renal restrictions are often associated
with costal restrictions, and almost always
with problems of the coccyx. Consider
treating a restricted rib before mobilizing
the kidneys, especially in children, who are
less likely to have primary restrictions of the
kidney. Although we have not identified a
definite link between the skull and the kid-
neys, we have observed in our practice that
cranial restrictions presenting with concom-
itant kidney restrictions are usually poste-
rior, and resolve quickly after treatment of
the kidneys.

CLOSING REMARKS

Tell your patients with kidney issues to
limit their consumption of animal products.
Especially in the evening, they should avoid
red meat, cheese, and fatty foods.

Always measure arterial pressure before
and after renal manipulation. An inappro-
priate or poorly-executed technique may be
revealed by a significant modification (i.e.,
imbalance between the two arms, hypoten-
sion, or hypertension), in which case you
should consider alternative techniques.

ADVICE TO THE PATIENT

Urge a patient with a kidney problem
to drink, but not in just any way he pleases.
He should drink often, but in small amounts
each time. Because it is difficult for people to
change their habits, you should repeat this
advice as often as necessary until it is con-
sistently followed. Drinking too much at one
time causes dilatation of the renal pelvis and
ureters. This is often painful and makes the
patient think that he is not “digesting” the
water, so that he subsequently avoids drink-
ing. In addition, the liquid should be warm.
Warm water is assimilated easily, whereas
cold water tends to “shock” the stomach, re-
sulting in spasms or diminished peristaltic
transit. Timing is also a factor: patients who
ingest liquid two hours after a large meal,
when intestinal activity is at its peak, will
digest their food less well.

Closing Remarks

We have demonstrated in our practice
that visceral manipulation is able to success-
fully relieve a multitude of structural and
functional problems. Like all osteopathic
methods, its success depends on the ability
of our hands and mind. Our hands must be
able to analyze the body’s messages, and to
sense and release abnormal tensions in the
tissues.
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As practitioners of this exacting disci-
pline, we must have an understanding of the
basic medical sciences, but it is the hands
which distinguish the outstanding from the
mediocre practitioner.
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A

Abdomen
local listening techniques, 10
observation to deduce intestinal problems,
152
sloshing sound, 64
Abdominal distention, 61
Abscesses
anal, 159
intestinal, 159
Acidic breath, in gastroesophageal junction
disorders, 46, 47
Acquired thoracic kyphosis, 48
Active chronic hepatitis, 85
Acute appendicitis, 90
differential diagnosis, 112
Acute cholecystitis, 113, 114-115
Acute diverticulitis, 157
Acute lumbar pain, 4
as symptom of visceral pathology, viii
Acute pains, in liver pathology, 90
Acute pancreatitis, 90, 115-~116, 132-133
ditterential diagnosis, 112
Acute pharyngitis, preceding gflomerulone-
phritis, 183-184
Acute renal insufficiency, 182-183
Adaptation, 4
Adenonatous polyps, 158
Adenopathy, splenomegaly in, 142
Adhesions, in greateromentum, 34
Adipose tissue
in greater omentuin, 33
role in kidney function, 21
Adson-Wright test, 13-15
in gastric disorders, 70
inliver pathology, 94-95
negative results in gallbladder dysfunction,
119
in renal ptosis, 190
use in gastroesophageal junction disorders,
53
Aerophagy, 61
Aggravation technique
for gastric prolapse, 70
gastroesophageal junction disorders, 51
liver, 95-96
tor right kidney, 188
Aggression, and stomach disorders, 78
Alcohol
avoiding in gastroesophageal junction
disorders, 56
in stomach disorders, 78
Alcoholic cirrhosis, 85
Alcoholic gastritis, 61

Alcoholism
acute pancreatitis and, 132
chronic pancreatitis and, 133
Alimentary intolerance, 90
Ambition, in stomach disorders, 78
Ammoniemia, 85
Anatomic relationships
kidneys, 176
spleen, 140-141
Anatomy, vii
gallbladder and bile ducts, 109-111
gastroesophageal junction, 43-44
greater omentum, 34
jejunoileum and colon, 149
pressures and attachments, 149-150
reflexes and digestion, 150-151
kidneys, 175-177
liver, 81-83
pancreas, 130
attachments, 130
secretory canals, 130-132
pylorus, 75
spleen, 139-140
stomach and duodenum, 59-61
Anemia
in chronic renal insufficiency, 183
in colon tumors, 158
Aneurysms, abdominal aortic, 28
Anger, issues in liver pathology, 104
Animalproducts, limiting consumption in
kidney problems, 199
Ankle flexion test, 12
Anorectal disorders, 159-160
Anterior appendicitis, 155
Antibiotic therapy, low back pain after, 184
Antral gastritis, 65
Anxiety
inirritable bowel syndrome, 158
right kidney and, 198
Appendectomy, renal ptosis following, 177
Appendicitis, 155
analysis of pain in, 155
case history, 156
differential diagnosis, 155~156
Appendix, induction in children with immune
system problems, 27
Actificial restrictions, honing palpatory skills
using, 12
Ascending colon, 92
locallistening, 161
Ascites, 85
Asymmetrical blood pressure, 15
Attachments
greater omentum, 33, 38
jejunoileum and colon, 149-150
kidneys, 175
pancreas, 130
stomach, 59
Auerbach plexus, 49, 150
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B

Babies, problems with inter-scalene passage,
14
Back pain, and skeletalrestrictions of jejunoi-
leum and colon, 163
Backward bending, exposing restrictions
using, 20
Backward movement, in general emotional
listening, 23
Bad news, gallbladder contractions and, 110
Barbituates, hepatic toxicity of, 85
Bayliss'law, 21
Becker, Rollin, 3
Belching, in gastric prolapse, 64
Bile
transit problems and stomach, 71
vomiting of, 61
Bile ducts, 107, 109. See also Gallbladder
anatomy and physiology, 109-111
cancer, 116
liberating, 98
Bile salts, concentration by gallbladder, 110
Biliary cirrhosis, 85, 115
Biliary colic, 111, 112
Biliary dyskinesia, 116
Biliary excretion, inadequate, 90
Biliary occlusion, 112
Biliary reflux, into pancreas, 132
Biliary secrction, 83
Biliary stasis, 84
Biliverdin excess, 153
Birth control pills. See also Oral contraceptives
and gallstone formation, 113
liver restrictions from, 8
Bladder
improved sccrctions after visceral
manipulation, 4
local differential listening, 162
Blood pressure
causes of unequal, 15-16
diagnostic uses of, 15
hypertension, 16
hypotension, 16
and kidney problems, 189-190
reductions in side of ptosed kidney, 189
in renal ptosis, 182
stabilization by gallbladder manipulation,
125
Bone marrow, relationship to splenic activity,
141
Bone pain, due to osteomalacia, 86
Bowel sounds, in acute pancreatitis, 132
Brachial neuralgia, in gastroesophageal
junction disorders, 53
Bruising tendencies, 85
Bunions, in patients with colon problems, 164
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C

Cancer
of bile ducts, 116
of gallbladder, 116
pastric, 62, 77-78
gastric pain characteristics, 67
Carbohydrates, exaggerated fermentation
of, 153
Carcinoids, 159
Cardia, induction, in gastroesophageal
junction disorders, 55
Cardiac notch angle, 44
Cardioesophageal laceration, 49-50
Cardiospasm, 49
Case histories, appendicitis, 156
Cecal stasis, in right-sided constipation, 154
Cecum, 150
anatomy and physiology, 150
as cause of renal ptosis, 177
as cause of renal restrictions, 197
local listening, 161
restrictions and insomnia, 151
Celiac plexus disorders, diagnosis, 50~51
Cervical column restrictions
and gallbladder problems, 119
and gastroesophageal junction disorders, 52
Cervical neck pain, in gastroesophageal
junction disorders, 53
Cervical sprains, and asymmetrical blood
pressure, 15-16
Cervical vertebrae, restrictions associated with
liver, 96
Cervix
restrictions and left kidney, 181
restrictions with sigmoid problems, 164
Chauffour, Paul, 21
Chest pain, association with stomach, 71
Childbirth, rolein gastric prolapse, 63
Children, treatment stratczies, 2627
Chocolate, avoiding in gastroesophageal
junction disorders, 56
Cholangitis, 112
Cholecystic evacuation, 120
common bile duct stage, 121
Cholecystitis, 114
acute, 114-115
chronic, 115
Cholecystokinin, 110, 116
Chronic cholecystitis, 113, 115
Chronic congestive heart failure, 85
Chronic gastritis, 65
Chronic pancreatitis, 133
Chronic pyelonephritis, 184
Chronic renal insufficiency, 183
Chronicsinusitis, in children, 27
Circulatorysystem, red pulp of spleen and,
140
Cirrhosis, 85
alcoholic, 85
biliary, 86
Clinical signs, vii
liver, 83-84
of serious illness, viii
Coagulation disorders, 85
liver role in, 125
Coceyx, relationship to kidneys, 178
Coffee, as aid to evacuation of stomach, 78
Colon, 147, 149
anatomy and physiology, 149
pressures and attachments, 149-150
reflexes and digestion, 150-151
diagnosis, 161
associated skeletal restrictions, 163-165
general listening, 161
inhibition, 162
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local listening, 161-162
recoil, 162
rectal exam, 162-163
emotional relations, 170
family role, 170
femininity, 170
generosity, 171
hypochondria, 170-171
mother role, 170
need for justice, 171
protection, 170
stability, 171
local differential diagnosis, 161
pathology, 151, 156
abdominal observation to deduce, 152
abnormal stool production, 153-154
analysis of pain in, 157
anorectal disorders, 159-160
associated pathologies and symptoms,
160
carcinoids, 159
diverticulosis, 157
fistulae and abscesses, 159
hemorrhoids, 159-160
inflammatory bowel disease, 158
irritable bowel syndrome, 157-158
polyposis, 157
prolapse, 152-153
restrictions, 151-152
tumors, 158-159
recommendations, 171-172
relationship to kidneys, 175, 176
and renal prolapse, 178
sigmoid, 150
transverse, 149-150
Toldt’s fascia, 167
treatment, 165
duodenojejunal flexure and mesenteric
root, 167-168
hepatic and splenic flexures, 165-166
ileocecal junction, 168-169
sigmoid mesocolon, 169
treatment strategy, 169
Colon cancer, 158-159
Combined technique
in kidney pathology, 191
kidneys, 191
liver manipulation in lateral decubitus
position, 102
in liver pathology, 101-102
Common bile duct, 83, 109, 119
differential diagnasis, 135
improved secretions after visceral
manipulation, 4
obstruction by galistone, 114
obstruction by pancreatic tumor, 114
stretching, 120-121
transverse manipulation, 122
Common hepatic duct, 109
Compensation, 4
to chronic stresses, 29
Compression phase, in viscoelasticity, 24
Constipation, 154
Contraindications, 28-29
to manipulation of gallbladder, 124-125
to manipulation of gastroesophageal
junction, 50
Costovertebral articulations, restrictions effect
on stomach, 60
Costovertebral mobility tests, 96
Coughing, worsening of epigastric pain with,
46
Courvoisier’s law, 114, 133
Cranial restrictions, and digestive problems in
children, 26
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Cranial trauma, and gastroesophageal junction
disorders, 49

Cranio-visceral relationships, 23-24

Craniosacral rhythms, similarity to duodenal
rhythms, 150

Critical zones, 6

Crohn's disease, 158

Cruveilhicr-Baumgarten syndrome, 50

Cyclical pain, in ulcers, 67

D

Deep energy, left kidney and, 198
Delayed development, kidney manipulation
for, 26
Depression, 88
as cause of renal ptosis, 178
and hypotension, 16
issues in liver pathology, 104
left kidney and ability to fight off, 198
relationship to spleen and pancreas, 146
role in gastric prolapse, 63
role in liver patholagy, 83
role of right kidney in combating, 198
temporary after gallbladder manipulation,
125
Descending colon, local listening, 162
Descending duodentm
differential diagnosis, 188
stretchingin pancreatic disorders, 137
Diabetes
emotional relationships to, 146
and gallstone formation, 113
recommendations, 139
Diagnosis
pallbladder and hile ducts, 117
associated skeletal restrictions, 119-120
local differential diagnosis, 117-118
miscellaneous tests, 118-119
palpation, 117
gastroesophageal junction disorders, 50-51
greater omentum, 35-37
jejunoileum and colon, 161
associated skeletal restrictions, 163~165
general listening, 161
inhibition, 162
local listening, 161-162
recoil, 162
rectal exam, 162-163
kidneys, 186
associated skeletal restrictions, 189
blood pressure and, 189-190
diagnostic manipulation, 188189
differential diagnosis, 187-188
digestive symptoms, 190
listening, 187
palpation, 186187
liver
Adson-Wright test, 94-95
associated skeletal restrictions, 9698
diagnostic manipulation, 95-9
difterential listening tests, 92-94
evaluation of symptoms, 90-91
general listening, 92
initial exam, 89-90
local listening, 92~95
palpation, 91-92
pancreas
associated skeletal restrictions, 136
differential diagnosis, 134136
inhibition, 135
listening, 134
parietal peritoneum, 35-37
stomach and duodenum
associated skeletal restrictions, 70
diagnostic maniputation, 69-70



direct frontal techniques, 72-73
induction, 72
local differential diagnosis, 57-69
miscellaneous considerations, 70-71
Diagnostic angle, 7
general listening with patient seated, 9
Diagnostic manipulation
gastroesophageal junction disorders, 51
aggravation technique, 51
relief technique, 52
kidneys, 188-189
liver, 95
aggravation/relief, 95-96
inhibition, 95
lift, 96
Diagnostic tests and methods, vii, 6
Adson-Wright Test, 13-15
blood pressure, 15
causes of unequal, 15-16
hypertension, 16
hypotension, 16
general listening, 6-7
completing, 8
diagnostic angle, 7
inhibition points, 7-8
patient scated
first method, 9
second method, 9-10
glenohumeral articulation test, 17-18
Laségue test, 16-17
local listening, 10-13
manual thermal evaluation, 18
radiography, 18-19

recoil, 19-20
responsibility in diagnosis, 20
Diaphragm

effect of greater omentuin prolapsc on, 34
and intestinal attraction, 159
loss of tonus in renal ptosis, 178
permanent motion of, 43
restrictions associated with liver, 97
Diaphragmatic hiatus, 45
Diarrhea, after eating, Y0
Diet
and diverticulosis, 157
and gallstone formation, 116
and kidney problems, 199
and renal ptosis, 182
role in liver pathology, 87-88
and uric acid levels, 88
Dietary cecommendations, in gastroesopha-
geal junction disorders, 56
Differential diagnosis, vii
acule pancreatitis, 133
appendicitis, 155-156
colon, 161
descending duodenum, 188
difficulties with pancreas, 129
duodenojejunal flexure, 68, 188
galibladder and bile ducts, 117-118,118,
188
gastric fundus, 188
gastroesophagealjunction disorders, 46, 50
kidneys, 187-188
left kidney, 188
liver, 9Y2-95, 93, 188
pancreas, 134-136, 135, 188
pylorus, 188
sphincter of Oddi, 187-188
stomach, 68
Digestive kidney, 180
Digestive system
effects of junction zone manipulation on, S
jejunoileum and colon, 150-151
symptoms in kidney problems, 190

Direct manipulation techniques, vii
contraindication for pancreas, 130
direct frontal technique

with double lateral, 73

lateral decubitus position, 73

scated position, 74
direct sagittal technique, 74

lateral decubitus position, 74
direct transverse technique, lateral decubi-
tus position, 75
gallbladder and bile ducts, 122
gastroesophageal junction disorders, 54
treating ureteral calculi by, 197

Distantlesions, 49

Distensibility test, 36

Diverticulosis, 154, 157

Dominance, left kidney and, 198

Doppler testing, effects of visceral manipula-
tion shown by, 14

Douglas pouch, examination in ulcer, 67

Drug-induced hepatitis, 85

Drug-induced pancreatitis, 132

Dull pain, 91

Duodenal reflux, 65

Duodenal rhythms, similarity to craniosacral
rhythms, 150

Duodenal ulcer, 6162, 66. See also Ulcer

Duodenojejunal flexure, 150, 167
and biliary manipulation, 123
differential diagnosis, 188
local differential diagnosis, 68
local listening, 161-162
treating spasins of, 5
treatment methods, 167-168

Duodenum, 57, 59
anatomy and physiology, 59-61
diagnosis

associated skeletal restrictions, 70
diagnostic manipulation, 69-70
local differential diagnosis, 67-69
miscellaneous considerations, 70-71
emotional relationships, 78
induction, 77
pathology
general symptoms, 61-62
ulcers, 66-67
patient advice, 78
recommendations, 77-78
remarks, 77
sphincter of Oddi treatment, 77
treatment, 76-77
Dysphagia, 48

E

Eating habits, and gastric prolapse, 63
Elasticity
consequences of loss, 3
and health of tissue, 6
Emotional induction, 23
Emotional listening, 22
general, 22-23
local, 23
Emotional relationships
everyday stresses/worrics, 124
gallbladder and bile duct, 124
jejunoiteurn and colon, 170
femininity, 170
generosity and need for justice, 171
hypochondria, 170-171
mother role, 170
need for stability, 171
protection, 170
role in family, 170
kidneys
left kidney, 197-198
right kidney, 198
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liver
anger, 104
depression, 104
fear, 104
frustration, 104
life purpose, 103
real self, 103
relationship with mother, 104
uniqueness of life, 104
pancreas and spleen, 146
consciousness of mortality. 146
lack of desire to live, 146
prenatal energy, 146
unbearable situations, 146
practicalissues, 124
stomach and duodenum, 78
Emotions
and cranio-visceral relationships, 23-24
relationship to organs, 22
and viscoelasticity, 24-25
Epigastric pain, 61
Esophageal cancer, 48, 50
Esophageal diverticulum, 61
Esophageal hiatus hernia, 45
Esophageal perforation, 50
Esophageal reflux, 46-47
etiology, 48-49
symptoms, 47-48
Estrogen
and gallstone formation, 113
and liver excretory capacity, 87
Etiology, esophageal reflux, 48—-49
Excretions, 4
effects of abnormal pressures on, 5
Excretory canals. See Secretory canals
Exhalation
and pain in hiatal hernia, 51
while extending sense of touch, 7
Existential anxiety, right kidney and, 198
Expir movement, increasing through local
induction, 21

F

Family role, relationship to intestines, 170
Fatigue
in gallbladder vs. liver problems, 116
in intestinal prolapse, 153
in pancreatic disorders, 137
Fatty foods, and gallbladder problems, 112
Fear
issues in liver pathology, 104
right kidney and, 198
Fecaliths, 154
Femininity, relationship to intestines, 170
First-degree renal ptosis, 179
diagnosis of, 186
skeletal restrictions in, 189
treatment, 190
Fistulae, anal, 159
Fixations
antropyloric region following ulcers, 76
of greater omentum, 34
pathology in combination with prolapse, 19
Flatulence, 61
in gastric prolapse, 64
Fluoroscopy, visualizing effects of visceral
manipulation by, 4
Foot restrictions, 25
relationship to jejunoileum and colon,
164-165
Forward hending
in diagnosis of stomach restrictions, 67
as diagnostic angle, 7
with functional pancreatic disorders, 134
in gastric prolapse, 64
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and gastroesophageal junction disorders, 52

in intestinal disorders, 161
in kidney pathologies, 181, 186
in liver pathology, 88
inlocal pancreatic listening, 134
pyrosis with, 47
worsening of epigastric pain with, 46
Forward movement, in general emotional
listening, 23
Frequency of treatment, 26
for releasing restrictions, 28
Frozen kidneys, 190
Frustration, issues in liver pathology, 104
Functional disorders, pancreas, 134
Functional dyspepsia, 65
Functional illness, progression to organic
illness, viii
Future, signs of patient emphasis on, 23

G

Gallbladder, 107, 109
anatomical relationships, 110
anatomy and physiology, 109
pressures, 111
contraindicationsto treatment, 124-125
as critical zone, 6
diagnosis, 117
associated skeletal restrictions, 119-120
inhibition, 118
local differential diagnosis, 117-118
miscellaneous tests, 118-119
palpation, 117
differential diagnosis, 92, 93, 135, 188
dull pain in, 91
emotional relationships, 124
evacuation of, 120
four stages of treatment, 120
improved secretions after visceral
manipulation, 4
increasing coordination with sphincter of
Oddi, 123
interdependence with stomach, 125
and left-sided cervical restrictions, 96
local listening, 162
orientation, 110
pathology, 111
acute pancreatitis, 115-116
bile duct cancer, 116
biliary cirrhosis, 115
biliary colic and occlusion, 112
biliary dyskinesia, 116
cancer, 116
cholecystitis, 114-115
gallstones, 112-114
general symptoms, 111-112
less-common symptoms, 116-117
patient advice, 125
recommendations, 124-125
relationship to stomach, 77
sulfite toxicity to, 105
treatment, 120
direct technique, 122
evacuation, 120
general induction, 121--122
recoil, 122
release of restrictions, 120

stretching of common bile duct, 120-121

treatment strategy, 122—-124
Gallstones, 112-113
acute pancreatitis and, 132
chemical composition, 113
obstruction of common bile duct by, 114
role of hormonal changesin, 111
symptoms and complications, 113-114
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Gastric cancer, 67
Gastric cardia, 5
connections to glenohumeral joint, 17
Gastric fundus, differential diagnosis, 188
Gastric prolapse, 62—-63
local treatment, 71-72
radiological views
standing position, 18
supine position, 18
symptoms, 64
Gastric ulcer, 66. See also Ulcer
Gastrin, 60, 110, 150
Gastritis, chronic, 65
Gastroesophageal junction, 5, 41, 43
advice for paticnts, 56
anatomy and physiology, 43-44
diagnosis, 50-51
associated skeletal restrictions, 52-53
diagnostic manipulation, 51-52
miscellaneous considerations, 53
pathology, 44-45
cardioesophageal laceration, 49
cardiospasm, 49
Cruveilhier-Baumgarten syndrome, 50
esophageal cancer, 50
esophageal perforations, 50
esophageal reflux, 46-49
hiatal hernia, 45-46
miscellaneous disorders, 49-50
subphrenic abscess, 50
recommendations, 55-56
treatment, 54
direct technique, 54
general induction of liver, 55
induction of cardia, 55
recoil, 54
Gastrophrenic ligament, 59, 74
induction, 72
Gender differences
in biliary cirrhosis, 85
and emotions in stomach pathologies, 78
in R1 angle, 13
in renal ptosis, 177
General emotional listening, 22-23
General induction, 21-22
gallbladder and bile ducts, 121-122
Generallistening, 67
corroborating results of, 11-12
diagnostic angle, 7
inhibition points and, 7-8
jejunoileum and colon, 161
limitations with kidneys, 187
liver, 92
repeating after each phase of treatment, 12
seated position, 9, 10
standing position, 8
General release technique, kidneys, 191-192
Generosity, relationship to intestines, 171
Genetic link, left kidney and, 197
Glenohumeral articulation test, 17-18
in liver pathology, 97
and pancreatic restrictions, 136
Glenohumeral periarthritis, 17, 70, 88

and gastroesophageal junction disorders, 53

ofrenalorigin, 189

restrictionsassociated with liver, 96-97
Glomerulonephritis, 183-184
Glycemia, regulation by pancreas, 130
Gradual release, in visceral viscoelasticity, 24
Greater omentum, 33-34

anatomical diagram, 34

local listening, 35-36

mechanical problems, 34

treatment, 37-39
Grynfeltt’s triangle, 35, 37, 38, 192
Guilt
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relationship to spleen/pancreas, 146
and stomach disorders, 78

Gynecological problems, signs in general
emotional listening, 24

H

Hallux valgus, in patients with colon
problems, 164
Hands, importance of practitioner sensitivity,
200
HCJ, and red blood cell formation, 60
Headaches
after large meals, 64
association with stomach, 71
in gallbladder problems, 116
in gastroesophageal junction disorders, 46
Heart
connections to glenohumeral joint, 17
relationship with stomach, 59
Heartburn, 46
Heat emission, by kidney stones, 196
Heavy legs, association with intestines, 160
Hematemesis, 61-62
Hematopoesis, role of spleen in, 141
Hemorrhoids, 5, 159-160
portal hypertension and, 86
Hepatic cholestasia, 87
Hepatic congestion, 91
Hepatic dullness, 82
Hepatic encephalopathy, 85
mentalissues associated with, 88
Hepatic flexure, 81, 149, 165
local differential listening test, 92, 161
parasites with tenderness in children, 27
stretching of, 166
treatment of, 165
frontal plane, 165-166
sagittal plane, 166
transverse plane, 166
Hepatic lifting techniques, 102
Hepatitis, 84
symptoms and etiology, 84-85
Hepatobiliary system
connections to glenohumeral joint, 17
dysfunctions in diarrhea, 153
Hepatoma, 87
Hepatomegaly, 85, 91
with splenomegaly, 104
Hernias, 152
role of greater omentum in intestinal, 34
Hiatal hernias, 45
abdominal pressures and development of, 5
clinical signs, 46
diaphragmatic hiatus, 45
sliding hiatus hernia, 45
vagal irritations with, 53
Hodgkin’s disease, petechiae, 142
Hormonal alterations
effects on gallbladder and bile ducts, 123
and gallstone formation, 111
and gastric prolapse, 63
and glenohumeral periarthritis, 97
liver sensitivity to, 85
prior to menstruation, 56
rolein gastroesophageal junction disorders,
46-47,48-49
Hydatid cyst, 92
Hydronephrosis, 185, 199
Hyperchlorhydric dyspepsia, 61, 66
Hyperperistalsis, 152
Hypertension, kidney restrictions in, 16
Hyperthermia, in gallbladder problems, 116
Hypertrophic pyloric stenosis, 65-66
Hypochlorhydric dyspepsia, 65



Hypochondria, relationship to intestines,
170-171

Hyporexia, 64

Hypotension, causes of, 16

Identity problems, right kidney and, 198
lleocecal junction
attachments, 168
and biliary manipulation, 123
as critical zone, 6
manipulating to treat duodenojejunal
flexure spasms, 5
omental restriction around, 37, 38
treatment methods, 168-169
[mmune system problems
in children, 27
in Crohn's disease, 158
greater omentum and, 33-34
spleen and, 129
and viscoelastic tceatment of kidneys, 193
Imparting of life, left kidney and, 197
Indications, vii
Indirect manipulation techniques, vii
liver frontal plane, 99
in liver pathology, 99-101
Induction, 21
cardia, in gastroesophageal junction
disorders, 55
general, 21-22
greater omentum, 39
liver, 102
in gastroesophageal junction disorders,
55
local, 21
pancreas, 138, 138-139
parietal peritoneum, 39
pylorus, 76
Infectious mononucleosis, splenomegaly
from, 142
Inferior cranial relationships, 23-24
Inflamed liver, 92, 93
Inflammatory bowel disease, 158
Inguinal hernias, abnorinal pressures and
development of, 5
Inguinal lymph nodes, inflammation of, 155
Inhalation
gastroesophageal junction in, 43
during general listening, 7
during local listening, 10
[nhibition, 7-8
jejunoileum and colon, 162
liver, 95
pancreas, 136
use in Laségue test, 16
Innervation, liver, 82
Insomnia, and cecum restrictions, 151
Inter-scalene passage, 13, 14
Intestinal obstruction, 155
Intestinal pathologies
clinical signs and early diagnosis of, viii
mother energies and similarities to right
kidney problems, 198
Intestinal prolapse, 152-153
Intestines. See also Colon; Jejunoileum
distensibility of, 149
Intraabdominal pressure, 43
Intrathoracic pressure, 43, 44
Intrauterine devices
effects on motility of left kidney, 199
and left renal ptosis, 178
Intravenous pyelography (IVP), determination
of renal ptosis by, 179
Intrinsic factor, 60
Ipsilateral relationships, 23

Iron deficiency, and hypotension, 16
[rritable bowel syndrome, 157-158
[UDs, and hypotension, 16

J

Jaundice, 112
in biliary cirrhosis, 115
Jejunoileum, 147, 149, 159
anatomy and physiology, 149
pressures and attachments, 149
reflexes and digestion, 150-151
diagnosis
associated skeletal restrictions, 163-165
general listening, 161
inhibition, 162
local listening, 161-162
recoil, 162
rectal exam, 162-163
emotional relations, 170-171
induction of, 169
and lower back pain in children and
adolescents, 171
pathology, 151
abnormal stool production, 153-154
appendicitis, 155-156
associated pathologies and symptoms,
160
deduction by observation, 152
diverticulosis, 154
mesenteric arterial insufficiency, 154-155
obstructive syndrome, 154
prolapse, 152-153
restrictions, 151152
recommendations, 171-172
treatment, 165
duodenojejunal flexure and mesenteric
root, 167-168
hepatic and splenic flexures, 165-166
ileocecal junction, 168—~169
induction, 169
Toldt's fascia, 167
treatment strategy, 169
Joint pain, role of liver in, 88
Junction zones, 5
Justice, intestines and need for, 171

14

Kidney restrictions, 8
in hypertension, 16
left kidney tendencies, 27
Kidney stones, 181, 184
Kidneys, 173, 175
absence of motility in new mothers, 180
absence of solid attachments, 21
advice to patient, 199
anatomical relationships, 176
anatomy and physiology, 175-177
combined direct manipulation, 191
diagnosis, 186
associated skeletal restrictions, 189
blood pressure, 189-190
diagnostic manipulation, 188-189
differential diagnosis, 92, 187-188
digestive symptoms and, 190
listening, 187
palpation, 186-187
emotional relationships, 197-198
external rotation, 179, 187
in second degree ptosis, 11
importance of treating in children, 26
internal rotation, 180, 187
in third degree ptosis, 11
local listening techniques, 11
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pathology
associated pathologics and symptoms,
185
chronic pyelonephritis, 184
glomerulonephritis, 183-184
low back pain, 184-185
renal insuffiiciency, 182-183
renal ptosis, 177-182
recommendations, 199
relationship to coccyx, 178
relationship to colon, 175, 176, 178
sagittal section, 176
treatment, 190-191
combined direct technique, 191
general releasetechnique, 191-192
and kidney-to-kidney interaction, 196
posterior approach, 192
treatment strategy, 197
ureteral calculi, 196-197
viscoelastic, 192195
ultrasound studies of visceral manipulation,
27
Knee-elbow position
in general release of kidneys, 191
in treatment of peritoneum-omentum,
38,39

L

Labbe’s triangle, 59
Laparoscopic surgery, for chronic cholecys-
titis, 115
Laségue test, 16-17, 164
for left sciatica, 97
in right sciatica, 98
Lateral decubitus position
approaching Grynfeltt's space in, 192
duodenal treatment in, 76-77
hepatic and splenic flexure treatment in, 165
indirect liver techniques in, 99
pyloris treatment in, 75
transverse compression of common bile
duct in, 122
transverse compression of liver in, 100
for viscoelastic treatment of spleen, 145
Lateral recumbent position, psoas stretching
in, 55
Left cervical/brachial neuralgia, association
with stomach, 71
Left kidney, 181
coordinated manipulation with spleen, 195
emotional relationships
deep energy, 198
dominance, 198
genetic link, 197
imparting of life, 197
sexual potential, 197-198
violence, 198
mobilizing in spleen treatment, 143
palpation, 18
relationship to spleen, 141
sexual dysfunction and, 181
tendency toward restrictions, 27
transmission of prenatal cnergy in, 146
viscoelastic treatment of, 193
Leftneck pain, and gallbladder problems, 116

Leftsacroiliac articulation, restrictions and

gastroesophageal junction disorders, 52
Left sciatica, and portal hypertension, 97
Leg pain, visceral involvement with, 20
Lesional chains, 3-4
Lesshaft’s space, 35
Leukemia, petechiae in, 142
Life purposc, issues in liver pathology, 103
Lift technique, liver, 96
Lipid infiltration, 86-87
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Lipid-soluble vitamins, malabsorption of, 85
Liver, 79, 81
anatomy and physiology, 81-83
carcinoid metastases to, 159
combined manipulation in lateral decubitus
position, 102
connection to stomach via lesser omentum,
59
coordinated manipulation with right kidney,
195
diagnosis, 89
associated skeletal restrictions, 96-98
diagnostic manipulation, 95-96
evaluation of symptoms, 90-91
general listening, 92
initial exam, 89-90
local listening differential diagnosis,
92-95
differential diagnosis, 118, 135
emotional relationships, 103
anger, 104
depression, 104
fear, 104
frustration, 104
life purpose, 103
real self, 103
relationship with mother, 104
uniqueness of life, 104
indirect manipulation in transverse plane,
101
induction in gastroesophageal junction
disorders, 55
inferior surface, 91
listening test, 93
local differential listening test, 94
pathology, 89
associated factors, 87-88
cirrhosis, 85-86
general clinical signs, 83-84
hepatitis, 84-85
hepatoma, 87
lipid infiltration, 86-87
miscellaneous clinical signs, 88-89
portal hypertension, 86
recommendations, 104-105
right kidney support for weakened, 198
sagittal manipulation in lateral decubitus
position, 101
secondary tumors, 87
transverse compression
lateral decubitus position, 100
seated position, 100
treatment, 98
combined technigue, 101-102
local treatment, 98-101
strategy, 102-103
viscoelastic treatment, 102
viscoelastic treatment, 103, 194
Liver restrictions
absence of motility, 11
in children, 26
due to birth control pills, 8
in expir, 11
in inspir, 11
shown by inferior cranial relationships,
23-24
Liver tumors. See Hepatoma
Local emotional listening, 23
Local induction, 21
Local listening, 10-13
combining inhibition points with, 11
effect of state of organs on, 135
greater omentum, 35-36
jejunoileum and colon, 161-162
kidneys, 187
liver, 92-95
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pancreas, 134
parietal peritoneum, 35-36
Low back pain
in children and adolescents, 171, 185
differential
due to renal congestion, 182
kidney relationships to, 184-185
lifestyle recommendations, 28--29
upon awakening, 182
Lower abdomen, normal pressures, 5
Lower esophageal sphincter, 43
Lower limb restrictions, 8
associated with liver, 98
relationship to jejunoileum and colon, 164
in renal ptosis, 189
Lower limbs, listening techniques, 12
Lumbar restrictions, and gastroesophageal
junction disorders, 52
Luteal phase, and gallstone formation, 123
Lymphatic system, white pulp of spleen and,
140

M

Male climacteric, gastroesophageal junction
disorders in, 48-49
Mallory-\Weiss syndrome, 49-50
Manual thermal evaluation, 18
Maternal relationship, issues in liver pathol-
ogy, 104
Mechanical liver, 92, 93
Mechanical restrictions, using Adson-Wright
test to find, 14
Mechanical stresses
on bladder, 43
on gastroesophageal junction, 43
Meckel’s diverticulum, 154
Medicativns, glenohumeral periarthritis and,
97
Meissner’s plexus, 49, 150
Melena, 156
Menopause
gastroesophageal junction disorders and,
48-49
glenohumeral periarthritis in, 97
Menstruation, sacroiliac fixations prior to, 136
Mental issues
in hepatitis, 87
role of liver in, 88
Mercicr, Pierre, 44
Mesenteric root, 167
treatment methods, 167-168
Mesothelium, 34
Metabolic liver, 92, 93
Michallet, Jacques-Marie, 27-28
Middle abdomen, normal pressures, 5
Migraines, and gallstones, 113
Mobility
in gastric disorders, 72
importance over organ position, 82
improving in kidneys, 190
and treatment of gastric prolapse, 71-72
Mobility tests, vii
Mobilization, of greater omentum, 38
Mortality, relationship to pancreas, 146
Mother contflicts, right kidney and, 198
Mother role, relationship to intestines, 170
Motility tests, vii
gallbladder, 121
greater omentum and parietal peritoneum,
37
pancreas, 136
Murphy’s sign, 90, 119
in gallbladder problems, 112
steps in performing, 115
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Nausea
after gallbladder manipulation, 124, 125
with aggravatien technique, 51
in gallbladder problems, 112
Nonicteric hepatitis, 84-85

O

Obstructive syndrome, 154

Occiput, role in gynecological problems, 24

Oral contraceptives. See afse Birth control pills
role in liver pathology, 87

Oranges, time of ingestien, 78

Order of treatment, 25

Organ mobility, restoring in prolapse, 19

Organic illness, progression from functional
illness, viii

Organs, relationship with emotions, 22

Oriental medicine, role of liver in, 88

Osteopathic diagnosis, vii

Ovarian function, and gallstone formation,
113,123

Ovum, role of serous fluid in transport of, 35

P

Pain
analysis
in appendicitis, 155
in colon disorders, 157
liver-related, 90-91
Palpatory skills
acquiring reproducible, 11
gallbladder and bile ducts, 117
in kidney diagnosis, 186-187
liver, 91-92
spleen, 143
Pancreas, 127, 129
anatomy and physiology, 130, 131, 132
attachments, 130
connections to glenohumeral joint, 17
diagnesis, 134
associated skeletal restrictions, 136
differential, 134-136
inhibition, 136
listening, 134
differential diagnosis, 93, 118, 188
emotional relationships, 146
head of, 92, 130
induction techniques, 72
migration into thorax, 4
pathology, 132
acute pancreatitis, 131133
cancer, 133-134
chrenic pancreatitis, 133
functional disorders, 134
recommendations, 139
relationship to hepatobiliary system, 129
secretory canals, 130, 132
treatment, 137
induction, 138-139
local, 137-138
treatment strategy, 139
Pancreatic body, 130, 134
manipulating, 137-138
Pancreatic carcinoma, 114, 133-134
Pancreatic duct pressure, 110
Pancrealic tail, 130
Pancreatic tumor, of common bite duct, 114
Paraesophageal hiatus hernia, 45
Parasites, signs in children, 27
Parent nature, relationships to kidneys, 197
Parietal peritoneum, 6, 14



anatomy, 34-35
local listening, 35-36
mechanical problems, 35
treatiment, 37-39
Pathological areas, thermal difterences in, 18
Pathology
Cruveilhier-Baumgarten syndrome, 50
gallbladder and bile ducts, 111
acule pancreatitis, 115-116
biliary circhosis, 115
biliary calic and occlusion, 112
biliary dyskinesia, 116
cancer, 116
cholecystitis, 114-115
gallstones, 112-114
general symptoms, 111-112
less-common symptoms, 116—117
gastroesophageal junction, 44—45
cardioesophageal laceration, 49-50
cardiospasm, 49
esophageal cancer, 50
esophageal perforation, 50
esophageal retlux, 46-49
hiatul hernia, 45-46
subphrenic abscess, 50
jejunoileum and colon, 151, 156
and abdominal observation, 152
abnarmal stool production, 153-154
anorectal disorders, 159-160
appendicitis, 155-156
associated patholagies and symptoms,
160
carcinoids, 159
Crohu's disease, 158
diverticulosis, 154, 157
fistulae and abscesses, 159
hemorrhoids, 159-160
inflammatory bowel disease, 158
irritable bowel syndrome, 157-158
Meckel's diverticulum, 154
mesenteric arterial insufficiency, 154155
obstructive syndrome, 154
pain analysis in, 157
polyposis, 157
prolapse, 152-153
rectal hemorrhage, 160
restriclions, 151-152
tumors, 158159
ulcerative colitis, 158
kidneys, 177
associated pathologies and symptoms,
185
chronic pyelonephritis, 184
glomerulonephritis, 183-184
kidney stones, 184
low back pain, 184-185
renal insufficiency, 182183
renal ptosis, 177-182
liver, 89
associated factors, 87-88
cirrhosis, 85-86
general clinical signs, 83-84
hepatitis, 84—85
hepatoma, 87
lipid infiltration, 86-87
miscellancous clinical signs, 88-89
portal hypertension, 86
pancreas, 132
acute pancreatitis, 132133
cancer, 133-134
chronic pancreatitis, 133
functional disorders, 134
spleen, 141-142
splenomegaly, 142
stomach and duodenum

antra) gastritis, 65
bleeding, 61-62
cancer, 67
chronic gastritis, 65
duodcnal reflex, 65
functional dyspepsia, 65
gastric prolapse, 62-64
general symptoms, 61-62
hypertrophic pyloric stenosis, 65-66
stomach pains, 64
ulcer, 66
vomiting, 61
Patient advice
gallbladder and bile duct, 125
gastroesophageal junction disorders, 56
kidneys, 199
stomach and duodenum, 78
Patient position
during general listening, 7
for general listening, 8-10
Pelvis, normal pressures, 5
Peptic esophagitis, 48
Percussion, of spleen, 142-143
Peripheral nerves, 6
Peritoneal attachments, 6
Peritoneum, 31, 33
diagnosis of restrictions, 35
distensibility test, 36
listening, 35-36
motility test, 37
greater omentum, 33-34
mechanical problems, 34
parietal peritoneum, 34-35
treatment, 37-39
induction of peritoneum-omentum, 39
Peritonitis, signs of, 156
Persistent chronic hepatitis, 85
Petechiae, in leukemia, 142
Phagocylosis, role of spleen in, 141
Phrenic nerve, 59
and glenohumeral periarthritis, 97
Phrenocolic ligaments, 34
mobilization in spleen treatment, 143
Physician positioning
for duodenal induction, 72
relative to patient, 3, 6
Physiology
gallbladder and bile ducts, 109-111
gastroesphageal junction, 43-44
jejunoileum and colon, 149
pressures and attachments, 149-150
reflexes and digestion, 150-151
kidneys, 175-177
liver, 81-83
pancreas, 130-132
spleen, 139-140
stomach and duodenum, 59-61
Polycystic kidneys, 199
Polydipsia, in chronic renal insufficiency, 183
Polyposis, 157
Polyuria, in chronic renal insufficiency, 182
Portal hypertension, 85, 86
cautions with direct manipulation in, 98
Portal vein, consequences of abnormal
pressures, 5
Positional pain, in gastric prolapse, 67
Postpartum period
gastric prolapsein, 63
gastroesophageal junction disorders in, 48
Postprandial fatigue, 134
Postural tone, eftects of depression, 63
Posture abnormalities, in gastroesophageal
junction disorders, 53
Pregnancy
as cause of renal ptosis, 180
esophageal reflux in, 47
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gastric prolapse in, 63
gastroesophageal junction disorders in, 48
induction of peritoneum-omentum in, 39
role in liver pathology, 83
Prenatal encrgy, organs transmitting, 146
Pressures, 4-5
gallbladder and bile ducts, 111
at gastroesophageal junction, 43
jejunoileum and colon, 149-150
on stomach, 59, 62
Progesterone, and gallstone formation, 111
Projectile vomiting, 61
Prolapses
with fixations, 19
greater omentum, 34
jejunoileum and colon, 152-153
stomach, 34
Prone position
difficulties in intestinal prolapse, 153
discomfort in gallbladder problems, 116
psoas stretching in, 55
Prostate examination, viii
Protection
need for, 170
relationship to intestines, 170
signs of patient need for, 23
Pseudo-angina, in gastroesophageal junction
disorders, 48
Psoas muscles
involvement in gastroesophageal junction
disorders, 52-53
stretching for gastroesophageal junction
disorders, 55
use in kidney treatment, 191
Psychological problems
with absence of liver motility, 11
and gallbladder dysfunction, 109, 110
Pyelonephritis, 184
Pyloric spasm, effects on gastric mobil-
ity/motility, 74
Pyloric stenosis, 27, 65
Pylorus, 5
anatomic reference marks, 75
and biliary manipulation, 123
compression/rotation technique, 76
differential diagnosis, 92, 118, 135-136, 188
direct technique, 74-76
improved secretions after visceral
manipulation, 4
induction, 76
Pyrosis, 46

R

Radiography, confirmatory uses of, 18-19
Real self, issues in liver pathology, 103103
Recoil

as diagnostic method, 19-20

of gallbladder, 122

in gastroesophageal junction disorders,

51,54

jejunoileum and colon, 162

in liver pathology, 98-99

in peritonitis, 156

of pylorus, 75

in stomach disorders, 72, 73

for third-degree renal ptosis, 191

as treatment method, 20

in treatment of peritoneum, 39
Recommendations

gallbladder and bile duct

advice to patient, 125
contraindications to treatment, 124125

gastroesophageal junction disorders, 55-56

jejunoileum and colon, 171-172

kidneys, 199
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Lipid-soluble vitamins, malabsorption of, 85
Liver, 79, 81
anatomy and physiology, 81-83
carcinoid metastases to, 159
combined manipulation in lateral decubitus
position, 102
connection to stomach via lesser omentum,
59
coordinated manipulation with right kidney,
195
diagnosis, 89
associated skeletal restrictions, 9698
diagnostic manipulation, 95-96
evaluation of symptoms, 90-91
general listening, 92
initial exam, 89-90
local listening differcntial diagnosis,
92-95
differential diagnosis, 118, 135
emotional relationships, 103
anger, 104
depression, 104
fear, 104
frustration, 104
life purpose, 103
real sclf, 103
relationship with mother, 104
uniqueness of life, 104
indirect manipulation in transverse plane,
101
induction in gastroesophageal junction
disorders, 55
inferior surface, 91
listening test, 93
local differential listening test, 94
pathology, 89
associated factors, 87-88
cirrhosis, 85-86
general clinical signs, 83-84
hepatitis, 84-85
hepatoma, 87
lipid infiltration, 8687
miscellaneous clinical signs, 88-89
portal hypertension, 86
recommendations, 104-105
right kidney support for weakened, 198
sagittal manipulationin lateral decubitus
position, 101
secondary tumors, 87
transverse compression
lateral decubitus position, 100
seated position, 100
treatment, 98
combined technique, 101-102
local treatment, 98-101
strategy, 102-103
viscoclastic treatment, 102
viscoelastic treatment, 103, 194
Liver restrictions
absence of motility, 11
in children, 26
duc to birth control pills, 8
in expir, 11
in inspir, 11
shown by inferior cranial relationships,
23-24
Liver tumors. See Hepatoma
Local emotional listening, 23
L.ocalinduction, 21
Local listening, 10-13
combining inhibition points with, 11
effect of state of organs on, 135
greater omentum, 35-36
jejunoileum and colon, 161-162
kidneys, 187
liver, 92-95
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pancreas, 134
parietal peritoneum, 35-36
Low back pain
in children and adolescents, 171. 185
differential diagnosis, 15
duc to renal congestion, 182
kidney relationships to, 184-185
lifestyle recommendations, 28-29
upon awakening, 182
Lower abdomen, normal pressures, 5
Lower esophageal sphincter, 43
Lowerlimb restrictions, 8
associated with liver, 98
relationship to jejunoileum and colon, 164
in renal ptosis, 189
Lower limbs, listening techniques, 12
Lumbar restrictions, and gastroesophageal
junction disorders, 52
Luteal phase, and gallstone formation, 123
Lymphatic system, white pulp of spleen and,
140

M

Male climacteric, gastroesophageal junction
disorders in, 48-49
Mallory-Weiss syndrome, 49-50
Manual thermal evaluation, 18
Maternal relationship, issues in tiver pathol-
ogy, 104
Mechanical liver, 92, 93
Mechanical restrictions, using Adson-Wright
test to find, 14
Mechanical stresses
on bladder, 43
on gastroesophageal junction, 43
Meckel's diverticulum, 154
Medications, glenohumeral periarthritis and,
97
Meissner’s plexus, 49, 150
Melena, 156
Menopause
gastroesophageal junction disorders and,
4R -49
glenohumeral periarthritis in, 97
Menstruation, sacroiliac fixations prior to, 136
Mental issues
in hepatitis, 87
role of liver in, 88
Mercicr, Pierre, 44
Mesenteric root, 167
treatment methods, 167-168
Mesothelium, 34
Metabolic liver, 92, 93
Michallet, Jacques-Marie, 27-28
Middle abdomen, normal pressures, 5
Migraines, and gallstones, 113
Mobility
in gastric disorders, 72
importance over organ position, 82
improving in kidneys, 190
and treatment of gastric prolapse, 71-72
Mobility tests, vii
Mobilization, of greater omentum, 38
Mortality, relationship to pancreas, 146
Mother conflicts, right kidney and, 198
Mother role, relationship to intestines, 170
Motility tests, vii
gallbladder, 121
greater omentum and parietal peritoneum,
37
pancreas, 136
Murphy's sign, 90, 119
in gallbladder problems, 112
steps in performing, 115
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Nausea
after gallbladder manipulation, 124, 125
with aggravation technique, 51
in gallbladder problems, 112
Nonicteric hepatitis, 84-85

o)

Obstructive syndrome, 154

Occiput, role in gynecological problems, 24

Oral contraceptives. Sec also Birth control pills
role in liver pathology, 87

Oranges, time of ingestion, 78

Order of treatment, 25

Organ mobility, restoring in prolapse, 19

Organic illness, progression [rom functional
illness, viii

Organs, relationship with emotions, 22

Oriental medicine, role of liver in, 88

Osteopathic diagnosis, vii

Ovarian function, and gallstone formation,
113,123

Ovum, role of serous fluid in transport of, 35

P

Pain
analysis
in appendicitis, 155
in colon disorders, 157
liver-related, 90-91
Palpatory skills
acquiring reproducible, 11
gallbladder and bile ducts, 117
in kidney diagnusis, 186-187
liver, 91-92
spleen, 143
Pancreas, 127, 129
anatomy and physiology, 130. 131, 132
attachments, 130
conncctions to glenohumeral joint, 17
diagnosis, 134
associated skeletal restrictions, 136
differential, 134-136
inhibition, 136
listening, 134
differential diagnosis, 93,118, 188
emotional relationships, 146
head of, 92,130
induction techniques, 72
migration into thorax, 4
pathology, 132
acute pancreatitis, 131-133
cancer, 133-134
chronic pancreatitis, 133
functional disorders, 134
recommendations, 139
relationship to hepatobiliary system, 129
secretory canals, 130, 132
treatment, 137
induction, 138-139
local, 137-138
treatment strategy, 139
Pancreatic body, 130, 134
manipulating, 137-138
Pancreatic carcinoma, 114, 133-134
Pancreatic duct pressure, 110
Pancreatic tail, 130
Pancreatic tumor, of common bile duct, 114
Paraesophageal hiatus hernia, 45
Parasites, signs in children, 27
Parent nature, relationships to kidneys, 197
Parietal peritoneum, 6, 14



anatomy, 34-35
local listening, 35-36
mechanical problems, 35
treatment, 37-39
Pathological areas, thermal differences in, 18
Patholagy
Cruveilhier-Baumgarten syndrome, 50
gallbladder and bile ducts, 111
acute pancreatitis, 115-116
biliary cirrhosis, 115
biliary colic and occlusion, 112
biliary dyskinesia, 116
cancer, 116
cholecystitis, 114-115
gallstones, 112-114
peneralsymptoms, 111-112
less-common symptoms, 116-117
gastroesophageal junction, 44—45
cardioesophageal laceration, 49-50
cardiospasm, 49
esophageal cancer, 50
esophageal perforation, 50
esophageal reflux, 46-49
hiatal hernia, 45—36
subphrenic abscess, 50
jejunoileum and colon, 151,156
and abdominal observation, 152
abnormal stool production, 153-154
anorectal disorders, 159-160
appendicitis, 155156
associated pathologies and symptoms,
160
carcinoids, 159
Crohn's disease, 158
diverticulosis, 154, 157
fistulae and abscesses, 159
hemorrhoids, 159-160
inflammatory bowel disease, 158
ircitable bowel syndrome, 157-158
Meckel's diverticulum, 154
mesenteric arterial insufficiency, 154—155
obstructive syndrome, 154
pain analysis in, 157
polyposis, 157
prolapse, 152-153
rectal hemorrhage, 160
restrictions, 151-152
tumors, 158-159
ulcerative colitis, 158
kidneys, 177
associated pathologies and symptoms,
185
chronic pyelonephritis, 184
glomerulonephuitis, 183-184
kidney stones, 184
low back pain, 184-185
renal insufficiency, 182-183
renal ptosis, 177182
liver, 89
associated factors, 87-88
cirrhosis, 85-86
general clinical signs, 83-84
hepatitis, 84-85
hepatoma, 87
lipid infitration, 86-87
miscellaneous clinical signs, 88-89
portal hypertension, 36
pancreas, 132
acute pancreatitis, 132-133
cancer, 133-134
chronic pancreatitis, 133
functional disorders, 134
spleen, 141-142
splenomegaly, 142
stomach and duodenum

antral gastritis, 65
bleeding, 61-62
cancer, 67
chronic gastritis, 65
duodenal reflex, 65
functional dyspepsia, 65
gastric prolapse, 62—-64
general symptoms, 61-62
hypertrophicpyloric stenosis, 65-66
stomach pains, 64
ulcer, 66
vomiting, 61
Patient advice
gallbladder and bile duct, 125
gastroesophageal junction disorders, 56
kidneys, 199
stomach and duodenum, 78
Patient position
during general listening, 7
for general listening, 8—10
Pelvis, normal pressures, 5
Peptic esophagitis, 48
Percussion, of spleen, 142-143
Peripheral nerves, 6
Peritoneal attachments, 6
Peritoneum, 31, 33
diagnosis of restrictions, 35
distensibility test, 36
listening, 35-36
motility test, 37
greater omentum, 33-34
mechanical problems, 34
parietal peritoneum, 34-35
treatment, 37-39
induction of peritoneum-omentum, 39
Peritonitis, signs of, 156
Persistent chronic hepatitis, 85
Petechiae, in leukemia, 142
Phagocytosis, role of spleen in, 141
Phrenic nerve, 59
and glenohumeral periarthritis, 97
Phrenocolic ligaments, 34
mobilization in spleen treatment, 143
Physician positioning
for duodenal induction, 72
relative to patient, 3, 6
Physiology
galibladder and bile ducts, 109-111
gastroesphageal junction, 43—44
jejunoileum and colon, 149
pressures and attachments, 149-150
reflexes and digestion, 150-151
kidneys, 175-177
liver, 81-83
pancreas, 130-132
spleen, 139-140
stomach and duodenum, 59-61
Polycystic kidneys, 199
Polydipsia, in chronic renal insufficiency, 183
Polyposis, 157
Polyuria, in chronic renal insufficiency, 182
Portal hypertension, 85, 86
cautions with direct manipulation in, 98
Portal vein, consequences of abnormal
pressures, 5
Positional pain, in gastric prolapse, 67
Postpartum period
gastricprolapsein, 63
gastroesophageal junction disorders in, 48
Postprandial fatigue, 134
Postural tone, effects of depression, 63
Posture abnormalities, in gastroesophageal
junction disorders, 53
Pregnancy
as cause of renal ptosis, 180
esophageal reflux in, 47
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gastric prolapse in, 63
gastroesophageal junction disorders in, 48
induction of peritoneum-omentum in, 39
role in liver pathology, 83
Prenatal energy, organs transmitting, 146
Pressures, 4~5
gallbladder and bile ducts, 111
at gastroesophageal junction, 43
jejunoileum and colon, 149-150
on stomach, 59, 62
Progesterone, and gallstone formation, 111
Projectile vomiting, 61
Prolapses
with fixations, 19
greater omentum, 34
jejunoiteum and colon, 152-153
stomach, 34
Prone position
difficulties in intestinal prolapse, 153
discomfort in gallbladder problems, 116
psoas stretching in, 55
Prostate examination, viii
Protection
need for, 170
relationship to intestines, 170
signs of patient need for, 23
Pseudo-angina, in gastroesophageal junction
disorders, 48
Psoas muscles
involvernent in gastroesophageal junction
disorders, 52-53
stretching for gastroesophageal junction
disorders, 55
use in kidney treatment, 191
Psychological problems
with absence of liver motility, 11
and gallbladder dysfunction, 109, 110
Pyelonephritis, 184
Pyloric spasm, effects on gastric mobil-
ity/motility, 74
Pyloric stenosis, 27, 65
Pylorus, 5
anatomic reference marks, 75
and biliary manipulation, 123
compression/rotation technique, 76
difterential diagnosis, 92, 118, 135-136, 188
direct technique, 74-76
improved secretions after visceral
manipulation, 4
induction, 76
Pyrosis, 46

R

Radiography, confirmatory uses of, 18-19
Realself, issues in liver pathology, 103103
Recoil

as diagnostic method, 19-20

of gallbladder, 122

in gastroesophageal junction disorders,

51, 54

jejunoileum and colon, 162

inliver pathology, 98-99

in peritonitis, 156

of pylorus, 75

in stomach disorders, 72, 73

for third-degree renal ptosis, 191

as treatment method, 20

in treatment of peritoneum, 39
Recommendations

gallbladder and bile duct

advice to patient, 125
contraindications to treatment, 124-125

gastroesophageal junction disorders, 55-56

jejunoileum and colon, 171-172

kidneys, 199
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liver, 104-105
pancreas, 139
stomachand duodenum, 77-78
Rectal area, as sphincter-like junction, 5
Rectal exam, 162-163
Rectal hemorrhage, 160
Rectal route
cervical manipulation via, viii
sacro-coccygeal joint manipulation via, viii
Rectosigmoid, local listening, 162
Rectosigmoid cancers, role of osteopaths in
detection of, 171
Rectum, anatomy and physiology, 150
Rectus abdominis muscle, use in diagnosis of
omentum restrictions, 35
Red bloodcell formation, HCland intrinsic
factor role in, 60
Reflexogenic zones, 5-6
jejunoileum and colon, 150-151
Reflux mechanisms, 4647
Regurgitation, 46, 48
Relief technique
for gastroesophageal junction disorders, 52
liver, 95-96
for right kidney, 188
Renal calculi, landmarks for locating, 196
Renal insufficiency
acute, 182-183
chronic, 183
Renal lithiasis, 184
Renal ptosis, 16, 28, 94-95, 177
causes and relationships, 177-179
degrees of, 179-180
first degree, 179
left vs. right kidney, 180-181
in pregnancy and childbirth, 180
radiological view, 19
second degree, 179
symptoms, 181-182
third degree, 179-180
three degrees of, 179
Renal restrictions, with thirst on awakening,
20
Reproductive kidney, 181
left kidney as, 199
Reproductive organs, local listening, 162
Restrictions
associations with gastroesophageal junction
disorders, 52-53
as beginning of lesional chains, 3
costovertebral articulations of stomach, 60
defined, 3
delayed effect of freeing, 28
diagnosis, greater omentum and parietal
peritoneum, 35-37
diagnostic angle, 7
due to hepatitis, 87
exposing via diaphragmatic movement, 20
jejunoileum and colon, 151-152
release of, gallbladder and bile ducts, 120
Retrocecal appendicitis, 155
Right kidney, 180
coordinated manipulation with liver, 195
differential diagnosis from pancreas, 136
emotional relationships
fear/existential anxiety, 198
lack of identity, 198
mother conflicts, 198
support for weakened liver, 198
fixation to hepatic flexure, 175
local differential listening test, 94, 161
palpation, 186
stretching in pancreatic disorders, 137
tendency to prolapse, 27
viscoelastic treatment of
first technique, 193
second technique, 194
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Right renal colic, 91
Right sciatica, causes of, 98
Rommeveaux, Louis, 14

S

Sacro-coccygeal joint, rectal manipulation
of, viii
Sacrococcygeal articulation, restrictions of, 25
Sacroiliac joint
avoiding manipulation prior to menstrua-
tion, 124
premenstrual fixations, 136
restrictions in intestinal dysfunction, 163
restrictions in pancreatic dysfunction, 136
Sagittal plane, indirect liver techniques in,
99, 101
Scalp hypersensitivity, and gallbladder
problems, 116
Scars
and liver adhesions, 83
locating on fully dressed patients, 11
Schistosomiasis, role in liver cirrhosis, 85
Sciatica
after manipulation of lumbar restrictions,
172
in renal ptosis, 182
restrictions associated with liver, 97-98
and skeletal restrictions of jejunoileum and
colon, 163-164
test for, 16
Seated position
aggravation technique for gastroesophageal
junction disorders, 51
in cardiac induction, 55
for gencral listening, 7
for hepatic manipulation, 91
for hepaticrecoil, 53
for palpation of spleen, 143
peritoneum-omentum distensibility test, 36
recoil technique for stomach,73
stretching of peritoncum-omentum in, 38
transverse compression of liverin, 100
Second-degree renal ptosis, 179
palpatory diagnosis of, 186
skeletal restrictions in, 189
treatment, 190
Secretin, 110
Secretions, 5
effects of abnormal pressures on, 5
Secretory canals
freeing restrictions of pancreatic, 139
frequency of treatment, 26
pancreas, 129,130,131,132
stretching and improved secretions of, 4
See-saw technique
with ileocecal junction, 169
in pancreatic manipulation, 138, 139
Sensory nerves, 6
affecting parietal peritoneum, 36
Serious illness
behind insignificant clinical indications, vii
gastroesophageal junction disorders red
flags, 55-56
left kidney and ability to resist, 198
responsibility to diagnose early, viii
signs in stomach disorders, 77-78
Sexual dysfunction, left kidney and, 181
Sexual potential, left kidney and, 197-198
Sexually transmitted diseases, 90
Shock, repercussions to left kidney, 181
Shock absorption
by gastroesophageal junction, 43
by greater omentum, 33
Sideways movement, in general emotional
listening, 23
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Sigmoid colon, anatomy and physiology, 150
Sigmoid mesocolon
direct stretching, 169
treatment methods, 169
Skeletal restrictions
association with gallbladder and bile ducts,
119-120
association with liver, 96
cervical vertebrae, 96
diaphragm, 97
glenohumeral periarthritis, 96-97
jejunoileum and colon, 163
back pain, 163
feet, 164
glenohumeral articulation, 164-165
lower limbs, 164
sciatica, 163-164
kidney related, 189
lower limbs, 98
pancreas, 136
sciatica, 97-98
thorax, 96
Skin problems, role of liver in, 88
Skull, normal pressures, 5
Sleep disorders, in gallbladder problems, 116
Sliding hiatus hernia, 45
Small intestine, 149. Sec alse Jejunoileum
effects of peritoneal lesions on, 37
hernias of, 34
induction, 170
prolapse with retroverted uterus, 152
Smells, hypersensitivity to, 134
Soft tissue fibrosis, and asymmetrical blood
pressure, 15
Somato-emotional techniques, 22
Sore throats, in children, 27
Sotto-Hall test, 13
Spasms
relaxing with recoil treatment, 20
relief by manipulation of junction zones, 5
Sphincter-like functions
duodenojejunal flexure, 167-168
of gastroesophageal junction, 43, 46
hormonal inhibition in pregnancy, 47
of pylorus, 60
reduction with acquired thoracic kyphosis,
48
Sphincter of Qddi, 5, 72, 92, 116, 119
as critical zone, 6
ditferential diagnosis, 118, 187-188
increasing coordination with gallbladder,
123
manipulating in pancreatic disorders, 137
and pancreas, 137
relationship to gallbladder, 111
treatment of, 77
Sphincter zones, 5
Spleen, 127,129
anatomy and physiology, 139-140
anatomic relationships, 140-141
functions, 141
coordinated manipulation with left kidney,
195
emotional relationships, 146
examination, 142
palpation, 143
percussion, 142-143
indirect manipulation of, 139
location, 140
pathology, 141142
splenomegaly, 142
posterolateral view, 141
projection on posterior chest wall, 140
treatment, 143
viscoclastic, 143, 146
viscoelastic treatment, 144, 145
white and red pulp functions, 140



Splenic dullness, 142-143
Splenic flexure, 149
direct manipulation, lateral decubitus
position, 166
local listening, 162
migration into thorax, 44
parasites and tenderness in children, 27
treatment of, 165
frontal plane, 165-166
sagittal plane, 166
transverse plane, 166
Splenomegaly, 104, 139
with adenopathy, 142
malignant origin, 142
mechanical origin, 142
in pancreatic cancer, 133
Stability, need for and relationship to
intestines, 171
Standing position
for general emotional listening, 22-23
for general listening, 7
Stomach, 57, 59
anatomy and physiology, 59-61
diagnosis
associated skeletal testrictions, 70
diagnostic manipulation, 69-70
local differential diagnosis, 67-69
miscellaneous considerations, 70-71
emotional relationships, 78
interdependence with gallbladder, 125
lesser curvature induction, 72
local differential diagnosis, 68
migration towards esophagus, 44
mobilizing in spleen treatment, 143
pains, 64
pathology
chronic gastritis, 65
functional dyspepsia, 65
gastric prolapse, 62-64
gencral symptoms, 61-62
hypertrophic pyloric stenosis, 65-66
stomach puins, 64
ulcers, 66—-67
patient advice, 78
prolapse of, 34
recommendations, 77-78
relation to gallbladder, 77
treatment
direct frontal techniques, 72-74
indications, 72
induction, 72
local treatment, 71-72
Stool discoloration, in insufficient biliary
excretion, 90
Stool production
abnormal, 153
constipation, 154
diarrhea, 153-154
Stress
and gallbladder, 124
ileocecal junction reactions to, 168
somatization at critical zones, 6
Stretching
of common bile duct, 120-121
of critical zones, 6
effects on excretory canals, 4
of hepatic flexure, 166
peritoneum-greater omentum, 37, 38
of vagus nerve, 53
Subclavian artery, compression of, 13
Subphrenic abscess, 50
Sugar
avoiding on empty stomach, 78
time ot ingestion, 139
Sulfites, hypersensitivity to, 104
Supine position

for duodenojejunal flexure treatment,
167-168

for emotional induction, 23

liver palpation in, 82

in stomach diagnosis, 67

for viscoelastic treatment of kidneys, 192

viscoelastic treatment of liver in, 102

for viscoelastic treatment of spleen, 143
Surgical adhesions

effects on esophageal hiatus, 48

and gastroesophageal junction disorders, 49

in peritoneum, 35
Symptoms

distant locations of, 4

esophageal reflux, 47-48

of gastric prolapse, 63

hepatitis, 84-85

as long-term results of loss of elasticity, 3

of serious latent illness, viii

T

T4 restriction
after cutting of umbilical cord, 26
and gastroesophageal junction disorders, 53
Thermal evaluation, 18
Thighs
discomfort in renal ptosis, 182
hypersensitivity in renal ptosis, 180
numbness in chronic colon problems, 164
Third-degree renal ptosis, 179-180
ectopic right kidney in, 196
lack of skeletal restrictions in, 189
palpatory diagnosis of, 186
skeletal restrictions in, 189
treatment, 190
uselessness of relief technique in, 188
Thoracic outlet, restrictions, 14
Thoracic restrictions, and gastroesophageal
junction disorders, 52
Thorax
normal pressures, 5
restrictions associated with liver, 96
Thymus, induction in children with sore
throats, 27
Tight clothing, avoiding in stomach disorders,
78
Tissue memory, example of T4 restriction at
birth, 26
Toldt's fascia
fibrosis of, 151
indications for manipulation of, 162
treatment of, 167
Toxi¢ substances, role in liver pathology, 83
Transverse colon, 81, 149
anatomy and physiology, 149-150
Transverse mesocolon, 138
manipulating in pancreatic disorders, 138
mobilization in spleen treatment, 143
Transverse plane, indirect liver manipulation
in, 101
Transverse process restrictions, 15
Traube's semilunar space, 60
Trauma, and gastric prolapse, 63
Travel, role of gallbladder in, 124
Treatment methods, 20
gallbladder and bile duct, 120
direct technique, 122
evacuation of gallbladder, 120
general induction, 121-122
recoil, 122
release of restrictions, 120
stretching of common bile duct, 120-121
treatment strategy, 122-124
gastroesophageal junction disorders, 54
cardia induction, 55
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direct technique, 54
liver induction, 55
recoil, 54
greater omentum, 37-39
induction, 21
general, 21-22
local, 21
jejunoileum and colon, 165
duodenojejunal flexure and mesenteric
root, 167-168
hepatic and splenic flexures, 165-166
ileocecal junction, 168-169
induction of jejunoileum, 169
sigmoid mesocolon, 169
Toldt's fascia, 167
treatment strategy, 169
kidneys, 190-191
combined direct technique, 191
general release technique, 191-192
and kidney interactions, 196
posterior approach, 192
ureteral calculi, 196-197
viscoelastic treatment, 192-195
liver
combined technique, 101-102
indirect techniques, 99-101
induction, 102
tocal treatment, 98-101
recoil, 98-99
treatment strategy, 102—103
viscoelastic treatment, 102
pancreas, 137
induction, 138-139
local, 137-138
treatment strategy, 139
parietal peritoneum, 37--39
pylorus
direct technique, 74-76
induction, 76
recoil, 20-21
spleen, 143
viscoelastic treatment, 143-146
stomach and duodenum, 76-77
direct frontal techniques, 72-74
gastric prolapse, 71-72
indications, 71
induction, 72, 77
local treatment, 71-72
mobilization, 72
recoil, 72
sphincter of Oddi, 77
Treatment strategy, 25-26
for children, 26-27
gallbladder and bile ducts, 122-123
and Jacques-Marie Michallet’s research,
27-28
jejunoileum and colon, 169
kidneys, 19
liver pathology, 102-103
pancreas, 139
recommendations and contraindications,
28-29
Triangular ligament, 77
Trigger zone, Grynfeltt's space as, 192
Tumors, intestinal, 158-159
Type A blood, gastric cancer and, 67

U

Ulcer, 66-67
confusion with gastric tumors, 77-78
differential diagnosis, 90, 112
relationship of gallbladder problems to, 109
Ulcerative colitis, 158
Unbearable situations, relationship to
pancreas, 146
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Unequal blood pressure, 15-16
Unfolding hiatus hernia, 45
Uniqueness of life, issues in liver pathology,
104
Upledger, John, 22
Upperabdomen, normal pressures, 5
Upper esophageal sphincter, 5
Ureter
beneficial effects of stretching, 4
differential diagnosis, 188
narrow points, 196, 197
Urcteral calculi, treatment, 196
Urine color, with lower back pain in children,
171
Urogenital system, left sciatica and, 97-98
Uterine refroversion
and intestinal prolapse, 152
and renal ptosis, 178
role in gastric prolapse, 63
Uterine tubes, improved secretions after
visceral manipulation, 4
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Vagus nerve, 16
appendix innervation by, 155
gallstone development after vagotomy, 113
and gastroesophageal junction, 44
Vascular functions
greater omentum, 33
of liver, 81
role of liver in, 88
Vertebral manipulation, order in treatment, 25
Vertebral restrictions, pancreas associations,
136
Violence, left kidney and, 198
Visceral manipulation
effects continuing over time, 26
ultrasound studies of kidney, 27
visualizing effects with fluoroscopy, 4
Visceral restrictions
as cause of asymmetrical blood pressure, 16
using Adson-Wright test to find, 14
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Visceral viscoelasticity, technigues for, 24-25
Viscoelastic treatment
kidneys, 192
first technique, 192
second technique, 193, 194
of liver, 103
liver-kidney unit, 194
in liver pathology, 102
Viscoelasticity
as delayed elasticity of organs, 24
techniques for visceral, 24-25
Vomiting
morning, 90
in stomach/duodenum disorders, 61

w

Warm drinks, in kidney pathologies, 199
Wilson's discase, 85
Worries, and gallbladder, 124
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