
INTRACRANIAL FLUID CONGESTION 

 

 Congestion of fluids within the cranial vault may be secondary to an obstruction to outflow at the 
cranial foramina that causes low-grade increases in back pressure. The most common areas for tissue 
contractures that increase back pressure are probably at the jugular foramina. These foramina are 
located just lateral to the occipital condyles. A somatic dysfunction in the occipitoatlantal 
relationship will very likely result in tissue contracture, which will increase the back pressure to 
cranial-vault venous outflow via these (jugular) foramina. 

 

 The jugular foramina also afford passage to the ninth, 10th, and 11th nerves. Disturbances of these 
nerves may result in clinical symptoms related to cardiac rhythm, digestion, bowel function, 
swallowing, etc. The spinal accessory portions of the 11th cranial nerve arise from the upper five or 
six cervical segments. They pass cephalad through the foramen magnum into the cranial vault. They 
exit from the vault via the jugular foramina and provide motor fibers to the sternocleidomastoid and 
trapezius muscles. 

 On the basis of these anatomic relationships, it can be seen that tissue changes in the vicinity of the 
occipital condyles and jugular foramina may result in varied pain and autonomic syndromes.  

An effective therapeutic approach must deal with all the soft-tissue disorders that may cause 
obstruction to fluid outflow from the cranial vault. 

First-Rib Restriction 

 Remaining restrictions of the first rib are then easily corrected by bending to the side of the 
restriction so that maximal tissue relaxation is obtained. With the thumb and index finger grasping 
the tissues in the region of the first-rib head, mobilization can usually be accomplished by the use of 
direct gentle pressure. If further mobilization is required, respiratory assistance (as above) may be 
quite helpful. 

Release of Upper Cervical and Suboccipital Tissues 

 

 The patient and physician remain in the same position except for the physician's hands. These hands 
are approximated palms up, with the fingers flexed so that the distal phalanges are oriented at 
approximately 90 degrees to the longitudinal plane of the patient's cervical spine. The fingertips 
apply deep pressure in the suboccipital region bilaterally. The physician's fingertips are also used to 
support the patient so that the occipital region is initially suspended above the physician's palms. 
Finger pad contact should be maintained with the inferior aspect of the patient's occiput. As the 
suboccipital tissues relax, the occiput will gently settle into the physician's upturned palms. The 
firmness of bone (the atlas) will be apparent at the fingertips on completion of this technique. This is 
a passive and waiting technique on the part of the physician. Respiratory assistance (as above) by the 
patient may be employed to facilitate tissue relaxation. 



 As the tissues relax, a discrete area of tissue contracture may be discovered. This may be a key 
trigger to the pain syndrome. It should be specifically treated with further deep pressure until it is 
perceived to relax. This technique is aimed at releasing all tissue hypertonus that may influence 
outflow from the jugular foramina. 

Parietal Lift 

 

 The physician should be seated above the patient's head. The physician's fingertips are placed gently 
in contact with the lateral aspects of the patient's parietal bones bilaterally. The fifth finger pads are 
in contact with asterion, anterior to the lambdoid sutures and just above the temporoparietal 
sutures. The other three fingers of each hand are placed about 1 cm. apart and must be above the 
patient's temporoparietal sutures. The physician's thumbs are now crossed upon each other above 
the patient's head. (They do not touch the patient's scalp.) Next, after finger placement is rechecked, 
gentle pressure is exerted to compress the lateral aspects of the parietal bones medically. If the 
temporal bones are pressured, the technique will not work and may, in fact, women the clinical 
symptoms. The amount of pressure exerted on the parietal bones is on the order of 5-10 gm. The 
thumbs, in contact with each other, are used to steady the physician's hands. This gentle pressure on 
only the parietal bones as held constant for several minutes. (Usually three to five minutes will 
suffice.) As the temporoparietal sutures disengage, it will feel to the physician as though the parietal 
bones are moving superiorly and spreading very slightly. Do not release your parietal pressure 
suddenly. Do it gradually, otherwise you may worsen the symptoms. Usually when this release is felt, 
the patient will remark that "pressure" within the head has been relieved. 

 1. On the midline of the body-- at the juncture of the sagittal and lambdoid sutures on the scalp, 
between the occiput and the atlas, between C2 and C3 (spinous processes), and between C7 and T1 
(spinous processes). 

 2. At the juncture of the metacarpal bones of the thumb and index finger on the distal aspect of that 
joint capsule, about midway between its palmar and dorsal surfaces (Hoku). This locus is very 
reactive to needling and deep pressure. 

 3. At the midpoint of the popliteal crease bilaterally (B54). The best effect is obtained by 
transcutaneous needling.  

 4. Immediately inferior to and directly over the mastoid tips bilaterally. The best effect is obtained 
by transcutaneous needling or by gentle pressure and circular massage. Do not use even moderate 
pressure on this area, or you may induce a variety of autonomic responses. If your pressure worsens 
the head pain, it is too firm. 

 5. At the inferior aspect of the occiput on the lateral aspect of the trapezius, bilaterally. These loci 
are very effectively treated by needling or deep pressure. 

 6. About 1 inch inferior to the superior border of the trapezius, midway between the deltoid origin 
on top of the shoulder and the vertebral articulation of the first rib. These areas are well known to 
many patients as effective for the use of relaxing massage. They are very effective loci for needling to 



achieve cervical relaxation and to reduce intracranial fluid back pressure. (Look for discrete areas of 
acute tenderness.) 

 7. The medial aspects of the scapular spines (bilaterally) frequently present effective peripheral 
stimulation loci, as do the medial borders of the scapulae superior to their spines. Peripheral 
stimulation therapy loci, which are very useful in the reduction of intracranial fluid pressure, are 
known in acupuncture as K1, GV24.5, and GV26.K1 is located bilaterally on the soles of the feet just 
proximal to the prominence of the metatarsophalangeal joints between the second and third 
metatarsals. These loci are very responsive to needling or deep pressure. The other two loci (GV24.5 
and GV26) are found, respectively, on the midline between the medial aspects of the eyebrows (over 
the glabella) and above the mucocutaneous junction of the upper lip a third of the way towards the 
base of the nose. These loci are very responsive to needling or to the application of locally applied 
heat by contact with a warm metallic object. 

SPINAL DURAL STRESS 

 The dural tube is a relatively inelastic and tough membrane. It attaches firmly at the foramen 
magnum to the posterior bodies of C2 and C3 but not again within the spinal canal until it reaches 
the level of S2. It becomes the filum terminale externus, passes out the sacral hiatus, and attaches to 
the coccyx as its periosteum. Considering the anatomic relations of the dura below the foramen 
magnum and the fact that it forms the endosteum of the cranial-vault bones, it becomes apparent 
that any continuing stress on the dura mater is capable of producing head pain. A common situation, 
often ignored, is the anterior flexion of the coccyx due to trauma. The patient seldom perceives the 
relationship between a fall on the "posterior" and the subsequent onset of persistent head pain. 
Consideration of the dural osseous attachments readily illuminates a mechanism of dural stress 
transmission from the anteriorly flexed coccyx to the foramen magnim of the occiput. This stress, 
though of low grade, is continuous and may cause recurrent occipitoatlantal somatic dysfunction, 
which in turn causes fluid outflow obstruction at the jugular foramina and intracranial fluid 
congestion. The cervical musculature becomes hypertonic in response to irritation of the motor 
nerves. Visceral autonomic syndromes frequently occur. These syndromes eventually resemble each 
other and become autogenically perpetuated. All the techniques described above may be instituted; 
however, permanent results will not be obtained until the coccyx is mobilized. 

Direct Technique 

 With the patient comfortably flexed in the lateral recumbent position, the physician's gloved index 
finger is inserted into the anus. The coccyx is grasped between the index finger (in the rectum) and 
the thumb (external). Anterior flexion and posterior extension motion testing is gently carried out. 
Very often the patient will comment that anterior flexion increases or causes head pain and posterior 
extension motion relieves it somewhat. These observations by the patient confirm your diagnosis. 
The correction is achieved by the application of gentle direct technique against the pathologic 
motion barrier with respiratory assistance until a relaxation is felt. This simple treatment is very 
effective. It has solved some very severe and persistent headache problems. 

Sutherland's Technique-- "Directing Fluid" 



 This technique makes use of a mechanism that is not yet scientifically understood but produces 
predictably favorable clinical results. It is not necessary to be an experienced cranial manipulator in 
order to successfully employ this very effective therapeutic approach. Place the pads of one or two 
fingers gently on the scalp directly over the painful suture area. Now, imagine a line or vector from 
the painful area through the center of the skull (using a globe as the ideational model) and out the 
other side of the patient's head so that an imaginary diameter has been formed. With the other 
hand, very gently palpate for a pulsation of the scalp at the region where the vector (diameter) 
would emerge from the patient's skull. The exact location can easily be determined in a few seconds 
with an extremely light palpatory touch. 

 Once the area of pulsation has been located, apply two or three finger pads to the area while the 
fingers of the opposite hand (in contact with the painful suture) are gently laid upon the scalp so that 
the length of two of these fingers parallel the painful suture about 0.5-1.0 cm. on either side of it. 
The painful suture will seem to begin pulsating. This pulsating will continue for a matter of minutes. 
As the pulsation gradually subsides, so will the pain. A very gentle spreading action by the fingers 
paralleling the painful suture will speed the therapeutic effect, but it is not mandatory. Remember 
that gentleness is absolutely necessary for the success of this technique. 

 


