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Highlights 

 

 An eclectic approach with a mixture of different modalities such as EMDR, 

sensorimotor-psychotherapy, narrative exposure, and breathing therapy were 

used by the psychotherapist to access emotions and traumata. 

 According to the therapists at the clinic, craniosacral therapy reduced physical 

pain, thereby allowing for the mobilization of the mental resources necessary 

for psychotherapy. 

 The global aims of treatment were to increase the patients’ emotional control 

and to provide tools to improve self-care.  

 Signs of improvement were defined as the ability to transform and modify 

negative behaviors and instead do beneficial things (e.g. visiting a good 

friend) rather than resorting to self-destructive behaviors, such as intoxication 

(alcohol, drugs etc).  

 Increased self-acceptance, engagement in social activities that previously had 

been troublesome and better sleep quality were also considered to be signs of 

improvement.  

 

Abstract: 

Background: Craniosacral therapy (CST) is an established complementary modality 

for several health complaints. A clinic for psychosomatics in Norway has included 

CST into a multimodal treatment approach for severely traumatized patients. The  
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aim of this study was to investigate and describe the indications for the use of 

craniosacral therapy within trauma therapy. Specifically, to explore treatment 

philosophy, criteria for improvement, treatment aims, and the evaluation of the risk 

profile of the multimodal treatment approach. 

Methods: Semi-structured individual interviews (n=8) and one focus group 

interview were conducted with the therapists at the Clinic for Psychosomatics, 

Hospital of Southern Norway, Kristiansand, Norway. The text data were transcribed 

verbatim, and the analysis of the material was conducted according to conventional 

and direct content analysis.  

Results: The therapists at the clinic applied a holistic treatment approach, based on 

their understanding of mind and body as one entity. To access emotions and 

traumata, they used a mixture of different treatment techniques. The therapists 

experienced patients with severe bodily symptoms as being less cognitively present 

and attributed this to the symptoms craving most mental resources. The craniosacral 

therapists’ specific aims and task within the multimodal trauma therapy was to ease 

these physical complaints, so that cognitive and emotional resources could be 

utilized for therapy. The psychotherapists found that emotions and traumata were 

more accessible after CST. The general treatment goals were to increase symptom 

tolerance levels and to enable better self-care. Furthermore, the ability to transform 

negative behaviors and develop positive alternatives were considered to be signs of 

improvement. 
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Conclusion: The study participants considered that patients with complex traumas, 

including post‐traumatic stress disorder, seemed to benefit from this multimodal 

treatment approach and appreciated its’ holistic treatment philosophy, including 

craniosacral therapy. With regard to patient safety, the study participants 

recommended that craniosacral therapy for severely traumatized patients should 

only be provided in cooperation with psychotherapists, or other highly qualified 

health personnel working in specialized institutions.  

 

Abbreviations 

NAFKAM: The National Research Center in Complementary and Alternative 

Medicine  

PTSD: Post‐traumatic stress disorder 

TFCBT: Trauma‐focused cognitive behavioural therapy  

EMDR: Eye movement desensitization and reprocessing 

CBT: Cognitive behavioural therapy 

CSF: Cerebrospinal fluid 

CAM: Complementary and alternative medicine 

IRCT: International Rehabilitation Council for Victims of Torture 

NET: Narrative Exposure Therapy 
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DPS: District Psychiatric Center 

NET: Narrative Exposure Therapy 

TMJ: Temporomandibular 

HSCL 25: Hopkins symptom check list 25 

 

 

Keywords: Post-traumatic stress disorder (PTSD); traumatization, focused cognitive 

behavioural therapy (TFCBT), eye movement desensitization and reprocessing 

EMDR, psychotherapy; craniosacral therapy (CST); holism, patient safety 
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Background 

In psychology, the term trauma is used in situations that adversely affect the 

individual's mental health or personality development (1). Post‐traumatic stress 

disorder (PTSD) can occur following exceptionally threatening or traumatic events 

(2, 3). Common symptoms include re‐experiencing the trauma (in form of 

nightmares, flashbacks, and distressing thoughts), and avoiding reminders of the 

traumatic event. In addition, feelings of shame and guilt, self-destructive behavior, 

psychosomatic symptoms, somatic disorders, somatic pain disorders, and symptoms 

of hyper‐arousal (feeling on the edge, being easily startled, feeling angry, having 

difficulties sleeping, and problems concentrating) are common (3, 4). 

In Norway, like in many other countries in the world, the use of physical or 

psychological violence including torture is prohibited by law as it is in conflict with 

human rights (5). Nonetheless, a Norwegian, national cross-sectional study among 

4,527 respondents found a prevalence of lifetime rape of 9.4% in women and 1.1% in 

men. Half of the women were raped before the age of 18. Moreover, a total of 5.1% of 

men and 4.9% of women had experienced severe physical violence from their parents 

during childhood. Severe physical violence as well as rape occurred more frequently 

among individuals who perceived their financial situation as poor (5).  

A recent study in Norway (6) reported a general lifetime prevalence of PTSD in 

women of 4.3% and of 1.4% in men. The average duration of the suffering was 9 

years for women and 17 years for men. In the United States, the 12-month prevalence 
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for posttraumatic stress disorder was 3.5% in 2005 (7). PTSD remains a serious 

problem for the Western societies and successful treatment is paramount. A 

Cochrane systematic review from 2016 included 70 studies, with a total of 4,761 

participants. The results suggested some limited evidence for the use of 

individualized trauma‐focused cognitive behavioral therapy (TFCBT) and Eye 

Movement Desensitization and Reprocessing (EMDR) in the treatment of PTSD (3). 

However, even though a substantial number of studies were included, poor study 

design and low sample size indicate that results should be interpreted with caution. 

There was also insufficient evidence information available to evaluate whether 

psychological therapy might be harmful. 

TFCBT is a specialization of Cognitive Behavioral Therapy (CBT) and includes a 

number of specific techniques to overcome a traumatic event, mostly aiming at 

changing the way a person thinks and acts (8). EMDR is also commonly used to treat 

patients with trauma (9). The therapy involves evoking distressing trauma‐related 

images, beliefs, and bodily sensations, while the therapist guides eye movements 

rhythmically from side to side (10). The mechanisms of EMDR are poorly 

understood. It has been suggested that the rhythmic, bilateral stimulation while 

trauma related memories are brought into awareness, inhibits trauma related 

memories by activating the working memory and/or by requiring dual attention (11).  Jo
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Craniosacral therapy 

Within CST theory, the craniosacral system is defined as a functional physiological 

system, including the membranes and Cerebrospinal Fluid (CSF) surrounding the 

spinal cord and brain, the bones to which membranes are attached to and the 

connective tissue related to these membranes (12, 13). The system is hypothetically 

described by Upledger (14) as a semi-closed hydraulic system which produces and 

reabsorbs cerebrospinal fluids (14). Manual palpation of this system supposedly 

affects sensory, motor, cognitive, and emotional processes in the nervous system (15, 

16). Moreover, disruption of the normal flow of the CSF is believed to induce chronic 

pain and illnesses attributed to physical trauma (14, 17). Craniosacral Therapy (CST) 

is commonly described as a Complementary and Alternative (CAM) treatment and is 

mostly applied by trained craniosacral therapists, or by osteopaths and other health 

care providers with appropriate training. A systematic review from 2012 (13) 

evaluating the effectiveness of CST in different pathological conditions highlighted 

that pain and quality of life/well-being, can be improved by the use of CST. 

However, substantial heterogeneity in terms of the applied techniques in addition to 

generally small sample sizes made it difficult to draw conclusions.   

Theoretical approach 

The manual of the International Rehabilitation Council for Victims of Torture (IRCT) 

(18) addresses the importance of providing interventions that target the mind and 

body, because the body is considered to be the site of both injury and healing. Body 
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postures and facial expressions are an inert part of an emotional reaction, and 

somatosensation and embodiment play a critical role in emotional processing (19). 

Traumatizing experiences are often somaticized and represented in the body (20), 

which, indicates the need to treat the body as well, as it may function as “the key to 

the soul” (21). Zeenberg (22) emphasizes the importance of non-verbal therapy for 

PTSD patients. He describes a clinical model from Hungary, where nonverbal 

therapists use art, movement, and creative writing in rehabilitation settings. 

Zeenberg writes: “The idea is to move the deeper part of the soul of severely tortured 

persons” (p. 37).  

 

Holism is a treatment philosophy that applies “wholeness” as the principle of reason 

as opposed to the study of isolated parts (23). A holistic approach is often aspired in 

psychology, biology, sociology, and anthropology etc. and fits well with the 

theoretical approach of the International Rehabilitation Council for Victims of 

Torture (IRCT) (18). 

The term Manipulative and body-based practices includes several modalities in which 

the therapist moves or manipulates one or more parts of the patient’s body. In 

general, many of these Manipulative and body-based practices aspire also a holistic 

approach in their treatment philosophy and they may be used to treat pain, stress, 

anxiety, and depression, as well as to increase well-being, often in addition to 

conventional treatment. Examples include chiropractic treatments, physical therapy, 
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massage therapy and craniosacral therapy (24). In addition to unspecific effects 

related to relaxation and well-being, it has been suggested that this group of 

interventions influences chronic pain at nociceptor and spinal cord levels (25). A 

review from 2014 about the role of touch specific C-fibres (26), suggests a specific 

biological mechanism for the relaxation and anxiolytic effect of manipulative and 

body-based practices. The affective effects of touch have been acknowledged by the 

CAM field as a favorable active component of many of manipulative and body-based 

practices (27). In addition, social bonding and interaction have been shown to affect 

the endogenous opiate system, resulting in the release of neuropeptides such as 

endorphins and oxytocin (28).  

Therefore, the more or less recent acknowledgement of the C-fibre touch system and 

its relevance for humans, provides a physiological bases for holistic treatment 

approaches in trauma therapy and corresponds well with the clinical 

recommendations.  

The aim of this study 

The Clinic for Psychosomatics, Hospital of Southern Norway, Kristiansand, Norway 

has CST as part of their therapeutic portfolio. This study aims to explore the value of 

craniosacral therapy as an “add on” to psychotherapeutic treatment within a holistic 

treatment setting for severely traumatized patients. Semi-structured interviews and 

one focus group interview were performed with the therapists working at the clinic. 

We also wanted information regarding the indications for applying CST, the aims of 
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treatment, treatment philosophy, how signs of improvement are defined and risk 

profile concerns. 

Methods 

Design 

We applied a qualitative approach in order to obtain subjective information  from 

clinical therapists regarding CST, and to address how the intervention is used in 

practice (29). This design was supposed  to generate hypotheses for subsequent 

quantitative research and provide the corresponding theoretical framework (30). 

Study area 

The study location was the psychiatric outpatient clinic at the Hospital of Southern 

Norway that specializes in trauma-focused treatment. The clinic applies several 

modalities such as EMDR, cognitive therapy for PTSD, sensorimotor psychotherapy, 

metacognitive therapy, body oriented psychotherapy, CBT, stabilizing treatment, as 

well as elements of Narrative Exposure Therapy (NET). To date, 227 patients have 

been treated at the clinic (January 2017 until December 2018), 28 of these patients 

received CST. Interviews were performed at the clinic during working hours, and 

eight of eleven therapists agreed to participate. 
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Participants 

The outpatient clinic employs 11 therapists (including the manager). The participants 

had varying professions, including a psychologist, a psychiatrist, a social worker, a 

physiotherapist, a specialist in community medicine, a mental health/psychotherapy 

practitioner, as well as a craniosacral therapist. All therapists had extensive 

experience with trauma treatment (Table 1: Characteristics of the therapists). 

Criteria for receiving treatment at the clinic includes PTSD, exposure to violence, 

acute traumatic incidents, sexual assaults, and injuries from torture. The typical 

patient has been in mental health care for a long time. Normally, the patients are 

referred from another hospital department, or from the DPS (District Psychiatric 

Center). The average monthly referral to the clinic is about n=7 (4). 

Individual semi-structured interviews 

The interviews were based on an open-ended and semi-structured design. A 

thematic interview guide was developed and applied to guide the conversation to 

relevant topics according to the research questions. One of the strengths of semi-

structured interviews is the potential to produce specific answers to the questions of 

interest. This approach creates an informal setting and encourages the participants to 

tell their story at their own pace and manner (31). The interview guide consisted of 

the following main questions: What (which criteria) makes you refer your patients to the 

craniosacral therapist?; What (which criteria) prevents you from referring your patients to 

the craniosacral therapist?; Describe a cooperation  procedure between yourself and the 
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craniosacral therapist for typical patient; How have the patients changed after craniosacral 

treatment? How do you explain possible improvements in the patients after this treatment?; 

In the treatment you provide, what causes change in the patients?; How do you explain 

possible worsening in the patients?;What are the signs of worsening? The complete 

interview guide is attached as supplementary material. 

Focus group interview 

Group interview is a qualitative research method that uses guided group discussions 

to generate a rich understanding of the participants’ experiences and beliefs about a 

specific topic (32). The design draws on three fundamental strengths: (i) exploration 

and discovery (ii), context and depth, and (iii) interpretation. The group dynamics 

may reveal reflections of individual practice and experience that may not be 

disclosed in individual interviews (33). The mediator (TS) facilitated the group (n=5) 

discussion after completion of the individual interviews. The interview guide 

included the following questions: In your opinion, what is your  hypothesis/hypotheses 

behind the changes observed in the patients, following Nora´s treatment?; In your opinion, 

how do you explain improvements in the patients?; Have you experienced worsening in any 

of the patients after the treatment?; a) Types of worsening b) Explanations/Rationale for this 

worsening c) How is this handled/Routines?  

Data analysis 

The interviews were recorded, transcribed and anonymized. We coded directly from 

the text data and employed phrases and words applied by the participants. We 
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applied a qualitative content analysis to analyze the transcribed interviews. A 

content analysis is a systematic examination of text by identifying and categorizing 

themes (34). In addition, it classifies and develops categories, and preforms the 

coding (35). In this study, some codes were predefined and others were defined 

during the analysis (36). They were grouped according to the questions in the 

interview guide. Groups with overlapping information were merged into five main 

themes and they were renamed according to key information in the text (31). The 

quotations were analyzed in Norwegian before being translated into English. Two of 

the authors (TS and MK) read the data several times and discussed the various steps 

of the analysis process. 

Results 

Five themes arose from the data analysis: 1) Rationale for using craniosacral therapy, 

2) A holistic treatment approach, 3) Aims of the treatment, 4) Signs of improvement, 

5) Handling adverse effects and the benefit of teamwork. 

The “me” refers to the first author who performed the interviews.  

Most of the patients were Norwegian citizens on long-term therapy, who had been 

referred to trauma treatment. However, some were refugees (victims of torture1). 

Nonetheless, no typical patient could be identified. The patients were between 20-60 

                                                 
1 Torture victims who had a need for an evaluation according to the Istanbul protocol. This protocol is 

the first set of international guidelines for documentation of torture and its consequences. It became 

an official United Nations document in 1999. The Protocol is intended to serve as a set of international 

guidelines for the assessment of persons who allege torture and ill treatment, for investigating cases of 

alleged torture, and for reporting such findings to the judiciary and any other investigative body. 
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years old, of both genders, all suffered from complex traumas. Many of them had 

grown up feeling insecure for many years, suffered from childhood trauma, parental 

abandonment, sexual assault, and violence. Most of them were women with complex 

symptoms, dissociation and severe PTSD. In addition to personal problems and 

psychosomatic disorders, there was health complaints related to the body and pain, 

insomnia, and nightmares. Many of them functioned rather poorly in daily life. 

During the first consultation, the therapists focused on getting to know the patient 

and establishing a therapeutic relationship, they examined why the patients had been 

referred to the clinic, and what kind of help they needed. Then, they checked for 

personal resources, whether the patients had the ability to take on a meta-

perspective, and whether they were able to reflect on their own feelings. Important 

elements of this work were to establish contact, and provide safety and meaning.  

In addition, they evaluated potential resources in the patients´ environment (family, 

network, and friends). Maria told me that when meeting the patient for the first time 

she would not start by filling in paper-work, due to the possibility of the patients 

dropping out. During the first consultation, the craniosacral therapist focuses on 

balance, measuring postural balance in the ankle joints, temporomandibular joint 

(TMJ), and the eyes. 

1. Rationale for using craniosacral therapy for patients with complex traumas 

The therapists experienced that they were unable to help patients with a lot of pain, 

they told me that severe traumatic experiences often manifest themselves in the 
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body. The craniosacral therapists (Nora’s) job is hands on, to help reduce physical 

pain so that other therapists can work on psychological issues. She identifies muscle 

tensions, and provides treatment that actively regulates the body”, Bente said that it is 

important that patients are exposed to being touched, in order to learn body 

awareness.  

Amalie told me that Nora performs craniosacral therapy and works on muscles, 

focusing on bodily symptoms.  Her experience is that when Nora works with the 

patients, tensions and emotions are relieved. She elaborated:  

Lots of emotions emerge, which I can proceed to work with. Patients tell us that they 

have less pain in their body and that they sleep better (after treatment with Nora, 

author comment). 

Different treatment methods, more bodily oriented ones as well as variations of CBT  

are applied at the clinic and the general attitude is that “humans are more than their 

brains”. 

And, I work mostly with brains, Frida claimed. 

She also commented that patients’ bodies have to be considered, and it is important 

to take care of both parts. After treatment with Nora, it was often easier for her to 

address mental and emotional problems, patients experienced less pain and were less 

tense. "Craniosacral therapy may be an important supplement to find the connection between 

the body and emotions", Frida argued.  

The clinic manager Solveig was familiar with Noras work before employing her, she 

offered Nora a job because of her, Nora’s interest and experience in trauma therapy. 
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Solveig told me that craniosacral therapy releases energy, that can help the patients 

overcome their traumas, and that the small manipulations that Nora performs can 

move and affect the body. She believes that dopamine levels can be affected by 

exercise, and the autonomic nervous system through breathing exercises. She 

elaborated:  

We must be open to new ways of doing things! Just look at the change in treating 

stomach ulcers after Helicobacter pylori bacteria was identified as a cause, leading to 

current antibiotic treatment.  

Maria claimed that they (the psychology profession), need to focus more on the body 

because traditional psychotherapy alone does not work for severely traumatized 

patients.  She elaborated: there are so many things these patients are unable to relate 

to, and which do not make sense from an intellectual point of view. Maria believes 

that experiences are stored in the body. However, at the same time, the body is often 

disregarded, it is the body that the patients escape from. She said: 

After treatment with Nora they are more available for therapy.  

The craniosacral therapist told me that her aim is to treat physical pain, although she 

often has to support and comfort patients emotionally during treatment. In such 

challenging situations, she has to utilize all her professional experience. 

She added: 

When you have lots of pain in your body, you are not cognitively present. In addition, 

your sense of achievement is often low.  

 

Jo
ur

na
l P

re
-p

ro
of



18 

 

Bente told me that there are many unclear issues regarding Nora’s work conditions 

at the clinic. She is employed as a craniosacral therapist, but works as a counselor 

outside the clinic. It can be difficult separating the two roles. Bente thinks that Nora 

is placed into a “box” regarding her role at the clinic, and that it is difficult for her to 

be in that box. 

In summary, the therapists claimed that craniosacral therapy is an important key to 

initiating change in cases where they experience that verbal communication is 

insufficient. 

2. A holistic treatment approach 

The body centered arts practitioner and scientist Amber Elisabeth Gray (Gray2) has 

visited the clinic twice. She provides body centered therapy and sensorimotor 

psychotherapy, and focuses on how memories and experiences are stored in the 

body, and how bodily resources can be stimulated and reactivated. She has educated 

the therapists at the clinic, and has inspired the implementation of dynamic and 

body oriented treatment approaches. Herman explained: 

In our clinic, our approach is holist, using the body as a means to access the mind 

when patients suffer from traumas. Provoking a paradigm shift. 

                                                 
2 Amber Elisabeth Gray is currently the Director of Restorative Resources Training and Consulting, 

and its non-profit counterpart, Trauma Resources International, and is a clinical adviser with The 

Center for Victims of Torture in the US.  She has worked for almost 20 years with people who have 

survived human rights abuses, war, natural disaster, as well as with humanitarian response teams. 

Gray is a longtime practitioner of body centered arts and sciences (Somatic Psychology, Life 

Impressions Bodywork, energy medicine, craniosacral therapy, yoga, and shiatsu), and a board-

licensed mental health professional. She is an award winning dance movement therapist and an 

authorized Continuum Movement Teacher. She  
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The therapists see the need for using a variety of tools to access trauma when treating 

complex cases. Attempts are made to approach the problems from different angles.  

Herman elaborated: 

I have always been focused on the body that is where feelings are stored. You can 

access memories through different treatment approaches. 

Solveig also emphasized the benefit of thinking holistically, recognizing the head, 

neck, and body as being connected. She finds it meaningful to access feelings and 

memories through the body. She said: "In this way, we support the self-healing power of 

the organism.” Maria customizes treatments to each patient´s needs. She thinks it is 

important to focus on the body rather than on psychotherapy, which she thinks 

relates too much to the cognitive abilities. She said: 

It feels more meaningful for the patients to work with signs from the body. It is often 

too difficult (for the patients) to answer intellectual questions.  

Amalie told me that she thinks holistically (body/emotions). She thinks that the 

emotional history of a person affects the nervous system, the immune system, and 

the hormones, and that the body symptoms are closely connected to emotional 

expressions. Moreover, she claimed that expressions of illness are often related to the 

patient´s emotional history. She believes that life has an impact on us and that mental 

disorders rarely exist in a vacuum. As a practitioner, she has an optimistic approach, 

she claims that crises may disclose matters that were previously inaccessible. The 

result is that people can have the ability to change throughout their lives. The success 

of this therapeutic approach relies on building a trusting relationship between 
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therapist and patient, as well as tailoring treatment to suit each individual patient. 

Amalie finds it important to define this relationship.  

The relationship (patient-therapist) must have an unambiguous purpose. The therapist 

must have a meta-perspective and apply a familiar methodology. 

The craniosacral therapist explained that in her view the body creates postural 

imbalance as an answer to parental abandonment, violence, and traumas that causes 

pain. Thus, whenever she touches and manipulates the body, the tightness of the 

nerves and muscles are relieved so that the patients can let go and relax. According 

to her, the body releases energy when this imbalance is restored. These changes 

make the patients feel that they matter and that they are important to other people.  

Summary: The aims of treatment at the clinic are to support patients and promote 

them develop healthy self-help habits. The therapists’ aim to identify different 

resourceful factors in patients who have survived trauma with the aim that patients 

learn how to activate and utilize these resources, in order to have the best possible 

life.  

A holistic treatment philosophy, in which the body is an important tool is used by 

the clinical therapists, when they treat traumatized patients.  They do not consider 

full recovery to be possible, but aim to facilitate patients to be able to live fulfilled 

lives. Frida concluded:  

Some patients are beyond complete recovery. However, at the end of the day, we must 

be pleased with the results achieved. 
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3. Aims of the treatment 

The therapists’ aim of the treatment was to help patients understand and find 

meaning in their traumatic experiences. Care is an element that has often been 

absent, for example in their childhood, and the therapists worked to facilitate self-

care. Traumatized patients often have a negative view of themselves, suffering from 

poor self-esteem, feelings of worthlessness and often with no sense of love for 

themselves. Moreover, there are many things trauma patients do not remember and 

are unable to describe in words. Therapists often find that the patients want to escape 

fromc their bodies, as some experience dissociation. In the view of the therapists, 

their task is to help the patients feel complete again, and to accept themselves as 

whole and integrated persons. 

Amalie and Bente told me that one aim of the treatment is to help patients to develop 

a higher emotional tolerance level. Herman explained that an important aim is to 

support the patients to develop a better relationship with themselves, by 

understanding themselves on a deeper level, improving self-acceptance, and by 

learning how to put themselves first. He elaborated:  

That they (patients) know their limits. That means that they know what to choose and 

what not to choose. 

Part of this work consisted of providing symptom relief (for example, improved  

sleep and fewer flash backs), making it possible to work more comprehensively on 

the patients´ traumas.  
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The craniosacral therapist explained that treatment primarily aims at improving 

patient health and function, facilitating the increased availability of resources for 

psychotherapy. She also pointed out that a body in pain demands attention and 

energy, with no surplus left to work on emotions. When pain is reduced, resources 

become available to work on the emotions. 

 Signs of improvement 

The therapists at the clinic may use questionnaires to measure the patients´ mental 

health (Hopkins symptom checklist, HSCL 25) and coping mechanisms. In addition, 

the patients need to cope with the fact that they will most likely never completely 

recover a process demands patience.  

To accept and move on is a mental process. It has to do with self-acceptance.  

 

Amalie claimed that patient resources are more important than emotional intensity in 

therapy. She assesses combinations of symptoms and patient resources rather than 

that she is focusing on individual symptoms.  

Bente told me that a sign of improvement is an increase in pain endurance, often due 

to better self-understanding and pain tolerance, without resorting to self-harm, 

suicide, alcohol and substance abuse. She believes that patients need to understand 

that pain is not always constant- it can go away. She feels relieved when patients ask, 

what can I do now to be good to myself and manage to cope with difficult situations in less 

destructive ways. Then they take control of their life. 
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According to Frida, one measure of symptom severity is whether the patients are 

able to function in their everyday life. Signs of improvement are when they get more 

access to their feelings, and become more conscious of how the body and emotions 

affect each other.  

According to the craniosacral therapist, signs of improvement are related to how 

patients experience pain. Coping better with everyday life, improved sleep quality 

and a sense of contentment, indicates better overall health. 

 She claimed:  

The patients are better if their eyes are more focused, if they are more spontaneous, and 

take more pleasure in things that were previously exhausting. 

 

Maria claimed that signs of improvement are when she does not need to spend so 

much time on grounding exercises, or when patients do not lose concentration, or 

have fewer hallucinations, and are less self-destructive, as well as being able to 

disengage from destructive relationships and to then have the power to break the 

contact.  

4. Handling of adverse effects and the benefit of teamwork 

Frida told me that the patients sometimes get worse before they get better. This may 

happen when the patients are with her or with the craniosacral therapist. This applies 

especially to patients who have numerous issues they would rather like to forget. 

Higher degrees of illness are often associated with worsening when treatment is 

initiated. When treatment is too challenging to endure, it is discontinued after 3-4 
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sessions. Nora and Frida inform the patients that they may get worse (before getting 

better), with the aim to give the patients a sense of control. 

Maria claimed that patients quite often get worse and no one knows exactly what 

causes or triggers these reactions. Frank elaborated:  

Experiences from previous therapy sessions may make symptoms more apparent, 

possibly provoking a breakthrough, helping patients to move on. 

 

Sometimes, patients are referred to other kinds of treatment at the hospital. Bente 

often refers them to the local Nursing and Health Care Department. When adverse 

effects of the treatment were discussed in the focus group interview, most of the 

participants claimed that there were few cases of adverse effects at the clinic. 

However, when the therapists reflected on the theme together, they agreed that 

patients with severe symptoms are difficult to treat. In situations where the 

therapists are uncertain of what to do, or they do not see signs of improvement, they 

have the possibility to present the case to the rest of the team. This often results in a 

change of perspective, the identification of alternative approaches and treatment 

suggestions. 

Amalie told me: 

I think this is a very important factor. I feel totally convinced about that. If we 

practiced without having colleagues and the knowledge that is here, we would be in 

trouble. 
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The craniosacral therapist claimed that professional expertise and being part of a 

professional team are fundamental. The assurance that severely ill patients are 

adequately taken care of, gives her confidence as a therapist.   

In summary, many patients experienced worsening after treatment, especially 

initially. Symptom worsening was not registered as an adverse effect at the clinic. 

However, difficult cases were discussed by the interdisciplinary team.  

 

Discussion 

The most prominent finding was that the therapists at the clinic applied a holistic 

treatment strategy, which corresponds to and reflected their view of the patients as 

whole persons, their own role as therapists, and their treatment philosophy. To 

access emotions and traumata, they used an eclectic approach with a mixture of 

different modalities such as EMDR, sensorimotor-psychotherapy, narrative exposure, 

and breathing therapy.  

The rationale for using craniosacral therapy as an addition to psychotherapy, was 

that patients who are in pain, are less cognitively present because pain is all-

consuming, demanding all their mental and bodily resources. According to the 

therapists at the clinic, craniosacral therapy reduced physical pain, thereby allowing 

for the mobilization of the mental resources necessary for psychotherapy.  Emotions 

and trauma became more easily accessible and available for therapeutic techniques. 
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The global aims of treatment were to increase the patients’ emotional control and to 

provide tools to improve self-care. Signs of improvement were defined as the ability 

to transform and modify negative behaviors and instead do beneficial things (e.g. 

visiting a good friend) rather than resorting to self-destructive behaviors, such as 

intoxication (alcohol, drugs etc). Increased self-acceptance, engagement in social 

activities that previously had been troublesome and better sleep quality were also 

considered to be signs of improvement.  

According to the therapists, many patients deteriorated throughout the course of 

therapy, especially in the beginning. Sometimes this worsening was so severe that 

the patients decided to refrain from further treatment. Difficult cases were often 

presented to the multidisciplinary team, where other approaches and alternative 

treatment strategies were discussed. Up to this point in time, no deterioration has 

been observed, no major harm to the patients has been registered. The most likely 

reason for this is that the team of therapists is highly qualified, they are used to 

handling serious events, and have established coping routines. Moreover, patients 

who were not accessible for therapy were referred to other departments at the 

hospital, or institutions in the community.  

Adverse effects and healing crisis 

No systematic routines have been established yet in order to document worsening of 

symptoms as adverse effects. The reason for this might be that these events were 

considered to be a healing crisis. A healing crisis is defined as a temporary 
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exacerbation of symptoms on the way to more definite improvement (37). 

Nonetheless, as worsening of symptoms is accepted to a certain degree within 

psychotherapy and monitored as a part of the healing process, it is important that 

therapists (both conventional and CAM) increase their awareness of such events. It is 

important with regard to patient safety that therapists do not ignore signs of serious 

events and thereby provoke a dangerous situation for the patients (38). One of the 

recommendations based on the results of this study is to establish a documentation 

routine for such events.  

Mixture of different techniques 

Trauma therapy is difficult, complex, and often frustrating. It requires therapist 

experience, personal strength and integrity. One of the most striking findings in this 

study was the openness of the therapists and the management of the clinic, towards 

this multimodal and holistic approach. The group applied unconventional and 

creative lines of action in order to help patients overcome horrifying life experiences 

and severe traumas. Facilitated, by prioritizing teamwork and always being open in 

their choices of therapeutic modalities.  

Many psychotherapists dealing with similar cases express that only trusting 

evidence-based therapies and applying very specific treatments may not be sufficient 

to treat PTSD (39). Yalom (40) argues that the elements that are most likely to make 

psychotherapy effective are the throw-ins. This is a cooking metaphor referring to 

minor ingredients that potentially greatly enhance flavor (39). Harry Stack Sullivan 
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(41) suggests a caring relationship as a throw-in, helping the patient bear and put into 

perspective the burden of loss, that goes beyond simple desensitization of trauma 

memories. We suggest that craniosacral therapy may be another beneficial trauma 

therapy throw-in; further supporting the assumption that  a mixture of techniques is a 

possible way forward in this field (39). Steven Southwick, Director of Veterans 

Affairs Connecticut PTSD/Anxiety Disorders program, appreciates the value of CAM 

modalities such as mindfulness, logo therapy3 and exercise in the treatment of war 

veterans; based on the fact that too many veterans continue to suffer even after 

receiving evidence-based treatment.  

Neuroscientific evidence has demonstrated that hands on therapies have positive 

emotional effects on humans. The role of touch in humans and its fundamental 

meaning for social animals have been well established in neuroscience (for 

overviews, see (26, 43)) This suggests a distinct beneficial component of many 

manipulative modalities (44). The identification of a defined affective C-fiber system 

may explain the fundamental role of light touch for human well-being, provoking 

relaxation, pleasure, and anxiolytic effects in humans. The identification of a 

potential, neurophysiological component adds credibility to the clinical experiences 

reported by the participating therapists in this study. That said, the question about 

the specificity of CST arises. From a physiological point of view, not only CST but 

                                                 
3 Logotherapy is based on the belief that human beings have an inner drive toward finding meaning in 

life. Logotherapy has a radically optimistic view and human potential, and is based on the philosophy 

of Victor Frankel (1905-1997)42. Frankel V. Kjempende livstro. English: Man's Search for Meaning. 

Oslo: Aventura Forlag A/S; 1993. 
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also other manipulations activating the C-fiber system for pleasant touch could be 

expected to provide positive effects, in specific situations for severely traumatized 

subjects. Indeed, there seems to be evidence that other manipulations, e.g. massage 

might be helpful in some situations during a trauma therapy session (45). Further 

research is necessary to provide additional evidence for both CST and other 

manipulations provoking activation of the light-touch C-fiber system, as well as 

comparisons of the efficacy of the different methods.  

Strengths and limitations of the study 

The findings of this qualitative study should be interpreted in light of its limitations. 

As previously stated, it is not clear whether the reported effects are specific for CST 

or whether similar effects could be expected from other manipulations activating C-

fiber system. In any case, the activation of this system seems to open pathways for 

trauma patients and seems to make them more susceptible for psychotherapy. This 

study focused on a small group of therapists who participated in a single interview 

and a focus group interview. Had a greater number of therapists been interviewed, 

additional insights may have been obtained into the practice of psychotherapy 

combined with craniosacral therapy for severe traumatized patients. In this study 

we presented reflections based on experiences from a specific, small, and new field, 

which is under debate from a biomedical point of view and considered more 

alternative than complementary. Considering the small population in Norway, the 

narrow field, the few number of clinics, and limited access to 
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clinicians/therapists/patients, the extensive experience and professional skills of the 

therapists enhance the credibility of the findings, despite the small sample size.  

In order to strengthen the credibility of the study, different approaches for data 

collection were used, namely individual interviews and a focus group interview. The 

rationale for this approach was to examine the research questions from different 

perspectives, thereby enhancing trustworthiness and internal validity of the study 

(31). The researcher is the most important tool in qualitative research. In this study 

the researcher collected the data and if necessary, made decisions where needed. The 

researcher’s integrity, including knowledge, experience, honesty, and sense of justice 

is crucial for securing good quality research. The research team continually evaluated 

and commented on the integrity and critical attitude towards the work (29).  

Implication for further research and clinical practice 

A qualitative study may be a suitable approach to map this field of interest. Such 

data may also be used as a basis for a subsequent quantitative approach using quasi-

experimental designs (46). We are not convinced that severe trauma/PTSD is a  

condition suitable for a large, randomized controlled trial (RCT), since the patient 

population is rather small and heterogeneous. Moreover, quantitative research 

conditions required for an RCT such as e.g. randomization may induce ethical 

challenges when carried out on  groups of highly vulnerable patients. Nonetheless, 

there is a wealth of quasi-experimental designs available (see (46)) which provide a 

suitable compromise between scientific strength and ethical responsibility. 
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One possibility is to develop questionnaires (based on data from qualitative studies) 

for use in a cross-sectional study (30). Another approach may be to conduct a 

prospective observational study of patients with PTSD using craniosacral therapy as 

an add-on to psychotherapy, with the aims to record symptoms and other functions, 

evaluating change over time and subjectively experienced benefits. Risks as a result 

of treatment from both the patient’s and therapists’ perspective could also be 

recorded. The aim of such a study could be to generate a hypothesis and data for 

sample size calculation, to be used in a larger study (47) . 

Conclusion 

According to data from this qualitative study, patients with complex traumas 

including PTSD benefit from being treated holistically, with a mixture of different 

treatment modalities, including a bodily oriented modality such as craniosacral 

therapy. According to the study participants, this modality was particularly 

beneficial for patients who did not benefit from psychotherapy due to physical 

complaints. However, in order to prevent harm to patients, craniosacral therapy for 

severely traumatized patients should only be provided in cooperation with 

psychotherapists, or other highly qualified health personnel working in professional 

institutions. Routines for documenting adverse effects are recommended. 

Availability of data and materials 

Data is not available due to Norwegian privacy regulations. Applications for any 

data must comply with Norwegian privacy regulations. 
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Table 1: Characteristics of the participants  

Name Gender Age Year in 

practice 

Education/skills Reasons for 

becoming a therapist 

Treatment philosophy 

A female 49 20 Psychologist (psychology 

specialist); EMDR 

supervisor; Schema- 

therapy for personality 

disorder; sensorimotor- 

psychotherapy. 

Bookworm as a child, 

mother worked as a 

psychiatric nurse 

interested in 

psychology from 14-

15 years of age. 

The perspective of 

trauma has been 

important for 

understanding mental 

health; treatment 

optimist; holistic 

approach to health; 

mental and physical 

health are connected; 

Mental disorders do not 

exist in a vacuum.  

B female 51 10 Social worker; cognitive 

behavior therapy; 

sensorimotor-

psychotherapy. Worked at 

the child welfare 

authorities for 17 years 

before becoming a 

therapist. 

As social worker, she 

wanted to work more 

therapeutic and 

applied for a position 

at the clinic. 

Body oriented approach 

to psychotherapy; the 

importance of reflection 

and understanding 

yourself; Exercise and 

movement. 

F female 61 9 Master in mental health; 

EMDR; cognitive 

behavioral therapy; 

narrative exposure; 

Background as 

administrative employee at 

the clinic; agronomist and 

worked with movies 

(animation movies). 

Always wanted to 

study psychology, 

but the time was 

never right. 

Pragmatic approach to 

treatment; keep it 

simple; good at talking 

with people; 

Psychoeducation 

(appeals to reason when 

facing emotions) and 

narrative exposure. I 

must understand the 
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process myself to teach 

my patients. 

H male 53 5 Physical therapist; family 

therapy; relations and 

parenting; EMDR; 

sensorimotor-

psychotherapy; 

Communicology; 

mindfulness; acupuncture 

and Chinese herbs; 

relaxation and breathing 

exercises.  

Fascinated by the 

relationship between 

humans and  

between humans and 

nature. The 

importance of 

flexibility and balance 

and how our natural 

abilities of healing 

can be developed. 

Holistic approach to 

health and treatment; 

The importance of 

balance; Psychotherapy 

combined with body-

based treatment.  

S female 63 20 Medical doctor; specialist 

in community medicine; 

EMDR-therapist; 

sensorimotor- 

psychotherapy; breathing 

exercises. 

Has always wanted to 

become a medical 

doctor; was very 

interested in nature 

biology and social 

science since 

childhood. 

The benefit of thinking 

holistic in contact with 

somatics. Sometimes 

you have to treat the 

body to get access to the 

emotions and then the 

mind. 

M female 36 9 Psychologist (soon 

psychology 

specialist);EMDR –

therapist. 

Because it is so 

interesting. It`s 

meaningful to be able 

to support people in 

their struggle for a 

better life, and seeing 

them achieve their 

goals. 

Adjust the treatment to 

each individual patient. 

Body oriented 

approach. Work 

according to what the 

body tells. Holistic 

approach. 

F male 50 2 Psychology specialist; 

EMDR; sensorimotor- 

psychotherapy: Clinical 

hypnosis. 

He worked as a 

musician in the 

military. After a 

significant evaluation, 

he decided to study 

psychology. 

Building relationships, 

everyone has the ability 

to get out of difficult 

situations; I facilitate the 

development of good 

abilities and skills to 

master in life. 

N female 53 14 Officers' training school; 

Norwegian Military 

Academy; foreign service; 

craniosacral/posturology 

therapist; teambuilding; 

sensorimotor- 

psychotherapy; cognitive 

behavior therapy; trauma 

therapy; coaching. 

Worked with 

counseling and 

teambuilding after 

military service. 

Personal experiences 

made her develop an 

interest for working 

with the body 

combined with 

counseling. 

The importance of 

recovering strength; 

increase function for 

patient satisfaction; 

experience based 

practice.  
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