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Purpose of review

To propose a pathway for expanding the understanding of potential mechanisms of action with laryngeal-
based manual therapy (LMT) for muscle tension dysphonia (MTD). This review may help determine if current
LMT literature has kept up with advances in the more general manual therapy (MT) findings.

Recent findings

Studies over the past thirty years, including recently published articles, have confirmed the efficacy of
various manual therapy interventions in treating MTD. However, gaps exist between current LMT literature
and that being presented in the more general MT field. Instead of viewing peripheral manipulation’s
influences as a local cause/effect process, the MT literature paints a richer tapestry of centrally mediated
impacts.

Summary

Evidence from outside the LMT field has introduced a broad tapestry of factors that may contribute to the
efficacy of MT, extending beyond the local effects reported in LMT literature. To better understand the effect
and mechanism of action touch-based interventions have on a patient’s voice and to potentially improve
outcomes, it is necessary to broaden investigations to include a broader range of perspectives.
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Laryngeal manual therapy (LMT) first appeared as a
possible intervention option for muscle tension
dysphonia (MTD) in 1980 (Aronson) and began to
be studied in 1993 [2]. Without attempting to sim-
plify individual perspectives excessively, outcome-
based studies reported that soft tissue manipulation
explicitly applied to the perilaryngeal and related
oral musculature, followed by externally applied
laryngeal reposturing, was said to create a local
reduction in laryngeal muscle tension [3–5], allow-
ing a more normal voice expression. Recent papers
[6

&

] continue to restate explanations of changes
gained via LMT without exploring the accuracy
and comprehensiveness of those descriptions. A
summary of the narratives used to explain mecha-
nisms tended towards viewing excessive muscle
tension being reduced with appropriately applied
soft tissue manipulation and mechanical stretching
of the larynx in a caudad direction, coupled with
activation of voicing, allowing a normalized voice to
be sustained.

Based on the explanations given through many
of the studies listed in this review, one might con-
clude that the physical action of hands-on
rs Kluwer Health, Inc. All rights rese
vocal dysfunction or a local-effect consequence of
that intervention at the peripheral level. Although
not implicitly stated in any study, other influences
of change are seldom mentioned. Over the past
30 years, little attention has been paid to the nuan-
ces of how those changes occur throughout the LMT
literature. Without implying that these perspectives
are incorrect, newer models proposed from outside
the LMT field (explored below) give us a richer
understanding of the multifactorial and variable
nature of the influences of MT, indicating a need
for, at aminimum, stating a proposedmechanism of
action for LMT that stays current with general mod-
els and hypotheses.
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KEY POINTS

� Laryngeal manual therapy (LMT) is shown to be an
effective intervention for muscle tension dysphonia.

� Mechanisms of action for LMT appear to have been
only minimally explored.

� Understanding the mechanisms of action in research
external to the LMT field conveys a richer and more
comprehensive understanding of the complexities of
touch-based intervention.

� The multifactorial explanation for the impacts of manual
therapy may expand our ability to serve our patients.

� Researchers in the LMT field may consider investigating
and including similar multifactorial narratives in
future studies.

Speech therapy and rehabilitation
The reliance on previously published literature
to provide a framework for current research is a
regular phenomenon in analysis, with subsequent
new understanding building on the shoulders of the
previous studies. Readers will be familiar with the
first few paragraphs of outcome-based studies that
attempt to summarize complex reasoning in a few
sentences. Invariably, the authors tend to align with
a specific perspective and cite background literature
that supports those views. Roy and Leeper [2]
reached back to Aronson [7] to provide a rationale
for the inclusion of LMT-type intervention and
reiterated Aronson’s contention that less aggressive
means often fail “because of the powerfully resistive
force of musculoskeletal tension” (Roy and Leeper,
1990, p. 243). Roy and Leeper use Aronson’s proto-
col and rationalization in their study, wherein the
kneading and manipulation of the laryngeal mus-
culature were said to cause a reduction in local
tension and reinforce that a dysphonic voice “is
often a complex mixture of physiologic, psycho-
logic, and social factors” (Roy and Leeper, 1993, p.
243). Based on the language used, it was thought
that the process of LMTwent deeper than the locally
applied intervention. This paper sought to accept or
reject Aronson’s contentions, with the former being
the outcome. The outcomes of the Roy and Leeper
study established the efficacy of LMT with certain
aspects of MTD, cautioning that the specificity of
reducedmuscle tension as a sole contributor to voice
change was not confirmed via electromyography or
other means. Roy and Leeper were testing the effects
of LMT on voice quality scales, steering clear of
speculating on the mechanisms by which those
gains occurred.

Mathieson et al. [8] identified variations in LMT
from gentler to more aggressive forms. The authors
2 www.co-otolaryngology.com
state that the “primary aim of manual therapies in
the perilaryngeal and laryngeal area is to relax the
excessively tense musculature which inhibits nor-
mal phonatory function” (Mathieson et al., 2009, p.
353). A mechanism of action for LMT was super-
ficially mentioned. However, such was not the pur-
pose of their study; instead, they stated that voice
changes were accomplished via manual techniques,
which allowed a reduction in tension and changes
in laryngeal elevation.

In newer studies, manual interventions con-
tinue to show promise and expand on traditional
LMT interventions’more specific nature and applied
location. Nasrin et al. [9] demonstrated the effective-
ness of the cricothyroid visor maneuver, though
they chose not to discuss the underlying mecha-
nisms of such interventions. Flock and King [10

&&

]
compare various LMT styles, seeing common
ground among the stated underpinning of each
model, with recommendations for further study.
Though not a stated goal of the Flock and King
paper, mention of a uniform understanding of the
mechanism of action of many analyses and models
explored was not discussed, nor has it given much
comment in the LMT literature since its inception.

Many studies speak to the perceived actions of
LMT, implying a mechanism for that action. “(T)he
application of lateral pressure to the thyroid cartilage
is used to decrease tension in the perilaryngeal mus-
culature” (Ahmadi et al., 2023, p. 3) is one such
example [11

&

]. However, deeper explorations of such
mechanismsare rarely seen.The literature in theLMT
field demonstrates MT’s utility as one of many val-
uable resources clinicians use. Nevertheless, how do
these manipulations create that change?

As a career-long student of manual therapy, I
have witnessed similar dilemmas throughout my
initial coursework and continuing education. The
variability in explanations of potential mechanisms
is confusing to clinicians and patients alike. With
my early MT training in myofascial release, where
dysfunction and solutions were explained in fascial
(connective tissue) terms, relating to the explana-
tory narratives of other models was challenging to
accept. Tribalism ruled, with each group staying
within their lanes, using narrow views of mecha-
nisms of action when it came to intervention. Par-
allels can be drawn in the LMT field, as some see
their manipulations as having a local impact on
muscle tension [12], myofascial restrictions [13],
postural deviations [14], and trigger points [15],
all managed with various forms of LMT.

The LMT literature lacks broader views regarding
mechanisms of action and effect, though a few
newer papers [16,17] look at potential mechanisms
through brain-based changes from peripheral
Volume 32 � Number 00 � Month 2024
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manipulations via fMRI studies, introducing a more
complex tapestry of impact.
A BROADER VIEW

Outside the LMT literature, some more general MT
research reveals varied perspectives on possible
mechanisms of action. These papers have decon-
structed the presumed mechanisms of action of the
various types of MT used in the physiotherapy,
osteopathic, and manual therapy communities
and come up with numerous possible underlying
actions. None are complete, and there is consider-
able variability in the models presented. However,
this uncertainty may point to the complexities of
defining a well defined and narrow protocol for how
a human being reacts and responds to the touch
of another.

Kolb et al. [18] address the issue head-on, calling
for wholesale changes to teaching manual therapy.
Seeing the historical biomechanical model of touch-
based interventions continuing to be taught, they
called on educators to begin including broader
mechanisms, including the effects of contextual
factors and the fundamentals of the patient-pro-
vider dynamics, and to better convey the bottom-
up perspective, where peripheral structures act as
signalers to higher centers, instead of being the
primary vessels of change. Lunghi et al. [19] follow
a similar line of reasoning.

Bialosky et al. [20] present amultifactorialmodel
for the mechanisms of action for MT that lays out a
general blueprint. Noting the complexities of the
individual experience, the authors speculate that
striving for one universal mechanism is improbable.
Instead, they present possibilities that include auto-
nomic, peripheral, and central nervous system fac-
tors, biomechanical and neurophysiological inputs,
and nonspecific responses, all capable of influenc-
ing dysfunction via touch.

Baroni et al. [21] write from the osteopathic
perspective on the role of touch in interoceptive
influences, seeing the clinician’s role as fostering
self-regulation on the patient’s part. Such views
contrast significantly with historical tissue and
pathology-based models, where the clinician acts
as the conduit of change. Models like Baroni et al.
place the clinician as the therapeutic partner, co-
creating impact. Cerritelli et al. [22] used brain-based
fMRI studies to demonstrate specific self-regulating
interoceptive influences, including insular
responses, from the application of MT (in this case,
osteopathic treatment). “Understanding factors that
influence how individuals experience their voice
disorder can enhance patient-centered care and
guide intervention” [23

&

].
1068-9508 Copyright © 2024 Wolters Kluwer Health, Inc. All rights rese
Geri et al. [24] addresses the narrowed range of
traditional physiotherapy models for describing the
mechanisms of action of MT by offering possibilities
that leverage the emotional impacts that compas-
sionate, empathetic touch can instill. These repre-
sent wholly different mechanisms but are no less
wrong than others discussed here. “Clinicians
should remember that manual techniques are not
tools to fix the patient’s body rather they provide
the opportunity to communicate with the patient’s
brain similar to words (Geri et al., 2019, p. 3).

Clinical models of MT and LMT frequently over-
look the influence of the clinician in the therapeutic
process. Studies are frequently written from amech-
anistic perspective where the researcher acts as an
observer, applies an intervention, and witnesses the
response. Does the presence of the clinician matter?
Cerritelli et al. [25] force us to examine our influence
on the clinical encounter when MT is used, as the
clinician’s attention to the touch-based task influ-
ences the patient’s degree of brain activation, a
necessary factor in influencing change. While not
seeking to replicate Cerritelli, Spengler et al. [16] and
Roy et al. [17] introduce brain-based findings to
imply that MT and LMT are much more than mech-
anistic manipulation of a troublesome tissue-
based problem.

Moving away from manual therapy studies, the
interaction between the clinician and patient
presents us with questions. Is the intervention the
treatment effect based solely on the technique we
are providing? Or is it how we present the informa-
tion that surrounds the technique that matters?
Helou [27] introduces concepts relating to meta-
therapy, where the technique itself may be less
meaningful than the therapeutic wrapping in which
it is applied. How the clinician contextualizes the
intervention may be a significant influencer of out-
comes. Although themechanistic techniquemay be
helpful, the multiple variables that go into a clinical
encounter, even in the more controlled setting of a
randomized controlled intervention.

No matter how categorized, touch conveys
meaning and can be affective when applied appro-
priately. The touch style dictates such determinants
and how the receiver perceives the touch.More than
just a standardized intervention, manual therapy
holds the potential to reach the receiver in different
ways. Educating clinicians on this research may
expand our ability to reach another person and
avoid conflicts where touch styles are mismatched
[26].

When we employ LMT, we engage with another
human being capable of having hopes, fears, expect-
ations, and values. Traditional mechanistic models
may overlook this factor by emphasizing technique
rved. www.co-otolaryngology.com 3
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specificity and accuracy. While the specificity of an
LMT intervention for voice disorders may matter,
sufficient evidence exists that it may matter less
than perceived [27]. Targeting patient-centered
aspects of touchmay positively influence outcomes,
which falls under the meta-therapy umbrella
[29,30

&

,31].
Why is a deeper understanding of the complex-

ities of themechanisms at play in LMT interventions
needed? Beyond the obvious need to better compre-
hend the work we use and teach, the additional
potential for impact comes with each possible
new mechanism. Witness the large number of stud-
ies presented here and elsewhere that define unique
protocols and perspectives on how LMT can posi-
tively influence vocal disorders. Many of the sub-
categories of LMT appear to be unique, yet all report
positive influences. If we accept that MT and LMT
outcomesmay not be solely predicated on the exact-
ness of the clinician’s skill, the potential to leverage
aspects gained from understanding newer models to
broaden and enhance potential outcomes increases
(Supplemental Data, http://links.lww.com/COOH/
A59).

Sherriff et al. [32
&

] discussed how contextual
factors influence patient outcomes, seeing that cer-
tain factors were more influential than others.
Though referencing issues outside of the typical
realm of LMT, our professions may benefit from
investigating how contextual factors apply in the
LMT context. Given that contextual factors are
influential [33], might not understanding how to
enhance those factors increase the possibility of
successful outcomes?

Can we use this information to provide further
benefit if we accept how the treatment is applied?
Can it be enhanced through empathy and promot-
ing a therapeutic alliance [34]? If we know that a
specific touch style may amplify brain-based aware-
ness [25], might we be willing to explore strategies
that challenge our biases and tendencies? If we
accept that the exactness of the technique or supe-
riority of one specific model is an inaccurate way to
view the application of LMT, might that not open
the door to leveraging newer information? The
dynamics and quality of the relationship built with
our patients is a significant driver of change, as is the
inclusion of patient-led experiences [30

&

,34].
The information presented here is not intended

to discredit those who have significantly contrib-
uted to our appreciation of the utility of LMT.
Instead, a challenge is created for researchers to
look for ways to broaden and deepen our under-
standing of the complexities of the effects of touch
concerningMTD and other voice disorders. If recent
papers published in the LMT domain explore these
4 www.co-otolaryngology.com
concepts, an apology is offered for the omission in
this review.
CONCLUSION

Through thirty years of research, LMT has been
shown to be an influential therapeutic interven-
tion for voice disorders. However, the explanations
of its mechanisms of actions cited tend towards
narrowed, local tissue-based perspectives and
have yet to be updated. In contrast, newer
literature from the broaderMT field has introduced
a more comprehensive range of potential narra-
tives to understand how MT influences the recip-
ient. These newer views expand our understanding
of the global effects of touch-based interventions
and open a door for improving outcomes.
Researchers in the LMT field should consider inte-
grating the sources mentioned in this review to
advance our understanding of a complex interven-
tion [28,35].
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nisms behind musculoskeletal interventions.“ Archives
of Physiotherapy 13.14 (2023): https://doi.org/
10.1186/s40945-023-00168-3.
Using examples from various therapeutic interventions,
including manual therapy, the authors discuss how
seemingly disparate treatments have shared mechanisms
of action. A richer understanding of these actions allows
better tailoring of therapy. Instead of asking if the treat-
ment works, we should look at why. This information
may serve as a philosophical blueprint for emerging LMT
research.
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105236.
Affective touch is linked to the stimulation of unmyeli-
nated mechanosensitive cutaneous afferent fibers. This
pathway is one of many possible pathways in the various
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autonomic responses that play a role in all interventions,
including touch-based ones.
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