
Cranial Technique in the Neonate and Baby – Video One  

The cranial examination and treatment techniques are largely inseparable for the neonate and baby, 

as well as the toddler and older child, and therefore the discussion of the cranial examination 

techniques as well as the adjusting techniques are presented here as one.  

Observation  

 

The first step in cranial assessment of the neonate or baby involves simple observation. One of the 

important tools for cranial subluxation evaluation is visual analysis. Observe the facial structure for 

symmetry. Check the orbits of the eyes, symmetry of the nostrils, as well as the shape of the nose 

and glabella. Also look for jaw and mouth symmetry, symmetry of the frontal bone, and observe the 

depression of the greater wing of the sphenoid. When the sphenoid bone is locked in extension 

there is often a slight indentation over one or both sphenoid. Following your observation of the 

child's face, you should then examine the skull from all angles to gain a three-dimensional picture of 

any distortions. Usually the best way to locate asymmetry in a child's skull is to view the skull from 

above. When assessing the infant’s head, look for bulging, elongation, widening or flattening of the 

cranial bones, as well as the relative position of the mastoid tips to each other. 

Initial Palpation 

 

Following observation, the next step in the cranial assessment of the baby involves gentle palpation. 

Gently lay your hands on the head of the child and begin by palpating the anterior and posterior 

fontanelles. The anterior fontanelle measures 4 to 6 cm at its largest diameter and will normally 

close between 9 and 24 months. (90% are closed by 18 months). The posterior fontanelle measures 

1 to 2 cm at birth and normally closes by the time the child is two months of age. The examination of 

the fontanelles is essentially to determine whether there is any deviation from normal. Increased 

intracranial pressure may cause bulging or increased tension at the anterior fontanelle. Early fusion 

of a fontanelle can be an indication of craniosynostosis. 

You should then superficially palpate the sutures. This should be a quick screening palpation to give 

you a general idea of the condition of the cranial sutures. We will address a more comprehensive 



examination of the sutures shortly. Your screening palpation of the sutures should involve palpating 

for symmetry and tension. You should also look for ridging or areas of depression. It is normal to 

have some degree of cranial moulding in the days after the birth. This should however return to 

normal within 6 to 7 days following the birth. 

While palpating the fontanelles and the sutures you should be getting a general feeling for the 

symmetry of the cranial vault.  

You should then examine the palate. This is best performed while a baby is sucking. Using the palmar 

surface of the distal tip of your finger, (which is covered by a glove or finger cot), gently palpate the 

palate feeling for symmetry and shape. In a newborn you should begin with your little finger. 

Encourage the infant to suck by rolling your finger gently from side to side, while sliding your finger 

slowly back to the posterior aspect of the hard palate. Cranial distortions can cause disturbances in 

the normal suck of an infant. Achieving cranial balance is vital for correcting infant sucking issues. 

Should you assess the suck of the child to be within normal limits, but the baby is having difficulty 

breastfeeding, then you should consider referring the mother to a lactation consultant to address 

possible attachment and or supply issues. 

Cranial Assessment in the Neonate and Baby  

 

Neonates and babies often present with their own special and unique craniosacral system challenges 

for the practitioner. Due to the extreme flexibility of the newborn skull, the techniques for 

examination and treatment of the newborn when addressing the craniosacral system are quite 

different from those applied to the adult. The primary respiratory craniosacral system movement in 

the baby is generally more difficult to perceive than that in the adult. The range and amplitude of 

the movement, as well as the inherent energy which drives the system is much less in the baby. That 

said, balancing the dural system and restoring normal cranial movement in the baby is, in my 

experience, the single most important process you should address as a paediatric practitioner. The 

far-reaching positive effects which frequently occur following correction of the craniosacral system 

dynamics and function, are testament to the practitioner of the importance of incorporating this 

powerful technique into any paediatric management protocol.  

Clinically, the baby may manifest dysfunction in many ways. Symptoms include but are not limited 

to, hyperirritability of the nervous system, excessive crying, sleep disturbance, poor muscle tone (the 

floppy baby), respiratory distress, jaundice, reflux, as well as bowel dysfunction. 

My examination and treatment of neonates and infants follows a specific routine, which has been 

gradually updated, refined and modified with time. This routine I believe can be easily adopted by 

even the most inexperienced practitioner, as an effective and powerful adjunct to their current 

paediatric management protocol. This routine involves the following:  

• Inverted swing test 



• Dural balancing  

• Cranial base mobility 

• Occipital condyle balancing 

• Sutural release 

• Skull moulding 

• Spinal assessment 

Where possible I will always swaddle the baby during the examination. A swaddled baby feels warm 

and secure, and the wrap can help prevent a baby from throwing their arms around and perhaps 

startling himself, which may affect your ability to effectively treat the child. 

Inverted Swing Test 

 

The inverted swing test involves gently and with care, holding the infant by the thighs in an inverted 

position. With the infant in this position, you should observe for any indication of excessive head 

flexion or extension. A child who locks into a head flexion pattern may have a PS occiput subluxation. 

An infant who exhibits a head extension pattern will often have an AS occiput subluxation. These 

findings should always be correlated with your motion palpation findings. 

You should also observe for any evidence of body torsion. An infant with their body curved to one 

side in a ‘C’ configuration, is a classic indication of a child with dural tension on that side. 

As the infant is returned to the supine position you should also immediately observe for significant 

blanching or flushing over specific areas of the cranium. This will not indicate what specifically is 

wrong, it will simply give you an indication that something is wrong. Obvious evidence of significant 

blanching or flushing will highlight the need for further investigation. 

Dural Balancing technique 

 

Movements of the occiput or sacrum induced at one end should freely and synchronously be 

expressed at the other end. If this movement is inhibited or distorted, this technique is designed to 

free the restrictions imposed upon the spinal dural tube, either from the sacrococcygeal complex at 

one end, or from the suboccipital dural attachments at the other end. All of these restrictions can 



often be very simply and effectively mobilised through gentle, direct pressure against the restriction 

barriers as they are identified.  

This dural balancing technique is a very effective technique which is ideally suited for newborns 

through to approximately 10 months.  

You begin by contacting the baby’s sacrum by placing your hands between the legs of the baby and 

holding the sacrum with your fingertips. Your fingertips should contact the sacral base. You may also 

wish to place your thumb anteriorly between the infants legs to create a firm contact. With your 

other hand you support the occiput using the medial side of your palm. Then lift the baby slightly off 

the table so that your hands support the full weight of the baby. Using gentle pressure, elongate the 

dura by distracting the occiput and sacrum away from each other. You may wish to perform this 

manoeuvre several times to get an appreciation for the elasticity present in the dura.  

Following this, while maintaining the elongated tension, gently introduce lateral flexion into the 

baby's spine. Again this is a procedure you may wish to perform a number of times to gain an 

appreciation for symmetry in the dural elasticity which is present in the baby's spine.  

The final step in this procedure is to gently torque the occiput and the sacrum in opposite directions, 

again maintaining dural tension with elongation. You should once again perform this procedure a 

number of times in both directions, assessing for dural tension. All of these movements should be 

free, symmetrical and synchronous between the occiput and sacrum. 

Should a restriction be felt during this technique, a gentle, direct force held for an extended period 

of up to a few minutes, should produce the necessary correction. There are two directions in which 

you can work to free the restrictions. You may wish to hold into the restriction, however, in the 

agitated or unsettled baby, you will often find that they will resist this movement. The alternative is 

to hold into the side of ease, which also can very effectively free up the dural tension. As you work 

through the three steps of this procedure, focusing on freeing up perceived restrictions, any dural 

tension present should gradually release. Often a quieting and settling of the child may result 

following the successful completion of this procedure.  

A variation to this technique which I have found to be very useful, involves using gravity to assist in 

the elongation of the dural tube. This technique involves gently tilting the baby, head down, towards 

a 45° angle, while maintaining your contacts with the occiput and the sacrum. You then simply 

introduce lateral flexion and torque into the baby's spine, as per the previous technique. In this 

position you can very easily and effectively address any dural restrictions using the simple technique 

outlined above.  

This simply allows gravity to accentuate the elongation of the dura, and can be very useful when 

performing this technique in the older baby, where the size of the child can otherwise make this 

technique quite difficult. 

 

 

 

 

 



Cranial base mobility in flexion and extension. 

 

To examine and treat the cranial base in a baby, we use the natural sucking reflex of the child to 

assist the procedure. Using a glove or fingercot (perhaps dipped in milk, formula or glucose water), 

insert your finger into the mouth of the child. For a newborn, your little finger is usually the finger of 

preference. With the palmer surface of the distal phalanx gently contact the midline of the hard 

palate. This gentle pressure should initiate the sucking reflex. A child with a ‘wired’ nervous system, 

such as the ‘irritable baby’ will frequently exhibit an overactive gag reflex. This can occasionally 

make this technique difficult to perform. It is important to persist however, as the spheno-basilar is 

the key to the whole cranial system, and ensuring that it can move into flexion easily, can produce 

major changes. Indeed, you may notice an immediate change to the sensitivity of the infants gag 

reflex, following this procedure. This is a reliable sign that you have made a positive change in the 

craniosacral system of the infant.  

The technique involves encouraging sucking by gently pressing your finger against the hard palate 

and very gently encouraging the hard palate to move cephalad. While applying this pressure the 

palm of your other hand contacts the occiput with gentle pressure below the external occipital 

protuberance, with your fingers perpendicular to the spine, to direct the occiput into flexion. When 

the child sucks, your finger is pressed by this sucking action against the hard palate, which is thus 

encouraged to move cephalad. This cephalad movement in turn moves the vomer, which then rocks 

the sphenoid. The mobility of the entire cranial base is thus encouraged by the sucking action. As 

you proceed with this technique, you should feel the rhythmic effect throughout the cranium. If you 

do not perceive this flexion/extension movement, you should very gently increase the pressure on 

the roof of the mouth in rhythm with the child's sucking activity. You should gradually feel the total 

cranial vault begin to mobilise. 

In some cases the baby will not suck on your finger. In these cases, you must wait long enough to be 

sure that sucking will not be initiated by the baby, then gradually and a very gently begin to simulate 

the sucking action upon the child’s hard palate. This will often encourage the child to begin sucking 

on your finger. 

Laterality or torque at the cranial base. 

 



Once you have obtained good mobility in flexion and extension by gently encouraging movement at 

the cranial base, if you perceive any side bending or torsional distortion of the movement, then 

while maintaining the contact on the occiput, gently grasp the greater wings of the sphenoid with 

the thumb and middle finger of your other hand (being careful not to contact the frontal bone). To 

encourage lateral movement, gently approximate your fingers on one side, followed by 

approximating the heel of your hand and your thumb on the other side.  

To assess for torsional distortions at the spheno-basilar junction, you should maintain the same 

contacts and induce torque by gently rotating your thumb and middle finger, at the same time 

inducing a counter rotation movement through the occiput while holding the occiput into flexion. 

Restrictions, and therefore releases, are very subtle in babies and for this reason, I would encourage 

the inexperienced practitioner, regardless of your perception of the presence or absence of a cranial 

problem, to simply perform this procedure in its entirety. I have found many times in those babies 

where it is extremely difficult to specifically diagnose a cranial problem, that simply following this 

procedure including inducing flexion and extension, followed by lateral and torsional movements, 

will often result in an almost immediate and dramatic clinical change in the child. This may include 

improvements in the torsional posture of a child, perhaps a partial correction of previously noted 

asymmetries of the shape of the head or face, and in some cases the child may appear to 

immediately relax and be far more settled. 


