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What is Pelvic Power Release?
BLOW THE WHISTLE ON THE SILENT EPIDEMIC

NEW THIS ISSUE
Pelvic Power Release
Key Questions
1. Can pelvic power release be utilized to
diagnose and treat both spastic and
flaccid muscles within the pelvic floor?

Pelvic Power Release
Diagnostic and Treatment
Technique

The Pelvic Floor

The pelvic floor consists of muscles,
ligaments, and connective tissues that
support the pelvic organs against gravity
and
intraabdominal
pressure.
This
musculoskeletal structure has been vastly
under diagnosed and treated as a primary
and secondary source of pelvic floor
dysfunction. The complex mechanics of the
pelvic floor’s bimodal function and frequent
insults to the integrity of the pelvic
diaphragm from altered biomechanics,
pregnancy, athletics, menopause, sexual
trauma,
prior
surgery
and
obesity
contribute to the pelvic musculature’s
vulnerability
to
damage
and
injury. Frequently muscles respond to stress
and injury by tightening and spasming or
developing scar tissue within the muscle.
These reactions often cause surrounding
musculature to overreact as well. These
spasms may decrease the ability of the
muscle to generate adequate force and
they may actually become weak while at
the same time remaining tight.

Over the course of 19 years of clinical
experience,
evidence-based
research,
collaborating with OBGYNs, PCPs, physician
assistants, colorectal surgeons, neurologists,
midwives, doulas, nurses and other medical
specialists and studying pelvic anatomy, Dr.
Vicki Hemmett, DC developed, refined and
perfected a series of Pelvic Power Release
techniques. Pelvic Power Release is a highly
specific, revolutionary, intravaginal manual
pelvic
floor
diagnostic
and
treatment
technique.
Diagnostically,
Pelvic
Power
Release allows a provider to palpate each
individual muscles within the pelvic floor and
differentiate between spastic/tight muscles
and flaccid/weak muscles.

Pelvic Power Release is specific enough to
differentiate between normal and abnormal
tissue tone and texture (trigger points,
adhesions) within an individual muscle and
between individual muscles. or adhesion are
released,

Pelvic Power Release gives the provider the
treatment tools to actively release tension,
spasm and adhesions within pelvic floor
muscles, ligaments, fascia, and nerve
entrapments. Frequently, once a spasm and
the muscle is allowed to function normally
and with rehab, regain its normally strength
and endurance quickly. Providers are also
able to identify underactive or weak
muscles with Pelvic Power Release and
provide manual biofeedback to the patient
to facilitate its active contraction.

Pelvic Power Release
Manual Biofeedback
Once the spastic components of the pelvic
floor are released, Pelvic Power Release is
used to provide manual biofeedback to help
women mentally connect with their pelvic
floor muscles and teach them how to
contract, relax and coordinate movement
within and between individual muscles in
the pelvic floor. Dr. Vicki was able to
systematize and reproduce the amazing
outcomes
by
training
other
female
chiropractic physicians to perform the
technique.
When this powerful diagnostic and
treatment technique is combined with
chiropractic joint release to the low back,
pelvic and hip joints and “true” lumbopelvic
(diaphragm, transverse abdominus, internal
oblique and pelvic floor) stabilization and
strengthening, the clinical outcomes are
amazing.

This powerful technique augments the
tremendous progress that women’s health
has made.
Pelvic Power Release fulfills the void in
effectively diagnosing and treating the
musculoskeletal
drivers
of
urinary,
defecation, sexual, pelvic organ and low
back, pelvic and hip dysfunction and pain.
Pelvic Power Release empowers female
chiropractic physicians to collaborate with
other medical provider specialists to adopt
a patient centered model of care.

Case Study

Patient was referred by her gynecologist
Bladder symptoms began insidiously six
months ago and have been getting worse.
Increased urgency is worse at night with
waking 2-4 times to void. Feels like she
needs to "do a dance" before leaving the
restroom to ensure complete bladder
emptying.
Concomitant LBP without referral; more on
the right. Exercise and poor ergonomics
aggravating.
Nothing has been helpful. She has not tried
any
other
therapy
options.
No
contraindications to care. Goal is to
decrease pain and improve urination function
and control.
Patient’s secondary complaint is right lower
quadrant pain without radiation. This began
around the same time. She used to travel for
work and be moving around all day, but with
COVID, she now currently is sitting in
awkward positions with zoom meetings. 
OATS – QVAS
best 2, worst 7, average 4, now 5; PFIQ7
19.04,; VPFQ 1; Oswestry 18

38 year old woman with 2 children ages 5 and
7 with primary complaint of right lower
quadrant pain, generalized LBP and “bladder
pain” with incomplete voiding and frequency.
Patient was referred by her gynecologist
Bladder symptoms began insidiously six
months ago and have been getting worse.
Increased urgency is worse at night with
waking 2-4 times to void.
Feels like she needs to "do a dance" before
leaving the restroom to ensure complete
bladder emptying. Concomitant LBP without
referral; more on the right. Exercise and poor
ergonomics aggravating. Nothing has been
helpful. She has not tried any other therapy
options. No contraindications to care. Goal is to
decrease pain and improve urination function
and control.
38 year old woman with 2 children ages 5 and
7 with primary complaint of right lower
quadrant pain, generalized LBP and “bladder
pain” with incomplete voiding and frequency.

PHYSICAL EXAM - PELVIC FLOOR
Left obteratur internus and ischiococcygeus
tight with significant palpatory tenderness.
Palpation of these structures reproduces hip
and low back pain. Tenderness noted at
compressor urethrae. Lower back objective
findings -tight and tender right SI joint. Tight
and tender left lumbar paraspinals and left
quadratus lumborum.
Tight and tender bilateral psoas, right more
than left.

Tight bilateral right and left piriformis and
obturator internus.
Pain on palpation of posterior capsule of L
FA joint.
Treatment includes soft tissue release
externally
to
each
muscle
with
Chiropractic
Joint
Release
to
thoracolumbar spine, sacroiliac joints, hips.
Internal Pelvic Power Release techniques
to internal pelvic floor muscles listed.
Treatment occurs twice weekly for 3 weeks
for 6 visit trial of care.

SECOND VISIT
Patient
reports
feeling
sore
after treatment.
THIRD VISIT
Patient reports less urgency – only up
once at night; LBP much better despite a
busy
weekend which
would
have
previously flared up her pain.
FOURTH VISIT
About the same progress; slow and steady
improvement in symptoms.
FIFTH VISIT
Continued improvement with significantly
less
urgency.
LBP/hip pain improved
subjectively by 50%
SIXTH VISIT
REEXAM – Patient states that she is happy
to have a diagnosis as she has been to
multiple providers for several months with
these symptoms; she subjectively feels
70% improvement in all symptoms. Pelvic
floor has significantly less urgency; she
feels like she has much more control 
Oswestry improved 56%,
PFIQ7 improved 50%,
VPFQ – same (was only 1)
Patient demonstrated full resolution of
symptoms after 4 more visits over 4
months.

NEXT ISSUE
FloorRehab
Key Questions
1. What are the three primary
muscles and one primary
muscle group that define the
true "lower core"?
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