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Hello” and “kay” are a few of John’s favorite new words.
John is a bright-eyed four-year-old born with a rare neurological
disorder. John’s primary symptom is hypotonia, characterized by
difficulty moving against gravity.

John’s doctors predicted that he would never walk or talk, and
would be on medication for seizures his entire life. Lately though,
John has been receiving a combination of CranioSacral Therapy
(CST) and Sensory Integration (SI) Therapy, with spectacular
results. John is now moving around and vocalizing better, and he’s
no longer on anti-seizure drugs.

What is the CranioSacral System?

The membranes and cerebrospinal fluid that surround and protect
the brain and spinal cord comprise the body’s craniosacral system.
This important systemr eéxtends from the cranium (the skull,
face, and mouth) down to the sacrum (the tailbone area). Any
restrictions in the membranes of this system can directly affect
central nervous system performance, causing a wide range of
sensory, motor, and neurological problems,

What is CranioSacral Therapy?

‘CranioSacral Therapy is a non-invasive technique that facilitates
the body’s own healing process by monitoring the health of the
nervous system. Using a soft, light touch, typically no more than
the weight of a nickel, the CranioSacral therapist palpates the
craniosacral thythm, to locate and correct restrictions in the body
that impair nervous system functioning,

When a restriction releases during a CST treatment session,
the patient may not even notice the affect. Sometimes changes
manifest themselves hours or even days later. Often, they can be
profound and dramatic, and involve tissue memory releases as
well. A child may become noticeably calmer, or have increased
function in some skill. Effects usually become more evident over
time with multiple treatment sessions.

What is Sensory Integration?

Sensory Integration (SI) is something our bodies do automatically.
Organs take input from the external environment through
touch, sound, sight, smell, taste, movement, and proprioception
(information received through our joints and large muscles). If the
central nervous system processes what is going on in the body and
environment accurately, a person reacts appropriately. However,
in many children with delays, that is not the case.

What is Sensory Processing Disorder?

When the nervous system does not process sensory information
accurately because of dysfunctions with sensory registration,
integration, and modulation, Sensory Processing Disorders
(SPD) occur. An affected child may be either over-reactive
‘or under-reactive to touch, sound, movement, smell, tastes,
and sight. The child may exhibit speech/language difficulties,
challenges in coordination or learning, clumsiness, delays in
motor skills, and poor muscle tone.

Visual motor skills, poor socialization skills, behavioral issues.
problems sequencing, or difficuity with self-care and play skills
are other outcomes. With SPD, symptoms can be intense and
frequent. SPD has many causes, including C-sections, vacuum
extraction at birth, prematurity, exposure to toxins and pathogens
in utero, as well as hereditary factors. A large number of children
with sensory processing problems have had traumatic births, with
breech presentation, and decreased oxygen to the brain.

What is Sensory Integration Therapy?
Therapeutic strategies to treat SPD favor approaches rich in
vestibular, proprioceptive, visual-motor, and tactile inputs.

Therapists carefully select appropriate activities to stimulate motor _

planning and neurological development in compromised areas.

SI therapy uses equipment designed to develop the neurological
skills necessary to perform everyday functions. For example,
swinging in a special glider filled with colored plastic balls
gives tactile and vestibular input. Standing on a platform swing
enhancesbalance while promoting bilateralintegration and rotor
planning. A vertical tire swing with two handles encourages
hand-eye coordination along with bilateral integration of the
brain. Therapists carefully choose, monitor, and direct these
activities to provide the child with an appropriate level and type
of stimuiation.

CST and SI: A Great Team

Therapists- see profound changes in the children receiving
combined CST and SI therapy. CST can be powerful paired with
SI therapy because CST works directly on the nervous system
to improve neurological functioning, processing and integration
of sensory information. SI therapy often allows a child to better
tolerate the gentle, steady touch of CST and to facilitate and
further the changes that result from treatment.

CST therapists often use listening therapy with special music
transmitted throngh headphones during the CST treatment session
to modulate alert states and regulate reactivity to sensory input.
Another method is replacing a standard treatment table with a
net swing, allowing the child to swing while the therapist uses
her hands to give vestibular input. In some cases, the therapist
may choose to alternate sensory integration exercises with short
sessions of CST to allow the child to relax, process and accept
the treatment.

To learn more about combined CST and SI treatment contact The
Upledger Clinic {see cover article). Several books on how CST
changes lives are available on their website. For information on
sensory integration, go to the DDR website at www.devdelay.org
for links to many great sites.

RebeccaFlowers, OTR/L, BCF, CST-D, iscertifiedin CranioSacral
and Occupational Therapy, and in the Sensory Integration and
Praxis Test (SIPT). She is a certified instructor in CranioSacral
Therapy and Pediatrics at The Upledger Institiste, Inc.
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H)W do we balance the needs to protect ourselves from danger
and to take risks that facilitate learning? How can we comprehend
our lives, the world, and our reading assignments, while keeping
perspectives that encompass both details and context? The
fascinating tendon guard reflex (TGR) is in charge!

Like all reflexes, the TGR has important ramifications for survival/
protection and development, as well as both healthy and unhealthy
(hypo- or hyperactive) manifestations. Today, though survival may
not often depend on our physical ability to defend ourselves, we do
experience high levels of stress that call forth the TGR.

Under chronic stress, and especially when we have no opportunity

to dissipate tension by taking action, the reflex can remain active
beneath our conscious awareness, keeping us either in constant
motion or immobilized in an internal posture of withdrawal and
search for safety.

The TGR is an automatic whole body reaction to a message from
the brainstem. Under threat, this ancient survival-oriented part of
the brain mobilizes for our protection. Depending on the nature of
the threat, the body has three choices: freeze, fight, or run away
{take flight).

When the TGR sets off a “freeze” response, the body collects its
resources at its core; we bend forward, and stop. In the “fight or
flight” response we straighten in preparation to move. Russian
psychologist Svetlana Masgutova, Ph.D. refers to these two versions
of the TGR as‘the “Red Light” and “Green Light.”

The “Red Light” TGR

The Red Light reflex sets off the “freeze” response by causing the
abdominal, shoulder, and neck muscles to contract. The trigger
can be a sudden, unexpected sound, sight or sensation. Hearing
a suspicious noise upon opening the garage door is a perfect
example of something that could trigger a normal Red Light
tendon guard response. We stop in our tracks, hold perfectly
still, quieting the body, while activating vision and hearing to
locate possible danger.

In full maturation the Red Light reflex also supports one’s ability to
narrow the field of attention, movement, and action, to concentrate
on and analyze details. Such a state of intense focus, referred to
in Brain Gym as “low gear,” is usually characterized by stillness
or deliberate one-sided movements. In the garage example, we
would move carefully, analyze the situation, and reach a logical
conclusion about the source of the noise.

When the Red Light reflex is over-active, we have its negative
version: an excessively narrow attention field and limited ability to
act. Behavior becomes compulsive, over-focused on unimportant
details. Children who perseverate or shut down often have
hyperactive Red Light reflexes.

The “Green Light” TGR

An activation reaction, the Green Light TGR causes spinal muscle
contraction, lifting and extending the spine, getting us ready to
move. More developmental than protective in its initial purpose, it
helps infants discover their spinal muscles.

The Tendon Guard Reflex '

by Mary Rentschler, M. Ed.

When babies lift their heads at two or three months, they activaie-
their spinal muscles for the first time. Lying on the stomach, they
learn to arch their backs, and raise and stretch legs and arms. Later,
when sitting up, the head-righting reflex emerges. Eventually the
muscles that permit standing, walking, and posture contro] develop.
The Green Light TGR, interacting with other reflexes, supports all
this growth.

The matare Green Light Reflex also enables individuals to widen
the field of vision, movement, and action, to see the “big picture,”
to act and to foresee consequences. Easy contra-lateral movements
wsually characterize this state of more relaxed focus, referred to
in Brain Gym as “high gear,” the basis for the ability to think and
move simultaneously. If a threatening growl comes out of the dark
garage, the Green Light reflex would trigger the flight response.
On the other hand, a familiar voice will cause us to look up, relax,
and move toward iL.

In children with ADD and ADHD this reflex is hyperactive. The
negative version, excessive widening of the attention span and
chaotic, uncontrolled, impulsive movement is apparent.

Regulating the TGR
When integrated, both parts of the TGR bring the support of
good postural dynamics into movement development, sensory

integration, attention, organization, comprehension, and overall s °

cognitive development. Individuals with poorly integrated TGRs ™
are vulnerable to the extremes of the red and green lights:
excessive withdrawal and self-protection or excessive engagement
and inappropriate risk taking.

Structurally, the TGR activates a tendon/muscle/joint system
comprised of the big toe, the foot tendon, the Achilles tendon, the
hamstrings, the sacrum, thé spine, various back and neck muscles,
and the occiput. Many children with developmental challenges have
chronic tension in these tendons and muscles, with accompanying
motor/emotional/cognitive issues and, in severe cases, postural
or structural abnormalities. Children with autism and/or speech
delays are often toe walkers with extremely tight calf muscles.

Carla Hannaford, author of Smart Moves (see Booklist),
recommends releasing the TGR to develop language in non-verbal
children. Dr. Masgutova teaches parents to lengthen children’s foot
tendons by massaging the soles and flexing and extending a child’s
feet. Another simple intervention is pushing rhythmically on the
balls of the feet while a child lies supine on the floor; this activity
initiates a gentle relaxing movement that rocks the entire body
from toe to head.

The TGR is one of many reflexes that respond well to intervention.
Calming it can reset proprioceptors and reeducate muscle-tendon
systems that habitaally contract in unfamiliar learning situations.
Energy then moves away from the survival-oriented brain stem
into the frontal lobes, and the child experiences a feeling of
participation readiness. ' : :

Mary Rentschleris a consultant in private practice in Washington,

DC. She lectures on reflexes and Brain Gym, and is a Masgutova
Method Specialist. You can contact her at wren@pipeline.com .
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