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Three Fundamental Types of Cranial

Even though everyone’s cranial practice is different, there are three fundamental types of cranial work according to the Sutherland osteopathic tradition, so let us spend a little time reviewing the differences in the approach for each model. This is important because in the cranial field, especially in the biodynamic, there is confusion about these differences. Let us start with a very brief review of biomechanical cranial work based on the principles developed by Dr. Sutherland as found in the osteopathic literature. back to top

Biomechanical Model
Biomechanical cranial work is the most widely practiced approach, and rightfully so, it was the first cranial work taught by Dr. Sutherland. This is classical cranial, a structure-function approach based on accepted biomechanical principles. Primary respiration is seen as a mechanical system powered by the inherent motility of the brain and its effect on the reciprocal tension membrane system (RTM). As the brain moves it carries the RTM with it, creating a mechanical movement model. 

The brain coils and uncoils along the developmental axis of the lateral ventricles, which moves the RTM. The RTM is said to be firmly fixed at the specific poles of the skull which act as levers that move the sphenobasilar joint (sbj). The sbj movement causes all other cranial bones to move—the face, the vault, and the sacrum via the core link. So it is this RTM pulling at the poles that moves the bones from one position to another on their axial fulcra, and is called interosseous motion. This motion affects the arachnoid whose movement fluxes the cerebrospinal fluid and creates the longitudinal and lateral fluctuations throughout the body. On inspiration, the CNS coils along the lateral ventricles toward the lamina terminalis, widening in its transverse axis and decreasing in vertical height, this is called flexion at the sphenobasilar joint, and so the movement of the facial and vault bones as well as the sacrum via core link, are named accordingly. On expiration, the brain uncoils and this is called extension. The fundamental motions of the cranial wave are called flexion and extension. They are combined with the secondary motions of side bending, torsion, strain, latero-flexion, and compression to become the named cranial wave lesion motion patterns. The sbj is the key joint—the fulcrum--that dictates how all other bone lesions are named. Even though one orients to the axis or fulcrum of a particular bone, the key is to name the pattern in relation to the defined motions of the sphenobasilar joint. Therefore, when sensing cranial wave motion in any bone, it is named according to the sbj lesion pattern, regardless of how one would otherwise name that particular bone, but for the sbj.

The practitioner evaluates for the presence of lesions by applying a series of motion tests to the bone for its range of motion to determine the direction of ease, that is, where the movement most easily goes relative to its permitted range of motion—this is called the permitted motion. Treatment is referenced to the named lesions, or distortions in the normal pattern of the sphenobasilar joint motility. To treat, the practitioner takes the bone in the permitted motion to its endpoint, or barrier, and he holds it there. This exaggerates the lesion and creates a tension in the osseous-membrane that matches, or is equal to, the unstrained osseous-membrane dynamic, which creates a point of balance, this can be compared to taking out the slack and is called balanced membrane tension (BMT). The tissues are held in this BMT, until a stillpoint is induced, in which potency is exchanged throughout the fluids and tissues, and this creates a more harmonious cranial wave motion pattern. When the practitioner senses a new motion arising out of the induced stillpoint, he moves to the next lesion and repeats this process. Most cranial practitioners employ the biomechanical model. Classical osteopathy (Magoun), chiropractic (DeJarnette, Goodheart), and bodywork practitioners (Upledger) are examples, and there are countless other less well-known approaches. back to top

Functional Cranial Model
The functional approach differs from the biomechanical in the way lesions are evaluated and treated. Evaluation of cranial wave motion is still based upon the axial motility of the sphenobasilar joint, as in the biomechanical. But in the functional method, the practitioner follows the cranial wave, and adds thoracic respiration and the autonomic nervous system (ANS) as therapeutic agents, referenced to lesions. To evaluate, the functional practitioner motion tests differently also. He follows the cranial wave permitted motion in the direction of ease, within the freedom of movement only. No barrier is met, and there is no holding at the barrier. As one follows the permitted motion without meeting the barrier, there is a progressive increase in the freedom of the joint motion until no tension can be sensed. In essence, balanced membranous tension becomes buoyant, or free floating, which in functional work is called the neutral. The neutral, therefore, is sensed as a buoyancy in which there is a free-floating suspension of any tension in the joint space and it is free to move in any direction. The practitioner then engages thoracic respiration, so the client’s breath comes in to further relax the area, and the relaxed breathing causes a shift in the autonomic nervous system (ANS). As the ANS balances, the client’s craniosacral system more deeply relaxes, and naturally arrives at a stillpoint in which a dynamic interchange of potency, fluids, and tissues occurs. When a more balanced and synchronous cranial wave motion pattern is sensed, the practitioner moves on to the next lesion. Stillpoint has the same definition here as in the biomechanical model, except stillpoints are arrived at naturally, so the practitioner does not hold at the barrier, there is no use of any outside force, and no induction or even suggestion of stillpoint. Sutherland spoke of not applying any outside force passionately in his last recorded cranial training classes. In the functional model there are abundant choices: 
Functional Methods, Zero-balancing, Jones Counter-Strain, and Muscle Energy Technique are few examples of functional techniques found in osteopathy, and Hugh Milne combines biomechanical with functional in his Visionary approach. back to top

Biodynamic Model
There is a major threshold to cross between the functional and the biodynamic model. The most important difference is that biomechanics and the cranial wave is no longer guiding the therapeutic process. Now the practitioner observes primary respiration (PR) as an outside presence that is found in all of nature, and he senses how it creates all other motions inside the entire body-mind system—be it osseous, membrane, neurological, hormonal, fluid, psychic, meridian, or potency. All functional motions in the system are due to PR, which is based on a dynamic relationship between the forces of levity and gravity that interface in the fluid-body. The PR rate is steady, as compared to the variable rate of the cranial wave; it is also four times slower than the cranial wave. Primary respiration is a steady 2 1/2 cycles per minute, as compared to the cranial wave rate, which varies between 8 and 14 cycles per minute. One no longer names lesions based on the status of the sphenobasilar joint, or the axial motion patterns between the bones, which is called interosseous motion. Instead, a metabolic flow is sensed breathing within the bones, called intraosseous motion; this flow is also sensed throughout the entire body. One observes this without naming lesion patterns. In fact, the perception of bone motion recedes into the background and the fluid dynamics of living protoplasm becomes more prevalent in our awareness. 

Staying with the bones for the moment, modern anatomical research shows that the dura does not attach to the poles any more strongly than any other place in the skull, in fact, it is contiguous with the endosteum throughout the inside of the entire skull. Therefore, in the biodynamic model the motion of primary respiration is described as a uniform breathing that is skull-wide within the bones, or intraosseous motion. During the phase of inspiration, motion is sensed as a welling up and a transverse widening within all the bones of the entire cranium as a living tissue that breathes. Potency inspires levity into the fluids within the bones and throughout the body, which suspends the effects of gravity and this disengages the compressed inertial patterns within all the tissues. The fulcra are then free to shift into a more aligned relationship with the midline, which changes the inertial patterns into the patterns of health. With expiration, the welling potency recedes in a tide-like manner and the reorganized fluid patterns subsequently augment the position of the tissues, based on the matrix of health patterns that were laid down. Treatment, therefore, is referenced to the matrix of the health patterns that are created by primary respiration as it moves through the whole body as a fluid body. This means that in biodynamic work perception expands beyond focusing on the parts—individual bones and membrane compartments, for example—to also include the entire body-mind. One senses primary respiration and its influence on the fluid body as a whole, and, observes how it moves in particular areas, which is called the fluid drive. 

In the biodynamic model, the practitioner witnesses the whole and the parts at the same time. He holds a wider perceptual field for observing primary respiration as it wells out of the midline and affects the entire fluid body and, at the same time, he supports the potency that creates the local fluid drive, without influencing either. The particular motion patterns that are sensed in the fluid drive is called the motion present, essentially it is the motion as it is. No motion testing, no techniques, no intentions, or suggestions are applied in the biodynamic model. Everything is left to the intelligence of the fluid body that is precisely being guided by the tidal forces of primary respiration, which is oriented to the midline. As potency infuses them with intelligence, the fluids make specific decisions that bring the inertial areas to a more healthy coherent relationship with midline and in synchrony with the whole body as a unit.

Here is an example of how a biodynamic session might look if you first begin with the biomechanical and segue into the functional. First, the practitioner follows the osseous-membrane movement in the direction of ease to a balanced membranous tension, (in the biomechanical model, this is where he would hold at the barrier to induce a stillpoint, and marks the end of treatment for that bone). Wait until the balanced membrane tension becomes buoyant. Wait in this buoyancy, or neutral, as the client’s thoracic respiration and the autonomic nervous system balance begins to further resolve the inertial forces (this is the end of the treatment in the functional model). Wait, while the potency inherently infuses levity into the inertial area and the buoyant space expands, which disengages the inertial fulcra. Then he senses the fulcra begin to automatically shift, which augments them toward a re-orientation with the midline. Wait, as a stillpoint is sensed locally in the part, and wait until the stillness spreads to the whole body of fluids (creating balanced fluid tension). Wait in this whole body stillpoint, until primary respiration is sensed breathing in the fluid body as a whole unit. One senses a whole fluid-body breathing that wells up and transversely widens on inspiration, and recedes on expiration. This whole body breathing is called primary respiration, and how it affects the local inertial areas in the fluids is called the fluid drive. The biodynamic treatment begins here, but primary respiration treats inherently, it is not the practitioner’s job to do any treatment. In the biodynamic model, stillpoint is defined as that moment when stillness passes from the local part to the whole body as a unit, and after which, whole body primary respiration is perceived. This is important to understand; the neutral paves the way to a stillpoint, which determines the beginning of the biodynamic session, specifically when primary respiration has taken over healing the clients whole system. 

The client’s neutral is fundamental because it marks the point where the client’s ego has begun to hand over control to primary respiration of the Breath of Life. The neutral leads to stillpoint, stillpoint leads to primary respiration and the biodynamic treatment process begins. To repeat, the neutral begins as BMT, becomes buoyancy in the tissues, and then it becomes still locally. When stillness spreads locally, from the part to the whole fluid body, this is still point, which by definition ends when whole body primary respiration is sensed as a 2 1/2 cycle per minute whole body breathing, called the fluid tide. Primary respiration feels like a subtle, metabolic flow body-wide—a fluid within the fluid. 

When primary respiration stops in the fluid tide, and one senses a balanced potency tension (BPT), it is the last time we refer to a client’s neutral because we enter the trans-personal domain of potency, known as the long tide. The long tide is a global phenomenon that expresses as a steady one minute forty second rate (that is, 50 seconds inspiration and 50 seconds expiration), which ultimately segues into the Dynamic Stillness, a universal phenomenon, which has no rates. We will talk next about the five levels of cranial enfoldments shortly, so let us stick to our brief review of the differences between the three models.

See if you can appreciate this major difference between the biodynamic approach, when compared to the biomechanical and functional models. In the biodynamic model, the treatment begins when one can perceive primary respiration as one unitary metabolic flow, that feels like breathing throughout the fluid body, and its affects locally on the fluid drive is called the motion present. The practitioner does not treat; he waits. The rate of primary respiration is a very stable two and one-half cycles per minute, which is also called the fluid tide. 

In Sutherland’s biodynamic model, the practitioner adds no stress to the system either by motion testing, applying techniques, intentions, suggestions, or even by focused perception--the practitioner waits, remains relaxed, open, and in his own neutral. When a practitioner abides in this disposition, the breath of life is left in her natural state, free to engage the inertia in the client via her inherent treatment plan. The practitioner’s job is to wait in stillness, with presence, synchronized with primary respiration as the potency breathes health into the fluid drive and resolves the inertia inherently, thus it is called inherent treatment plan. If a practitioner were to apply biomechanical techniques in the biodynamic model, or even suggest intentions, then he is introducing stress vectors into the field of primary respiration. This will imprison primary respiration and force it to deal with the stress that the practitioner introduced—even if it is only a suggestion--and it creates what Dr. Jealous calls false fulcrums. If the stress created by false fulcrums is overwhelming, primary respiration could withdraw and disappear, which may leave the client bereft of resources. To protect her self, the client may enter into a freeze response, also called a shutdown; she could dissociate, or even suffer treatment reactions. One indicator that our good intentions have gotten in the way is when during a session, the fluid tide suddenly disappears, and the cranial wave reappears. What, then, are the effects of practitioner’s intention on the breath of life?

If I introduce my intentions into the field of primary respiration, it forces her to respond to the stress I introduced before it is able to get back to her inherent treatment plan that is very specific to that client and is already underway. I hope you now appreciate what effect it has when applying biomechanical principles while in a biodynamic world space--even if these treatment methods are paraded as subtle intentions or suggestions--if they are applied even with the slightest of intention (suggesting flexion, extension, side-bending, stillpoint, etc), it is a biomechanical overlay onto a biodynamic model. 

The idea that one can apply treatments in a biodynamic world space is not based on Dr. Sutherland’s teachings, according to his closest students. The biodynamic osteopaths cringe that non-osteopaths practice biodynamic work in general, but this is why in particular. They have sat back, perhaps hoping the non-osteopaths will hang themselves in the noose of confusion, and that eventually they will go away. I can appreciate that disposition, but the practice of cranial work outside of osteopathy is not going to go away and I am unable to sit back any longer and watch how this confusion imprisons the breath of life, nor can I bear knowing that thousands of clients are being adversely affected. 
Now, with that in mind, let us explore very briefly the various cranial enfoldments from the biomechanical to the biodynamic. back to top
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