AUSCULTATORY PERCUSSION OF THE LIVER, GALL-BLADDER AND CHOLEDOCHUS.

The bell-piece of stethoscope, placed just below xiphoid, sword-shape process of the sternum, slightly towards the right hypogastrium below costal arch, is held firm and well adherent to the skin by a patient’s finger (Fig.1). Doctor outlines the lower hepatic margin by means of the “light” percussion of middle finger, slightly bent: percussion must be applied gently on parallell lines from lower area, i.e. from the transversal umbilical line, towards the upper one. 

The thin hepatic margin is easily recognized, because laud, thympanic and light sound of abdominal viscera is in clear contrast with  hypophonetic and high sound, perceived when the percussion is applied “directly” on liver margin.

As monstrates also the instrumental investigation, digital perussion of “light” intensity, gives more precise information than that “intense”, as already referred, because it reproduces viscera and organs cutaneous projection, according to Euclidean geometry, rather than projective. 

Our results are in agreement with those of other authors (Bibliogrphy in the site).

            In similar way, doctor outlines thereafter the upper hepatic margin, remembering that the displacements, caused by deep breathing in, corroborate the proper Auscultatory Percussion (AP) performance.  As Fig. 1 shows, after performing AP of the liver, doctor must apply AP of gall-bladder, by “light” digital percussion on centripetal and radial lines, from outward abdominal area towards the bell-piece of stethoscope, in a “delicate” way as usually.

At this point, we must remember that cutaneous, persistent  pinching at level of VI-VII thoracic dermatomere, e.g., below the crossing point between emiclavear line and costal arch, at right or left, physiologically provokes gall-bladder contraction (really, after a short – 1-2 sec. – dilation) and, after further 5 sec., also choledochus dilation.

Positioned the bell-piece of stethoscope on cutaneous projection area of gall-bladder, it is easy to perform the outline of choledochus, including its two intra-hepatic branches (Fig. 2)
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Fig. 1
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Fig.1.

(Explanation in the text).

As above referred, choledochus AP, easy to perform by different ways, is really important, since numerous reflexes, essential in studying the microvessels of all biological systems, and, thus, in clinical microangiological diagnosing (See the site Microangiology), end in the large biliary ways, in particular in the choledochus. Placed the bell-piece of sthetoscope (bp), as described above (from the practical view-point, most advisable the location illustrated in Fig.2), doctor applies digital percussion, gently and delicately, starting from lateral abdominal upper quadrant towards the alba line and viceverse, just below hepatic projection area, immediately formerly outlined, innerwards to cutaneous projection of the cholecyst, untill to hearing a hypophonetic, clear-cut different, intense sound. Soon thereafter, i.e., after performing such as application, doctor must place the bp on Oddi’s cutaneous projection area (= “usually” on a small zone upper the umbilicus and 1 cm. at right), performing AP of biliary ways as far as the two its great branches of the hepatic hilus., controlling the results, formerly obtained.

It is now useful to remember that, in healthy, lasting cutaneous pinching at level of VI- VII thoracic dermatomeres, after a latency time of 2 sec.,  brings about  gall-bladder dilation (for only 2 sec.), followed by contraction and, after 5 sec., choledochus dilation, proving the correctness of former auscultatory percussion.

	At this point, it is opportune to know that physiologically intense manual pressure, applied on the cutaneous projection area of the liver, causes dilation of the large biliary ways, i.e., gall-bladder and choledochus, corroborating the correctness of former Auscultatory Percussion.

We obtain the same results, in healthy, by intense digital pressure on both Oddi’s sphyncter cutaneous projection as well as on caecum projection area, which, the later, causes duodenal reflex (initially contratraction, immediately followed by duodenal contraction), that brings about “in turn” size increase of the liver, after about 10 sec.


In addition, to acquire knowledge, it is advisable to apply AP in individuals, which underwent to cholecystectomy. In fact, cholecystectomy causes a small choledochus increase (NN ( 0,5 cm.), facilitating the observation of useful auscultatory percussion data.

Moreover, it is really interesting and helpful knowing cholecyst and choledochus distensibility, in healthy gathered by the above-described manoeuvre, i.e., by intense manual pressure on cutaneous projection of the liver: hepato-cholecystic -and choledocic reflex, of greatest diagnostic value, as we will illustrate later on.

At this point, doctor performs the proper auscultatory percussion of every part of the liver zones, as reader can find by now in the site, Practical Application, Focal Liver Lesions a.s.o.

The frequent occurrence of liver cysts, angiomas, malignancies, particularly metastatic, is easily detected as roundish areas, of diverse size, of course, and different perceived percussion sound characteristics. As a mattar of facts, the sound is more or less hypophonetic, when digital percussion is applied directly on their cutaneous projection area, regardless the deepness of location. 

As referred in detail in above-mentioned article in the site, after recognizing a focal liver lesion, doctor must go on performing differential diagnosis, greatly facilitated by a large number of other biophysical-semeiotic signs, as we illustrated clearly elsewhere in the site.

For example, in case of hepatic cyst, digital pressure upon it brings about the cystic syndrome (See Glossary) and, during boxer’s test as well as apnea test (See Glossary), due to sympathetic hypertonus, cysts diameters “decrease”, while locally is present microcirculatory disactivation (AL + PL of vasomotility and vasomotion =  5 sec.: NN = 6 sec. See site Microangiology).

In hepatic tumour, both primitive and secondary, under similar conditions, lesions diameters persist “unchainged”, and appears the autoimmune syndrome and CAEMH of complete type (See Glossary), showing a latency time of only 3 sec. (it is present intense microcirculatory activation, type II, dissociated).

Finally, in case of angioma, during boxer’s test, apnea test and Restano’s Manoeuvre (See Glossary), lesion diameters “increases”, due to lowering of blood supply to splancnic organs (decongestion) and the hepatic blood augments in a clear-cut way (locally doctor is able to observe microcirculatory activation, type I, associated).

Clinical microangiological data, just referred, largely illustrated in the site Microangiology, proved to be really interesting, because they allow to complete the evaluation of focal liver lesion, from both diagnostic and  particularly differential-diagnostic point of view. It is very interesting and helpful that hepatic tumours do not change at all their size during stress-tests, which cause splancnic decongestion, likely because hepatic artery supplies blood to these structures.

In practice, the following evidence is interesting, helpfull and reliable: in healthy, intense manual pressure, applied on hepatic cutaneous projection area of the liver, provokes large biliary ways dilation, small (1 cm.) splenic, pancreatic, esophageal-gastric mucosa congestion, of 3-5 sec. duration; after latency time of 10 sec., right heart ventricle clearly dilates, becoming, then, normal after only three sec., due to the increased sistolic ejection. After a further latency time of  about 15 sec., we observe left atrial dilation and, then, left ventricle dilation, whose dynamics we have to estimate accurately, since they give us helpful information.

