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アナトミートレイン 

ストラクチュラルエッセンシャルズ 

足アーチ＆脚 
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今回のクラスは： 

ストラクチュラル 

エッセンシャル1



このコースの目標
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• 足とそのアナトミートレインを介しての身体全体への影響を理解する 

• ストラクチュラルインテグレーションワークのための基礎を構築する 

• 生体力学的治癒への症状に基づいたアプローチvs.システ
ムに基づいたアプローチを考慮する 

• ホリスティックな戦略を作成するための機能的＆構造的
アセスメントを使用する 

• 解剖学と身体のパターンに基づいた筋筋膜ワークを適用
する 

• 触診によって導かれるワークのスキルを構築する



固有受容感覚のベース
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タッチ、感覚マッピング、空間の医療



固有受容感覚のベース
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インプリンティングとパターニング 
は早期に始まる



重要な用語
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フォーム＆フォースクロージャー（形状による閉鎖＆力による閉鎖） 

「フォームクロージャー」という用語は、関節表面の適合による関節に元々備わった安定性を解説する
もの。「フォースクロージャー」は関節の安定性を生み出すために働く全ての力（靭帯や腱）に関連する
もの。 

エッセンシャルイベント 

エッセンシャルイベントとは、より効率的な動きのためにアナトミートレインのラインを動員するために
必要な関節のアクション。例えば：前に一歩進むために足首、膝、股関節で起こらなければならないこ
とは何か？アナトミートレインのラインがバランスよく関わることがこれらのアクションの容易さと効
率性を促進する。 

カタパルト効果（プレテンション） 

弾性（筋膜）組織の力学的ローディングとバネのようなアクション。伸長ー短縮サイクルに関連する。 

フットロッカーズ 

ヒールストライクからプッシュオフで起こる4つのヒンジのアクション。（踵、足首、中足部、つま先）              



足は、トップに距骨が
位置する3つの面を持つ
ピラミッド状の四面体
である

足と脚の骨の構造

Molliere

足のメディテーション



足の28個の骨

足根骨 (7) 
 - 距骨 
 - 踵骨 
 - 舟状骨 
 - 3 つの楔状骨 
 - 立方骨 
中足骨 (5) 
趾骨   (14) 
種子骨   (2)
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足：骨の解剖学パルペーション

Sustentaculum  Tali

Groove for tendon of Flexor 
Hallucis LongusHead of Metatarsal

Base of Metatarsal

1st ( med) Cuneiform
Tuberosity of 5th Metatarsal

Cuboid

Calcaneus

Trochlea of Talus

ペアを組む



下腿部：骨のランドマーク
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脛骨 - 顆、結節粗面、幹、果 

腓骨 - 頭、幹、果 

骨間膜  - 繊維の方向性に注目



距腿（足首）：蝶番関節 
全ての足根骨間：滑走関節 
足根中足：滑走関節 
中足骨趾骨間：楕円関節 
趾骨間：蝶番関節 

足首と足の関節



距腿関節＆距骨下関節
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2つの足関節： 

距腿関節は蝶番関節 

距骨下関節は、斜めの軸に沿っ
て滑走し回旋する



13Gray’s

距腿関節＆距骨下関節



13: 内果 
14: 外果 
16: 距骨 
17: 載距突起 
18: 踵骨

長拇趾屈筋腱

McMinn’s

距腿関節＆距骨下関節



重力＆床反力
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距骨と踵骨がオフセットになっているために、
重力と床反力もオフセットになる

Earls
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The medial longitudinal arch rests atop the 
lateral, starting with the talus, which sits on 
the calcaneus and whose rounded head fits 
into the navicular. This is followed in turn by 
the three cuneiforms and their concomitant 
metatarsals. Though this arch bears most of 
the body’s weight, it is not constructed as 
simply as the lateral one in terms of its bony 
engineering. The first cuneiform in particular 
is slightly wider at the bottom than at the top 
(necessary for walking, but a compromise in 
support). With the rounded end of the talus, 
and the slightly dodgy cuneiform, the medial 
longitudinal arch is subject to collapse into a 
medial tilt, or ‘falling’, more than its lateral 
partner (figure 4.6).

The proximal transverse arch is, like the 
lateral longitudinal arch, well constructed in 
terms of the shapes of the bones, comprising 
the three cuneiforms and the cuboid. The 
cuneiforms, as the name implies, are wedge-
shaped, with the wider part at the top. With 

tight ligaments underneath binding the 
bottoms of the bones together, this arch is 
very difficult to collapse, short of a serious 
auto accident, or jumping from an airplane 
without a parachute.

Finally, we come to the distal transverse arch, 
running between the first and fifth metatarsal 
heads. Here the bones offer us no help 
whatsoever, since the rounded heads of the 
metatarsals are only loosely connected with 
ligaments, and are certainly not arranged to 
construct an arch. If this arch is functioning, 
the calluses under the first and fifth balls 
will be the most prominent. If the arch is 
fallen, the calluses under the second and third 
metatarsal heads will be the biggest. Since 
keeping this arch aloft depends entirely on 
the strength of the soft tissues, particularly 
the tone of the adductor hallucis muscle, this 
leads to our next element, the soft tissues 
below these arches.

The Bones of the Arches

Returning to our area of interest for this 
chapter, let us explore the three elements 
that contribute to stable but springy 
arches. First we will explore the shapes 
of the bones in each arch (necessary for 
our understanding, but not really open to 
much change via manual therapy), then the 
plantar tissues (which will occupy us for 
some techniques), and finally, the balance 
of the musculotendinous guy wires coming 
down from the calf (which will lead to many 
powerful arch-maintaining and enhancing 
manual therapy moves).

The twelve bones of the foot arrange 
themselves into four discernable arches: the 
medial longitudinal, the lateral longitudinal, 
the proximal transverse and the distal 
transverse (figure 4.5).

The lateral longitudinal arch is made up of 
four bones: the calcaneus, cuboid, and fourth 
and fifth metatarsals. Taken together, these 
bones form a good Roman arch, as the cuboid 
is actually more like a keystone than a cube 
– narrower at the bottom than the top – so 
that it stays in place more easily. Dancers call 
this arch complex ‘the heel foot’. Although it 
clearly bears significant weight in standing, 
we offer a second image for this complex in 
movement, which is that it acts as a balancing 
‘outrigger’ to the ‘canoe’ of the medial arch.

This role is easily felt if you come up onto the 
balls of both feet. Notice how the weight is 
primarily taken by the first three metatarsals, 
while the outer two take far less pressure, 
but act to help make the constant little 
adjustments that allow you to stay aloft. Try 
to shift that weight to the outside of the feet 
and make the lateral arch take the bulk of the 
weight, and see how fast you lose balance 
when the balancing part of the act is required 
to stabilize enough to bear weight.

Figure 4.5: The twelve bones of the foot proper hang together to create four distinct arches – the ■ lateral longitudinal, the  
■ medial longitudinal, the ■ proximal transverse, and the ■ distal transverse.
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Figure 4.6: The off-set of the talus on the calcaneus allows the bones of the foot to unlock and the impact forces to be 
absorbed by the layers of soft tissue.
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Myers, Earls



Pronation / Supination 

2 

Pronation 

Supination 
内側ティルト

Earls

フォーム＆フォースクロージャー

=

=
外側ティルト
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内側＆外側ティルト

www.kirbypodiatry.com

http://www.kirbypodiatry.com
http://www.kirbypodiatry.com
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内側＆外側ティルト

www.kirbypodiatry.com

http://www.kirbypodiatry.com
http://www.kirbypodiatry.com
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Earls

Grundy

ボトムアップ：足のティルト -> 脚の回旋

踵骨の上での距骨のオフ
セットが足を内側ティルト
に駆動し、ヒールストライ
クから荷重に向かう際に下
腿部を内側へと回旋させる



トップダウン：脚の回旋 -> 足のティルト
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下腿部の回旋が足
の内側ティルトと
外側ティルトを駆
動する

足の外旋は足の外側
ティルトを駆動する

脚の内旋は足の内側
ティルトを駆動する

Earls
ターン＆手を見る
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Kevin A. Kirby, DPM

トップダウン：脚の回旋 -> 足のティルト
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Kevin A. Kirby, DPM

トップダウン：脚の回旋 -> 足のティルト
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ATSI ボディリーディング用語

ニュートラルな用語の重要性

ベンドティルト シフト ローテート
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Commonly used professional terms such as 
pronation to describe the feet or protraction of 
the shoulders can be so general in their nature 
as to give little information about the precise 
bony relationships, which are a complex 
array across a number of joints. By using Tilt, 
Bend, Rotate and Shift, we can accurately 
describe the position of each bone relative 
to its neighbor. This gives us much more 
information about what is happening to the 
soft tissues which may be holding that pattern. 
‘Protraction’ may lead to a generalized 
protocol that hopefully works; ‘an anterior tilt 
in the scapula coupled with a lateral rotation 
of the humerus’ leads to precise soft tissue 
releases.

Using ‘relative to’ within your descriptor is 
a good habit to establish from the beginning 
of your journey. Any bone or bony landmark 
can be read ‘relative to’ any other strucure – 
we must be sure to define what it is that we 
are describing. For example, one of the most 
common areas of confusion is the shoulder 
area. Because the shoulder consists of a 
number of joints we can be more accurate 
if we describe the humerus relative to the 
scapula (i.e., the glenohumeral joint) or 
the humerus relative to the ribcage (i.e., 
the thoracic to humeral relationship). Each 
of these descriptors is perfectly valid and 
each could give possibly different readings. 
It may seem straightforward but we could 
easily be laterally rotated in the former and 
laterally rotated in the latter. Being clear 
on the landmarks we are using to describe 
the relationship allows us to understand 
which joints are crossed and therefore 
which tissues may be invovled – posterior 
deltoid, infraspinatus, teres minor (the lateral 
rotators of the glenohumeral joint) in the first 
example, pectoralis major and latissimus dorsi 
in the second (the medial rotators that cross 
both glenohumeral and the ‘scapulothoracic’ 
joints).

1. Describe

Tilt
A tilt is defined as a deviation from the 
vertical alignment. It is named from the top 
of the structure and the direction in which 
it moves – left, right, anterior, or posterior. 
Examples can include a right tilt of the head, 
a left tilt of the thorax, an anterior tilt of the 
pelvis, etc. As you can see in figure 3.2, a 
‘right tilt of the shoulder girdle’ implies that 
the client’s left shoulder is higher and the 
right lower, such that the top of the shoulder 
girdle leans to his right.

If, as is commonly seen, the pelvis is laterally 
tilted to, say, the left (left hip lower, figure 
3.2), the lumbar spine will usually bend back 
to the right to render the rest of the body 
upright, like a tree growing out of a hill. This 
would then be described as a ‘right bend of 
the lumbar spine’, as the top vertebra (L1) is 
still tilted to the right relative to the bottom 
(L5). 

Figure 3.2: In this deliberately exaggerated pose, you can 
clearly see the ribcage tilt to the right and the head tilting to 
the left.

maximize the body’s efficiency. We therefore 
hope through our work to encourage the client 
to ‘relax into length’ and find an expansion 
throughout their structural system. This will 
allow the bones to ‘float’ more easily within 
the tissues, aiding joint alignment and the 
functional ability to achieve the ‘essential 
events’ to reduce muscle strain and frictional 
wear and tear.

Achieving the tensegrity-based ideal of 
‘expansional balance’ (Maupin 2005) also 
carries other benefits, such as allowing more 
efficient cellular function (Ingber 1998), 
and even helping to provide the structural 
substrate for emotional and psychological 
balance (Maupin 2005).

BodyReading – the global postural assessment 
offered in this book – is both an art and 
a science. It requires time and practice to 
mature, and the samples we give here are 
by necessity relatively straightforward and 
clear. We recommend practicing both the 
observational skills and the vocabulary 
outlined below as frequently as necessary 
to allow them to become natural. As you 
progress, otherwise boring moments in public 
places such as queues or airports become 
laboratories for further development of your 
seeing skills.

Ideally, BodyReading should be completed 
in a few minutes. One does not want to be 
standing around, often in underwear, for much 
longer. Postural analysis is not a diagnosis 
– it is a source of questions (and sometimes 
answers!) that need to be followed through by 
touch and/or movement.

BodyReading will highlight areas that appear 
‘short’ or ‘long’ and our job is to identify 
whether this is due to the nature of the local 
tissue, created by a strain further along the 
line, or a counterbalance/compensation for 
another issue above or below. These will be 
checked once you start to develop the ‘story’ 
in stage 3 below – do the issues I see tie up 
together as part of the mechnical chain, a 
strain created through the line of gravity or a 
pull through an Anatomy Train?

We hope these concepts become clearer as we 
progress through the book but remember there 
are other resources available for your practice 
as well.

The Five Stages of BodyReading

Our global postural assessment protocol has 
five stages:

1. Describe the skeletal relationships.
2. Assess the soft tissue pattern that creates or 

holds the pattern in place.
3. Strategize – develop a story about how 

and why these elements are interrelated, 
and create a strategy for the order in which 
those elements will be worked.

4. Intervene – do your work (in practice this 
may be a few strokes, a session, or even a 
series of sessions), then: 

5. Evaluate – when any given intervention 
is complete, reassess and re-evaluate. 
This can be done palpatorily, or by having 
the client stand or perform a particular 
movement. Did the work have the desired 
effect? If so, what next? If not, why not? 
Do you need to change your approach to 
that area, or is there another area that needs 
freeing first?

A Positional Vocabulary

To describe these patterns, we need a 
vocabulary. Though many such vocabularies 
are in use in different therapeutic professions, 
four words suffice: Tilt, Bend, Rotate, and 
Shift. Though at first it may seem limiting or 
confusing, once practiced a bit this vocabulary 
can be used to create a quick sketch of the 
client’s structure, but will also bear the weight 
of the most detailed inter-segmental analysis – 
coupled with the standard descriptors of right/
left, anterior/posterior, medial/lateral, inferior/
superior, and so on.

By using Tilt, Bend, Rotate and Shift, we 
avoid using polysyllabic Latin terms that 
can be daunting for the client to hear when 
they do not necessarily understand the 
medical jargon. It could be disconcerting 
for the client to be told their back pain is 
due to a ‘rotoscoliosis’, rather than a ‘series 
of rotations and bends in the spine’. So by 
using common terminology that is intuitively 
understood, we avoid creating a power 
differential between ourselves and the clients 
– yet we can still easily communicate the 
client’s pattern among practitioners from a 
wide range of backgrounds.
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Shift
The word shift is used to describe a translation 
of the center of gravity of one body part 
relative to another. For example, in figure 3.5, 
we can clearly see that the center of gravity 
of the ribcage has shifted to the right of the 
pelvis. (It is equally accurate, if not quite as 
useful, to say her pelvis is shifted left of the 
ribcage.) For a shift to occur, tilts or bends 
must be happening in other structures (this 
woman shows a left bend inferiorly and then 
a right bend in the upper part of the lumbar 
spine to achieve this dramatic shift). When 
the pelvis is anteriorly shifted relative to 
the feet, a common postural fault, there will 
necessarily be an anterior tilt in the tibia or 
femur or both. 

Figure 3.5: A client demonstrating a right shift of the thorax.

2. Assess the Soft Tissue Relationships

Now that we have the vocabulary to describe 
the skeletal positioning we need to work out 
which soft tissue is implicated in the pattern. 
Our interest is in the soft tissue relationships 
between adjacent sections, which we will 
release in the service of balancing the whole 
pattern.

In figure 3.6a, for example, we can see a mild 
left shift of the pelvis relative to the feet. Then 
the ribcage shifts to the right (relative to both 
her pelvis and the midline) and the head shifts 
back to the left relative to her ribcage, making 
it almost neutral to the pelvis. Although the 
head and pelvis are almost in alignment with 
each other in the photograph, if we brought 
her ribcage back over her pelvis, her head 
would then be shifted quite far to her left. 
Our work will need to focus on easing her 
ribcage back left to center over the pelvis, 
while shifting her head to her right relative 
to the ribcage, all with a view toward easy 
alignment in gravity over her feet.
 
Figure 3.6b illustrates a series of anterior 
shifts: the pelvis relative to the feet, the 
ribcage relative to the pelvis, and finally the 
head relative to the thorax. The soft tissue 
distortion between each of these sections will 
need to be addressed in turn, lifting the front 
and dropping the tissue on the posterior side.

a b c

Figure 3.6a, b & c: Here we see three exaggerated postural 
patterns to allow an easier vision of the skeletal relationships.

Figure 3.6c illustrates a series of tilts, the 
pelvis to the left and the ribcage to the 

Bend
Bends only occur in the spine, and bend is 
used as a shorthand to describe a series of tilts 
in the vertebrae. We name the direction of 
the bend according to the direction in which 
the top of the bend is pointing. If we look at 
figure 3.3, we can see that a right bend of the 
lumbar spine is actually a progressive series 
of tilts of one vertebra on another. 

Figure 3.3: A right bend of the lumbar spine showing the 
relationship of one vertebra to the next. 

Rotate
All rotations occur in the vertical axis (when 
the body is considered in anatomical position), 
and we name the rotation for the direction in 
which the front of the named structure moves 
relative to some other part. In simpler words, 
if you look left, your head is left rotated 
relative to your feet. Keep your nose and your 
feet pointed in the same direction, but turn 
your pelvis around the right. Now your pelvis 
is right rotated relative to your feet, but your 
ribcage is left rotated relative to your pelvis. 
Spend a little time with this if it is confusing; 
the reward is precise treatment strategies that 
will get lasting results.

In paired structures such as the humeri or 
femurs, we can describe them as medially 
or laterally rotated (figure 3.4). Most ballet 
dancers, for instance, work for lateral rotation 
of the femur at the hip. Many bodybuilders 
show medial rotation of the scapula.

Figure 3.4: A client demonstrating lateral rotation of the 
lower limbs.

Plumb lines and grids are commonly used 
to measure deviations from the gravity 
line. While obviously useful to determine 
the weighted leg, such an analysis is rarely 
effective in describing precise intersegmental 
relationships, and rarely can this data be 
extrapolated into useful soft tissue strategies.
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Shift
The word shift is used to describe a translation 
of the center of gravity of one body part 
relative to another. For example, in figure 3.5, 
we can clearly see that the center of gravity 
of the ribcage has shifted to the right of the 
pelvis. (It is equally accurate, if not quite as 
useful, to say her pelvis is shifted left of the 
ribcage.) For a shift to occur, tilts or bends 
must be happening in other structures (this 
woman shows a left bend inferiorly and then 
a right bend in the upper part of the lumbar 
spine to achieve this dramatic shift). When 
the pelvis is anteriorly shifted relative to 
the feet, a common postural fault, there will 
necessarily be an anterior tilt in the tibia or 
femur or both. 

Figure 3.5: A client demonstrating a right shift of the thorax.

2. Assess the Soft Tissue Relationships

Now that we have the vocabulary to describe 
the skeletal positioning we need to work out 
which soft tissue is implicated in the pattern. 
Our interest is in the soft tissue relationships 
between adjacent sections, which we will 
release in the service of balancing the whole 
pattern.

In figure 3.6a, for example, we can see a mild 
left shift of the pelvis relative to the feet. Then 
the ribcage shifts to the right (relative to both 
her pelvis and the midline) and the head shifts 
back to the left relative to her ribcage, making 
it almost neutral to the pelvis. Although the 
head and pelvis are almost in alignment with 
each other in the photograph, if we brought 
her ribcage back over her pelvis, her head 
would then be shifted quite far to her left. 
Our work will need to focus on easing her 
ribcage back left to center over the pelvis, 
while shifting her head to her right relative 
to the ribcage, all with a view toward easy 
alignment in gravity over her feet.
 
Figure 3.6b illustrates a series of anterior 
shifts: the pelvis relative to the feet, the 
ribcage relative to the pelvis, and finally the 
head relative to the thorax. The soft tissue 
distortion between each of these sections will 
need to be addressed in turn, lifting the front 
and dropping the tissue on the posterior side.

a b c

Figure 3.6a, b & c: Here we see three exaggerated postural 
patterns to allow an easier vision of the skeletal relationships.

Figure 3.6c illustrates a series of tilts, the 
pelvis to the left and the ribcage to the 

Bend
Bends only occur in the spine, and bend is 
used as a shorthand to describe a series of tilts 
in the vertebrae. We name the direction of 
the bend according to the direction in which 
the top of the bend is pointing. If we look at 
figure 3.3, we can see that a right bend of the 
lumbar spine is actually a progressive series 
of tilts of one vertebra on another. 

Figure 3.3: A right bend of the lumbar spine showing the 
relationship of one vertebra to the next. 

Rotate
All rotations occur in the vertical axis (when 
the body is considered in anatomical position), 
and we name the rotation for the direction in 
which the front of the named structure moves 
relative to some other part. In simpler words, 
if you look left, your head is left rotated 
relative to your feet. Keep your nose and your 
feet pointed in the same direction, but turn 
your pelvis around the right. Now your pelvis 
is right rotated relative to your feet, but your 
ribcage is left rotated relative to your pelvis. 
Spend a little time with this if it is confusing; 
the reward is precise treatment strategies that 
will get lasting results.

In paired structures such as the humeri or 
femurs, we can describe them as medially 
or laterally rotated (figure 3.4). Most ballet 
dancers, for instance, work for lateral rotation 
of the femur at the hip. Many bodybuilders 
show medial rotation of the scapula.

Figure 3.4: A client demonstrating lateral rotation of the 
lower limbs.

Plumb lines and grids are commonly used 
to measure deviations from the gravity 
line. While obviously useful to determine 
the weighted leg, such an analysis is rarely 
effective in describing precise intersegmental 
relationships, and rarely can this data be 
extrapolated into useful soft tissue strategies.

Fascial Release for Structural Balance

46

BodyReading

47

Shift
The word shift is used to describe a translation 
of the center of gravity of one body part 
relative to another. For example, in figure 3.5, 
we can clearly see that the center of gravity 
of the ribcage has shifted to the right of the 
pelvis. (It is equally accurate, if not quite as 
useful, to say her pelvis is shifted left of the 
ribcage.) For a shift to occur, tilts or bends 
must be happening in other structures (this 
woman shows a left bend inferiorly and then 
a right bend in the upper part of the lumbar 
spine to achieve this dramatic shift). When 
the pelvis is anteriorly shifted relative to 
the feet, a common postural fault, there will 
necessarily be an anterior tilt in the tibia or 
femur or both. 

Figure 3.5: A client demonstrating a right shift of the thorax.

2. Assess the Soft Tissue Relationships

Now that we have the vocabulary to describe 
the skeletal positioning we need to work out 
which soft tissue is implicated in the pattern. 
Our interest is in the soft tissue relationships 
between adjacent sections, which we will 
release in the service of balancing the whole 
pattern.

In figure 3.6a, for example, we can see a mild 
left shift of the pelvis relative to the feet. Then 
the ribcage shifts to the right (relative to both 
her pelvis and the midline) and the head shifts 
back to the left relative to her ribcage, making 
it almost neutral to the pelvis. Although the 
head and pelvis are almost in alignment with 
each other in the photograph, if we brought 
her ribcage back over her pelvis, her head 
would then be shifted quite far to her left. 
Our work will need to focus on easing her 
ribcage back left to center over the pelvis, 
while shifting her head to her right relative 
to the ribcage, all with a view toward easy 
alignment in gravity over her feet.
 
Figure 3.6b illustrates a series of anterior 
shifts: the pelvis relative to the feet, the 
ribcage relative to the pelvis, and finally the 
head relative to the thorax. The soft tissue 
distortion between each of these sections will 
need to be addressed in turn, lifting the front 
and dropping the tissue on the posterior side.

a b c

Figure 3.6a, b & c: Here we see three exaggerated postural 
patterns to allow an easier vision of the skeletal relationships.

Figure 3.6c illustrates a series of tilts, the 
pelvis to the left and the ribcage to the 

Bend
Bends only occur in the spine, and bend is 
used as a shorthand to describe a series of tilts 
in the vertebrae. We name the direction of 
the bend according to the direction in which 
the top of the bend is pointing. If we look at 
figure 3.3, we can see that a right bend of the 
lumbar spine is actually a progressive series 
of tilts of one vertebra on another. 

Figure 3.3: A right bend of the lumbar spine showing the 
relationship of one vertebra to the next. 

Rotate
All rotations occur in the vertical axis (when 
the body is considered in anatomical position), 
and we name the rotation for the direction in 
which the front of the named structure moves 
relative to some other part. In simpler words, 
if you look left, your head is left rotated 
relative to your feet. Keep your nose and your 
feet pointed in the same direction, but turn 
your pelvis around the right. Now your pelvis 
is right rotated relative to your feet, but your 
ribcage is left rotated relative to your pelvis. 
Spend a little time with this if it is confusing; 
the reward is precise treatment strategies that 
will get lasting results.

In paired structures such as the humeri or 
femurs, we can describe them as medially 
or laterally rotated (figure 3.4). Most ballet 
dancers, for instance, work for lateral rotation 
of the femur at the hip. Many bodybuilders 
show medial rotation of the scapula.

Figure 3.4: A client demonstrating lateral rotation of the 
lower limbs.

Plumb lines and grids are commonly used 
to measure deviations from the gravity 
line. While obviously useful to determine 
the weighted leg, such an analysis is rarely 
effective in describing precise intersegmental 
relationships, and rarely can this data be 
extrapolated into useful soft tissue strategies.



ボディリーディング：主要な特徴



足のボディリーディング
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- 距骨は後ろ側よりも前側が幅広い 

- 骨によるかなりしっかりとした適合 

- シンプルな1/4スクワットでのアセス
メント 

- どこで動きに制限を感じるか？関節の
前側か後ろ側か？

距腿関節のボディリーディング

背屈          

底屈



ATSI 記述子

外側ティルト

内側ティルト

距骨下関節のボディリーディング

Inversion

Eversion



足根中足関節のボディリーディング

足の内旋＆外旋



1/4スクワット 

足首と足のボディリーディング



エッセンシャルイベント：内側ティルト
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踵骨の内側ティルトの能力をチェックする： 
中足部も内側へティルトし脚は内旋するか？ 



エッセンシャルイベント：内側ティルト

29

踵骨の内側ティルトの能力をチェックする： 
中足部も内側へティルトし脚は内旋するか？ 



エッセンシャルイベント：外側ティルト

30

踵骨の外側ティルトをチェックする 
中足部も外側ティルトし脚も外旋するか？



エッセンシャルイベント：外側ティルト

30

踵骨の外側ティルトをチェックする 
中足部も外側ティルトし脚も外旋するか？



‘アーチ’ の発達

31



4つのアーチ

32Myers, Earls



足趾足＆踵足

33

内側アーチと外側アーチのサポート

Molliere



内側アーチ構造

第一楔状骨は上側よりも下側が幅広い
McMinn’s



内側アーチサポート

Netter



内側アーチのサポートとスプリング

Norkin & Levangie



アーチのスプリング：リサーチ

37

The Foot Core System: Patrick O. McKeon, Jay Hertel, Dennis 
Bramble & Irene Davis

McMinn

アーチは足底の軟部組織によって下側から
サポートされている

http://dx.doi.org/10.1136/bjsports-2013-092690

McKeon

http://dx.doi.org/10.1136/bjsports-2013-092690
http://dx.doi.org/10.1136/bjsports-2013-092690


アーチのスプリングと SBL

38

足底筋膜は踵と 
アキレス腱を繋ぐ

McKeon



リサーチ：足のコアシステム

足部固有筋 

McKeon



機能的なハーフドーム

40McKeon



内側アーチの追加サポート

41

前脛骨筋 

後脛骨筋 

長趾屈筋 

長母趾屈筋 

長母趾屈筋
長趾屈筋

後脛骨筋

前脛骨筋

Netter



Fascial Release for Structural Balance

86

The Foot and Lower Leg

87

Knee Tracking – Helping Integrate and 
Re-educate

A useful re-education for the hip, knee and 
ankle mechanics can be achieved while 
having your client stand in front of you 
and first assessing the ability of their knees 
to track forward over their second toes. 
Commonly the knees will migrate medially or 
laterally, depending on the client’s individual 
mechanics. First, ensure that the client’s 
feet are parallel, with the second metatarsals 
parallel. As they flex their knees forward, the 
pelvis should stay in neutral, dropping into 
neither a posterior nor an anterior tilt.

Once you have taken a reading, hold one 
thigh with your thumbs just above the patella 
and your fingers wrapped around the outside 
of the thigh, to hold and control the hamstring 
tendons. Have the client now repeat the same 
movement but control their tissue just around 
and above the knee, so that the patella tracks 
over the second metatarsal – this is usually 
quite easy. The harder part comes on the 
return, where you resist rotation on the way 
back, holding the leg so it tracks straight back 
without rotating. You can also engage the 
tissue around the hamstring tendons with the 
intention of creating local stretch.

Repeat this process on both legs, and then 
have the client go through the knee bends 
unaided but taking care to maintain the 
correct alignment. The client can be given this 
exercise to work on at home in cases where 
the hip and/or knee alignment is challenged.

 

Figure 4.45: Have the client standing in front of you; they 
can place their feet under yours in order to stabilize them.

Figure 4.46: The knees may track inside or outside of the 
second metatarsal, so use your hands to guide them over the 
second toe.

Figure 4.47: The fingers are wrapped around the back of the 
knee joint to engage the hamstring tendons, working them 
particularly on the return.

A useful addition to this technique for those 
with fallen arches is to contact onto the distal 
attachment of the tibialis posterior with your 
fingers as your client stands, giving a slight 
stimulus and having your client draw their 
arch up. Your intention is to stimulate the 
muscle tone, allowing them to recognize and 
re-own the weakened muscles. All of this will, 
of course, need to be reinforced with daily 
activity, awareness and possibly remedial 
exercises.
 

Figure 4.48: To further assist the knee tracking exercise for 
clients with medially tilted arches, press onto the attachment 
of tibialis posterior, asking them to draw their arches up 
from there and to maintain that lift as they perform the knee 
bends.

クライアントのポジション：両足を並行にして立つ。 
セラピストのポジション：床の上にうつ伏せになる。
両手を交差して左右の足の内側縦アーチの下側に人差
し指をひっかけるようにする。  

動き：1/4 スクワットを行なってもらい、踵骨のティ
ルトと内側縦アーチの位置へのさらなる気づきを促し
安定を促す。 

内側アーチサポートのキューイング



外側アーチ - 上からのサポート

“アウトリガー”



外側アーチサポート：腓骨筋群

44

短腓骨筋と長腓骨筋

Netter



足底筋膜の外側バンド

外側バンドは長＆短腓骨筋腱を
カバーし、足の内側ティルト、
外側ティルトの両方のパターン
において働きかけることを必要
とすることが多い。

Netter



横行アーチ

46

遠位 - 中足骨頭を横切る 

近位 - 足根骨の遠位の並びを横切る



アーチサポートのまとめ

47

McKeon



上側からの外在のアーチサポート

48Grundy



脚のコンパートメント

アンテリア：前 ポステリア：後



 脚のコンパートメント
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スーパーフィシャルバックライン

スーパーフィシャルフロントライン

ディープ 
フロント 
ライン

ラテラルライン

筋肉のサポート

Myers, Earls



• スリング：前脛骨筋 + 
長腓骨筋 (1 +3) 

• 腕交差キャリー：後脛骨
筋 + 長腓骨筋 (5 + 3) 

• 氷バサミ：前脛骨筋 + 
短腓骨筋 (1 + 4)

筋肉のサポート

Molliere



スーパーフィシャルバックライン

53

帽状腱膜 

脊柱起立筋 

仙結節靭帯 

ハムストリングス 

ヒラメ筋＆腓腹筋 

足底筋膜



スーパーフィシャルバックライン

54

SBLの最初の駅： 

• 足趾節骨の足底表面 

• 踵骨 

SBLの最初の”トラック”： 

• 足底筋膜 

• 足の筋群の内在足底層 

• 足底靭帯



足底筋膜

55

足底筋膜は踵とアキレス
腱を繋ぐ



スーパーフィシャルバックライン

56

踵からのSBL の次のト
ラックはヒラメ筋と腓腹筋
で構成される。  
SBLは腓腹筋を介して次の
駅である大腿骨顆に向かっ
て膝を通る。



スーパーフィシャルバックライン

57



スーパーフィシャルバックライン：ボディリーディング 

58

1/4スクワット  

制限はどこにあるのか？



外果の後ろ側
にどれだけ踵
があるか？



ふくらはぎ：背臥位

横行アーチ

母趾内転筋 　横頭

前後のテスト：1/4 スクワット
SBLへのアプローチ

足底筋膜

Fascial Release for Structural Balance

74

The Foot and Lower Leg

75

Technique Tip
One strategy is to use the natural movement 
of the superficial layers and draw them 
distally (as in figure 4.19a). This lets you 
feel the smoother, deep surface of the 
deep investing layer. Sink into it, engage 
and then glide proximally. By taking the 
skin and adipose in the opposite direction 
first, the client also feels less strain on 
those tissues and the target tissue is more 
easily controlled. This can be a very useful 
strategy to improve palpation of the correct 
layer, can allow you to be more accurate 
to the layers and can be more comfortable 
for the client. We recommend it as a good 
habit to establish for most of your contacts 
– take the superficial layers in the opposite 
direction first.

The freedom and independence of each layer 
is important for efficient functioning of all 
parts of the body, but the foot and ankle 
seem particularly susceptible to becoming 
bound because of the many insults to which 
they can be subjected. Taking time to ‘clear’ 
each layer can be very useful after any form 
of immobilization, such as post-surgery or 
sprain. Movement can even be reduced down 
into the layers of the tendosynovial sheaths 
that surround the tendons in this section. 
Locking into the sheaths as the client makes 
the tendons move creates a kind of flossing 
effect, freeing any restrictions that may have 
been present.

Freeing the Metatarsal Five

The twenty-six bones of the foot are designed 
to be adaptive, forming themselves to 
variations in walking surfaces and footwear. 
We can lose this ability due to wearing solid, 
hard-soled or ill-fitting shoes, after injury or 
insult, or just as a result of walking primarily 
on sterile, flat, man-made surfaces.

As part of your introduction to the feet, 
hold each metatarsal just proximal to the 
heads and pass them by one another in the 
dorsal-ventral plane, feeling for the changes 
in relative freedom. The fourth and fifth 
should be easiest to move, with the restriction 
gradually building from third and fourth to 

second and third, with a slight ease between 
first and second. Any that seem a little more 
stuck than the others can be worked out by 
gently mobilizing them in just the same way 
as for the assessment phase, but they can also 
be worked more deeply by sinking a fingertip 
between them to open the affected lumbricals 
and interossei (the small muscles between the 
metatarsals).
 

Figure 4.20a & b: Holding each of the metatarsals in turn 
and passing them alternately back and forth to assess their 
relationship to each other. 
 

Figure 4.21: Working between the metatarsals to open the 
lumbricals.

Plantar Fascia (SBL)

This thick and important piece of connective 
tissue often needs to be worked in order to 
help release the calcaneus and to correct 
an apparently high arch pattern and allow 
the forefoot to open during pronation, but 
distortions of parts of the plantar fascia occur 
in nearly every aberrant foot pattern. This 
is, of course, a highly innervated area, so 
working with care and good body mechanics 
helps maintain friendly relations with the 
client in this potentially painful site.

The client can lie either supine or prone with 
their feet over the edge of the table, allowing 
the foot to move freely through plantar- and 
dorsiflexion. Sit or kneel at the foot of the 
table and work along the lines of the tissue 
with your knuckles. Your shoulder, elbow 
and point of contact are all on the same 
vertical plane, allowing your bodyweight to 
be transferred directly through your bones, 
easing the pressure on your soft tissue.

The movement is achieved by locking your 
shoulder, elbow and wrist, sinking your 
bodyweight forward into the tissue on the sole 
of the foot, and then lifting your shoulder to 
create a downward angle on your knuckles. 
The lift of your shoulder comes not from 
elevation but from rocking your bodyweight 
onto the opposite ischial tuberosity. This 
style of body-use (creating a stabilizing force 
further up the chain rather than pushing at 
the site of contact) allows your stroke to be 
softer and therefore easier to receive in what 
is often a tender, sensitive area. You should 
experiment with this technique as much as 
possible, as it not only helps your client but is 
maximally ergonomic for your own body as 
well.

Cover the area with two or three passes along 
slightly different lines, making sure you 
also address each of the separate slips that 
attach to the metatarsal heads. Ask the client 
to plantarflex and dorsiflex to help release 
and educate the tissue. It is always easier to 
use your bodyweight in this way by coming 
over the top to work downward, rather than 
pulling the tissue up. So by turning the client 
into a prone position, you can then alter the 
direction and still maintain ease in your body 
mechanics. 

Figure 4.22: Here we see the perpendicular alignment of the 
point of contact, wrist, elbow and shoulder, which allows the 
easy transfer of bodyweight into the tissue.

 
Figure 4.23: Raising the shoulder by lifting the trunk creates 
the downward angle, giving a strain-free contact.

Figure 4.24a & b: To access the deeper layers of the plantar 
tissue, begin your engagement with the foot slightly 
plantarflexed to ease the superficial tissues, and then have 
the client slowly dorsiflex their foot (b).
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筋膜郵便番号：足底筋膜 

兆候：SBLの短縮、足底筋膜の問題 

意図：足底筋膜の伸長  

クライアントのポジション：背臥位、テーブル
の端から踵がはみ出すように 

プラクティショナー：テーブルの足元で座る、
または膝をつく。母趾球から踵に向かって指関
節を使って組織に働きかける。内側、外側、中
心線の全体をカバーするように。 

クライアントの動き：古典的な”爪先をあげ
て、足をあげて、足を下げて、爪先をおろす”
動き 

参照： FrSb p. 75 
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One strategy is to use the natural movement 
of the superficial layers and draw them 
distally (as in figure 4.19a). This lets you 
feel the smoother, deep surface of the 
deep investing layer. Sink into it, engage 
and then glide proximally. By taking the 
skin and adipose in the opposite direction 
first, the client also feels less strain on 
those tissues and the target tissue is more 
easily controlled. This can be a very useful 
strategy to improve palpation of the correct 
layer, can allow you to be more accurate 
to the layers and can be more comfortable 
for the client. We recommend it as a good 
habit to establish for most of your contacts 
– take the superficial layers in the opposite 
direction first.

The freedom and independence of each layer 
is important for efficient functioning of all 
parts of the body, but the foot and ankle 
seem particularly susceptible to becoming 
bound because of the many insults to which 
they can be subjected. Taking time to ‘clear’ 
each layer can be very useful after any form 
of immobilization, such as post-surgery or 
sprain. Movement can even be reduced down 
into the layers of the tendosynovial sheaths 
that surround the tendons in this section. 
Locking into the sheaths as the client makes 
the tendons move creates a kind of flossing 
effect, freeing any restrictions that may have 
been present.

Freeing the Metatarsal Five

The twenty-six bones of the foot are designed 
to be adaptive, forming themselves to 
variations in walking surfaces and footwear. 
We can lose this ability due to wearing solid, 
hard-soled or ill-fitting shoes, after injury or 
insult, or just as a result of walking primarily 
on sterile, flat, man-made surfaces.

As part of your introduction to the feet, 
hold each metatarsal just proximal to the 
heads and pass them by one another in the 
dorsal-ventral plane, feeling for the changes 
in relative freedom. The fourth and fifth 
should be easiest to move, with the restriction 
gradually building from third and fourth to 

second and third, with a slight ease between 
first and second. Any that seem a little more 
stuck than the others can be worked out by 
gently mobilizing them in just the same way 
as for the assessment phase, but they can also 
be worked more deeply by sinking a fingertip 
between them to open the affected lumbricals 
and interossei (the small muscles between the 
metatarsals).
 

Figure 4.20a & b: Holding each of the metatarsals in turn 
and passing them alternately back and forth to assess their 
relationship to each other. 
 

Figure 4.21: Working between the metatarsals to open the 
lumbricals.

Plantar Fascia (SBL)

This thick and important piece of connective 
tissue often needs to be worked in order to 
help release the calcaneus and to correct 
an apparently high arch pattern and allow 
the forefoot to open during pronation, but 
distortions of parts of the plantar fascia occur 
in nearly every aberrant foot pattern. This 
is, of course, a highly innervated area, so 
working with care and good body mechanics 
helps maintain friendly relations with the 
client in this potentially painful site.

The client can lie either supine or prone with 
their feet over the edge of the table, allowing 
the foot to move freely through plantar- and 
dorsiflexion. Sit or kneel at the foot of the 
table and work along the lines of the tissue 
with your knuckles. Your shoulder, elbow 
and point of contact are all on the same 
vertical plane, allowing your bodyweight to 
be transferred directly through your bones, 
easing the pressure on your soft tissue.

The movement is achieved by locking your 
shoulder, elbow and wrist, sinking your 
bodyweight forward into the tissue on the sole 
of the foot, and then lifting your shoulder to 
create a downward angle on your knuckles. 
The lift of your shoulder comes not from 
elevation but from rocking your bodyweight 
onto the opposite ischial tuberosity. This 
style of body-use (creating a stabilizing force 
further up the chain rather than pushing at 
the site of contact) allows your stroke to be 
softer and therefore easier to receive in what 
is often a tender, sensitive area. You should 
experiment with this technique as much as 
possible, as it not only helps your client but is 
maximally ergonomic for your own body as 
well.

Cover the area with two or three passes along 
slightly different lines, making sure you 
also address each of the separate slips that 
attach to the metatarsal heads. Ask the client 
to plantarflex and dorsiflex to help release 
and educate the tissue. It is always easier to 
use your bodyweight in this way by coming 
over the top to work downward, rather than 
pulling the tissue up. So by turning the client 
into a prone position, you can then alter the 
direction and still maintain ease in your body 
mechanics. 

Figure 4.22: Here we see the perpendicular alignment of the 
point of contact, wrist, elbow and shoulder, which allows the 
easy transfer of bodyweight into the tissue.

 
Figure 4.23: Raising the shoulder by lifting the trunk creates 
the downward angle, giving a strain-free contact.

Figure 4.24a & b: To access the deeper layers of the plantar 
tissue, begin your engagement with the foot slightly 
plantarflexed to ease the superficial tissues, and then have 
the client slowly dorsiflex their foot (b).

足底筋膜をオープンに
SBLへのアプローチ



2. 横行アーチ

筋膜郵便番号： 足底の層 

兆候：足のティルトのパターン、動かない関節、硬い足根
部 

意図：組織を捉え、圧縮や緊張を緩め、関節を動かし、組
織を修復して関節の滑走を促進する。  

クライアントのポジション：背臥位、テーブルから足がは
み出るように 

プラクティショナー：クライアントの足の方向を向いて
テーブルの端にひざまずく。身体を後ろに倒して組織を自
分の方に引き寄せるようにする。近位、遠位のアーチをカ
バーするように、上記を繰り返す。 

クライアントの動き：足指の屈曲／伸展／外転／内転 



3. 母趾内転筋　横頭
筋膜郵便番号：母趾内転筋、第一＆第二中足趾節関
節 (SBL) 

兆候：外反母趾、硬くなった関節 

意図：:短縮した母趾内転筋を捉え、組織と関節の滑
走を修復する。 

クライアントのポジション：背臥位、テーブルから足
がはみ出るように 

プラクティショナー：クライアントの足の方向を向い
てテーブルの端にひざまずく。 足を両手で包むように
して、身体を後ろへ傾ける。組織を自分の方に引き寄
せるようにして優しく関節を動かす。 

クライアントの動き： 足指の屈曲／伸展 
                                  



1. 背臥位　ふくらはぎへのアプローチ

筋膜郵便番号： 後部浅層コンパートメント (SBL) 

兆候：脛骨前方ティルト (SPC伸長位) 

意図：伸長位にある組織を捉え緊張を緩める 

クライアントのポジション： 背臥位、膝を曲げて、テーブル
に足裏をつける   

プラクティショナー：テーブルの端に立つ。内側の脚の膝でク
ライアントの足をサポート。両手でふくらはぎを包み込むよう
にして、身体を後ろに傾け、組織を自分の方向に向かって引き
寄せるようにする。 必要に応じて、ふくらはぎを上下に移動
しながらこれを繰り返す。 

クライアントの動き： 底屈＆背屈（母趾球に踏み込んで、踵
に踏み込んで）



タッチのアート

タッチエクササイズ



前部区画とSFL

66



前部区画とSFL
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前部区画とSFL
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• 前脛骨筋 

• 長趾伸筋 

• 長母趾伸筋 

• 第三腓骨筋 

• 支帯

アンテリアコンパートメント
／前部区画



前部区画とSFL
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支帯は 
下腿ソックスの 

一部



前部区画とSFL
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前部区画とSFL
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前部区画が取り除かれ
ると何が残るのか？ 



前部区画とSFL
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前脛骨筋はアーチの 
この動くポイントを引き上げる

McMinn’s



1. 中足骨を自由にする

3.  ガリープレス

SFLへのアプローチ
2. 前部区画ー浅層＆深層

Fascial Release for Structural Balance

72

The Foot and Lower Leg

73

Each time you repeat this with a new 
client your confidence will grow and your 
senses develop enabling you to feel for the 
restrictions and where there may be too 
much movement. If you have movement 
and exercise skills of any kind then you can 
perhaps prescribe appropriate strengthening 
if it is required but that is mostly beyond the 
scope of this book, where we concentrate on 
releasing the areas that may feel a little stuck 
and restricted.

Palpating in movement is a wonderful way of 
getting a greater sense of the body working 
as a system and it opens a number of doors to 
explore in understanding and then in strategy. 
Can you feel the calcaneus move inside the 
fascial bagging around it? Does the inside of 
the foot let go? If not, why not? How does 
the plantar tissue feel as it receives the extra 
bodyweight?

Each of these questions will have potential 
solutions in the techniques that follow, but 
also you should feel free to start to explore 
and encourage a little movement where you 
feel none. Make sure you work inside the 
client’s tolerance and consider giving them 
a support if their system is less resilient due 
to age, injury, balance issues or anything else 
that may limit their ability to stand and move. 
Also, be wary of doing too much – working 
in gravity can be powerful; you can easily 
insert more energy into the client’s system 
this way than when working on the table so 
doing ‘a little and often’ is perhaps a safer 
way forward.

When approaching work with the foot and 
leg, get a feel for it. Take the foot in your 
hands and move it. Move each of the joints, 
the talar, the subtalar. Feel the relative 
resistance of the foot as you move it from 
inversion to eversion, plantarfexion to 
dorsiflexion, and as you pass each metatarsal 
past its neighbor. This is not an intellectual 
process. Let go of thinking about it and 
simply feel through the movements. It is the 
beginning of getting to know the client’s 
tissue, to develop a relationship with it, to 
understand it.

The first few times you do this you may 
achieve little more than an introduction to the 

client. But after a few clients you will start to 
get more and more information, letting you 
assess where the restrictions or limitations 
may be, leading you to better, more precise 
strategies and more direct, more successful 
interventions.

You can repeat this process with each limb or 
body part you come to; it is a simple listening 
process that reveals information and allows 
the client to relax (when you have done just 
enough and not too much!) (figure 4.17). 
This instruction will not be repeated for each 
section within the book, so keep it in mind 
if you find it useful – or if you ever find 
yourself thinking ‘What the heck could I do 
next?’ It can give you a chance to gather new 
information, leading you somewhere new 
(and can also satisfy that need, sometimes 
distracting, to feel that we are always doing 
something for the client).
 

Figure 4.17a & b: Taking a firm hold of the foot with both 
hands, thumbs controlling the sole, can allow you to assess 
each joint of the foot and even areas as high as the hip joint. 
Take the foot slowly into all the various movements open to 
it, ‘listening’ for subtle variations in where it can or  
cannot go.

Clearing the Ankle Retinaculum (SFL)

Earlier we talked of the retinaculum being 
part of the ‘long sock’ of the leg. This ‘sock’ 
is the deep investing layer, the third skin of 
the body, a fascial container and supportive 
structure.

 

Crural fascia

Extensor 
retinaculum

Figure 4.18: The retinaculum is often shown as a series of 
discrete structures, but in reality it is a thickening within the 
deep investing layer. This is the continuous covering of the 
body, and it is given different names in different sections. In 
the leg it is called the ‘crural fascia’.

The tendons crossing over the anterior aspect 
of the ankle can often become bound into the 
folds of the retinaculum, restricting their free 
passage. In order to release them, the therapist 
can engage into the deep investing layer, of 
which the retinaculum is merely a thicker 
element, and lift it superiorly as the client 
plantarflexes and dorsiflexes her foot to move 

the underlying tendons. Work from the base of 
the toes to a few centimeters above the ankle 
joint.
 

Figure 4.19a, b & c: This is an ideal area to practice the 
palpation of the deep investing layer, sinking your way down 
through each of the strata. Feel the different quality as you 
press through the skin, through the adipose layer, and feel 
the resistance as you reach the deep investing fascia. Try 
locking your contact at each of these layers on the dorsum of 
the foot. Feel the difference in quality not just of the tissue 
but in the control you have of the foot and toes as you move 
each layer in turn. If you have a sensitive partner, one used 
to bodywork or in tune with their body, have them give you 
feedback as you build your specificity and skills.

前後のボディリーディング 

4. ルーフトップ



1. 中足骨を自由にする

筋膜郵便番号： 足の背部；中足骨間のエリア(SFL) 

兆候：動かない、硬い中足骨と中足趾節関節 

意図：結合／圧縮した骨間組織を捉え、組織の滑走を修復
し、足根を動かす。 

クライアントのポジション：背臥位、足はテーブルからは
み出るように 

プラクティショナー：クライアントの頭の方を向いてテー
ブルの端に座る。中足骨の間に指先を滑らせるようにして
優しく中足骨を動かす。 

クライアントの動き： 足指の屈曲／伸展 
                
参照：FrSb p. 74 



2. 前部区画　浅層＆深層

筋膜郵便番号： 脚の前部区画 (SFL) 

兆候：脛骨の前方へのティルト、足の内側または外側への
ティルト 

意図：層ごとに組織を捉え、層間の滑走を修復する。 

クライアントのポジション： 背臥位、足はテーブルからは
み出すように 

プラクティショナー：クライアントの頭の方を向いてテー
ブルの端に立つ。柔らかく握った拳骨を前部区画の下から
上に向かって滑らせるようにする。 

クライアントの動き： 底屈＆背屈 

参照：FrSb p. 80-81 



3. ガリープレス
筋膜郵便番号： 脚の前部区画 (SFL) 

兆候：脛骨のティルトパターン；脛骨外側と骨膜間
の癒着 

意図：骨膜の付着部を溶かすように 

クライアントのポジション： 背臥位、脚はテーブル
からはみ出すように 

プラクティショナー：テーブルの端近くに立つ。指
節関節を脛骨脇のくぼみに押しあてるようにして組
織を溶かすような感覚で 

クライアントの動き： 爪先を上げて、足を上げて、
足を下ろして、爪先を下ろす
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ルーフトップテクニック
筋膜郵便番号： SFL、前部区画と脛骨内側の筋膜層、
伸筋の支帯 

兆候：SFLの癒着、シンスプリント、コンパートメント
シンドローム／区画症候群 

意図：短縮位になっている組織を持ち上げて水和す
る。 

クライアントのポジション：背臥位、踵がテーブルか
らはみ出るように 

 プラクティショナー：テーブルの端に立つ。柔らかな
拳骨を組織に押し当てて組織を上方に向かって持ち上
げるようにする。 
    
クライアントの動き:  底屈、背屈、ぶん回し 
    
 参照：FrSb p. 79-80 



ラテラルライン - 外側区画
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腓骨 

長腓骨筋 

短腓骨筋 

支帯 

Spalteholtz



長腓骨筋と短腓骨筋
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足へのアクション：内側ティ
ルトと底屈 

脚へのアクション：足首にお
ける脚の後方ティルト、また
は外側ティルト 

足の外側ティルトと足首の背
屈を制限する

Self Palpation



ラテラルライン
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後部中隔においてヒラメ筋
と腓骨筋を区別する

Spalteholtz



5. 足底筋膜の外側バンド 
             
             6. ボディリード＆再テスト

ラテラルラインへのアプローチ
1.静的アセスメント - 足のポジション 

2. 機能的テスト - 脚は外側へティルトできるか？外側バンドはオープンになるか？

4.  短腓骨筋へのピンチテクニック

 3. 腓骨筋と中隔を拡げる



プレテスト／ポストテスト：ラテラルライン下部

1. 立位での足のボディリーディング 
2. 動きにおける足のボディリーディング：

足は外側へティルトできるか？ 
外側バンドはオープンになるか？



3. 腓骨筋＆中隔を拡げる

筋膜郵便番号：外側区画 (LL, SPL) 

兆候：伸長位の腓腹筋（足の外側ティルトパターン） 

意図：長腓骨筋、短腓骨筋とそれらの中隔間での筋膜
の滑走を修復する（組織を拡げる） 

クライアントのポジション： 側臥位、上側の足がテー
ブルからはみ出ているように 

プラクティショナー：テーブルの下端に立つ。指骨関
節を使い緊張した組織を拡げる。 

クライアントの動き： 足のぶん回し 
                                  
参照： FrSb p. 82



4. ピンチテクニック：短腓骨筋

筋膜郵便番号：外側区画 (LL, SPL) 

兆候：短縮位の短腓骨筋（足の内側ティルトパター
ン） 

意図：:短腓骨筋の深い緊張パターンに対応する（ピン
＆ストレッチ） 

クライアントのポジション： 側臥位、上側の足がテー
ブルからはみ出ているように 

プラクティショナー：テーブルの下端に立つ。指先で
短腓骨筋を包むようにして組織を頭部方向に向かって
リフトする。 

クライアントの動き： 足のぶん回し、外側ティルトを
強調 
                                  
参照： FrSb p. 83



5. 外側バンドワーク

6. ボディリードとポストテスト

筋膜郵便番号： 足底筋膜の外側バンド(SBL, LL, SpL) 

兆候：短縮位の外側バンド（足の外旋） 

意図：短縮位の外側バンドを溶かして伸長するような
イメージで（ピン＆ストレッチ） 

クライアントのポジション： 側臥位。踵をテーブルに
乗せる 

プラクティショナー：テーブルの下端に立つ。(1) 指骨
関節を使いバンドを中心から外側に向かって拡げるよ
うに；(2) より近い方の手で足をガイドし、遠い方の
手の指骨関節で組織を踵に向かって引き寄せるように
する。 

クライアントの動き： テーブルに向かって足の内側を
押しつけるようにして、また緩める。 
                                  
参照：FrSb p. 76



ディープフロントライン：深部後部区画
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Molliere



DFL - 深部後部区画
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ディープフロントライン

スーパーフィシャルバックライン
Gray’s Anatomy



深部後部区画
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Tom, Dick ,Harry 

TP 後脛骨筋：アクション：底屈と足の
外側ティルト  

FDL 長趾屈筋：中足趾節関節で足趾を
屈曲: 

FHL 長母趾屈筋: 母趾の屈曲 

足首の背屈と足の内側ティルトを制限

teachmeanatomy.com

http://teachmeanatomy.com
http://teachmeanatomy.com


深部後部区画

89Tendon Palpation



ディープフロントラインへのアプローチ
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2. 深部後部区画側臥位評価

1.腹臥位深部後部区画内側／外側ワーク
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3. LL/DFL バランス



1.腹臥位深部後部区画内側／外側ワーク
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筋膜郵便番号： 深部後部区画、横行筋間中隔 (DFL) 

兆候：足の内側または外側ティルト；脛骨の後傾 

意図：組織を溶かすように、伸長し、リフトする 

クライアントのポジション： 伏臥位、テーブルから足
がはみ出した状態で、働きかける脚は膝を90度屈曲 

プラクティショナー：テーブルの下端に立つ。深部後
部区画を取り囲むように指先を使う。組織を膝に向か
い（上方に向けて）動かす。足はニュートラルにト
ラッキングする。 

クライアントの動き： 底屈＆背屈 
                                  
参照：FrSb p. 85

Fascial Release for Structural Balance

84

The Foot and Lower Leg

85

The superficial technique utilizes a double 
soft fist. Keep the focus of the weight on 
your proximal knuckles (the ones nearer the 
outside) rather than trying trying to apply 
force with the middle knuckles nearer the 
leg’s midline, which will require a lot of effort 
from your finger extensors. Sink into and then 
beyond the crural fascia. As you work along 
the back of the leg, ask your client to slowly 
plantar- and dorsiflex the foot.
 

Figure 4.40: To access the deeper layers of the posterior 
compartment, support the leg in flexion to relax the 
gastrocnemius and use the knuckles to locate restricted 
areas. Dorsiflexion is used to release these areas and can be 
performed actively or passively in this position.

As you are working you may feel deeper and 
more isolated bands of taut tissue. In order to 
focus on these, you can support the leg either 
with your thigh or with a bolster, leaving 
the client’s foot free to move. This serves to 
relax and shorten the gastrocnemius, allowing 
more comfortable access to the deeper fibers, 
which you can then lock into with either your 
knuckles or fingers. The client’s foot can then 
be dorsiflexed passively or actively, in order 
to increase the challenge on the engaged 
tissue.

Deep Posterior Compartment – 
Tibialis Posterior, Flexors Hallucis and 
Digitorum Longus (DFL)

This deepest group of muscles of the leg 
hides behind the tibia, attaching to the 
back of the bones and their interosseous 
membrane, making them difficult to get at for 
the manipulative therapist. Their tendons are 
easily palpated toward their distal end just 
before they wrap around the medial malleoli, 
but where we will get much more release 
is a little more proximal and where their 
epimysium is more open and malleable.
 

Figure 4.41: Use the lateral hand to push the leg onto the 
fingers of the medial hand. This allows the contact into the 
tissue of the deep posterior compartment to be more relaxed 
and therefore easier to receive. In this position it is easiest to 
take the tissue superiorly.

In order to get to this portion of the deep 
posterior compartment, we need to guide our 
fingers around the medial aspect of the tibia. 
This is best done by pushing the leg over the 
working fingers with the supporting hand. 
This allows the fingers to be more relaxed and 
thereby easier for the client to receive.

The direction of the stroke is most often 
upward, helping lift the tissue of this 
compartment and give some support to fallen 
arches. Asking your client to plantarflex 
and dorsiflex their foot whilst maintaining a 
neutral alignment in their ankle tracking can 
further assist this by retraining the neural 
movement pathways.
 

Figure 4.42: With the fingers of the medial hand posterior to 
the tibia and the lateral fingers in the septum between the 
fibulari muscles and the soleus, you can engage both sides of 
the deep posterior compartment.

A deeper stroke involves having both hands 
work simultaneously on either side of the 
compartment. The medial fingers once again 
glide behind the tibia, as above, while the 
lateral fingers work through the septum 
between the fibularis muscles and the soleus. 
Once you sink far enough between these 
muscles, you should be able to feel the bulk 
of the deep posterior compartment between 
the two sets of fingers working medially and 
laterally. Unless you have a client who is 
particularly open in this area, your contact 
will be restricted to the deep investing 
fascia and epimysium around the group of 
muscles rather than directly on the muscles 
themselves, but this level can be worked in 
the same fashion as above.

Note on direction: Working the deep 
posterior compartment superiorly or inferiorly 
is often determined by the position and the 
responsiveness of the foot. If the foot tends 
toward medial tilt and the lateral rotation 
associated with pronation then we will 
choose to work superiorly, and vice versa if it 
shows a high arch type pattern. However, the 
sophisticated therapist has to sometimes make 
a choice between working for the structural 
pattern or a functional tendency as the foot 
may be considered a little ‘flat’ but shows 
no ability to pronate further. This may cause 
stresses in the client’s system due to the lack 
of shock absorption. Making the choice needs 
to be based on the entire picture the client 
presents with – which do you consider to 
be the greater issue (structural imbalance or 
functional loss?), how many sessions do you 

expect to work with this person (one session 
might not be enough to create a lasting change 
and so working surperiorly might be the safer 
option to create the sense of support but still 
‘releasing’ the tension), and what feels right 
to them (try a short stroke in both directions 
and have them explore – this does require a 
certain amount of body awareness on the part 
of the client!)? 

It is important to maintain straight wrists 
through both of these moves. Because of 
the angle of approach that is necessary it is 
more difficult to utilize your bodyweight, so 
a certain amount of upper body strength is 
required. Keep your elbows wide and slightly 
behind your point of contact to allow you 
to lean into the upward stroke as much as 
possible.
 

Figure 4.43: An alternative position allowing greater freedom 
for the client but requiring more stabilization of the thigh.

Figure 4.44: Having the client supine can make working 
in a superior direction easier for you, but because of their 
orientation it can be less integrating than prone positioning, 
as it isolates the activity of the foot.



2. 深部後部区画側臥位評価
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筋膜郵便番号： 深部後部区画、横行筋間中隔 (DFL) 

兆候：伸長位、または短縮位にある深部後部区画；脛骨の前傾
／後傾　足の内側／外側ティルト 

意図：組織の滑走制限に取り組む 
                足のティルトパターンには： 
  * 内側ティルト：組織を上に引き上げる 
  * 外側ティルト：組織を下に引き下げる 

クライアントのポジション： 側臥位、上の脚を伸ばして、し
たの脚を曲げる 

プラクティショナー：テーブルの下端に立つ。深部後部区画を
押さえるように指先を用いる。指先にカンチレバーのようにし
て体重をかけ、パターンに対応するように、組織を引き上げ
る、または引き下げる。 

クライアントの動き： 底屈＆背屈 

                                  



3. LL/DFL バランス
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筋膜郵便番号：深部後部区画 (DFL)、外側区画 (LL) 

兆候：深部後部区画 -  LL のバランスの崩れ；足の内側または
外側ティルト; 

意図：足のティルトパターンの解消のために組織の滑走制限に
対応する 
  
クライアントのポジション： 背臥位、テーブルから足がはみ
出すように 

プラクティショナー：テーブルの端に座る、または立つ。深部
後部区画の内側に指先を、そして腓骨筋に趾骨関節を適用す
る。 
  * 内側ティルト：深部後部区画を上に LL を下に動かす 
  * 外側ティルト：深部後部区画を下にLL を上に動かす 

クライアントの動き： ガイドされた足の底屈＆背屈 

参照：Anatomy Trains p. 201                           
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スパイラルライン：足のティルトパターンのバランスをとる

筋膜郵便番号： スパイラルライン：前脛骨筋と長腓骨筋　
遠位停止部 

兆候：足の内側／外側ティルトのパターン 

意図：組織の滑走制限と足のティルトパターンのための動
きのバランスに取り組む 
  * 内側ティルト：外側ティルトへの動きを強調し組織を外
側へと開く 
  * 外側ティルト：内側ティルトへの動きを強調し組織を内
側へと開く 

クライアントのポジション： 背臥位、テーブルから足がは
み出すように 

プラクティショナー：クライアントの足のほうに向かって
テーブルの横でランジ、または膝つき 

クライアントの動き： 足の内側＆外側ティルト 

(これはATSFで学んだアーチへのアプローチの修正形であ
りSBLへのアプローチでも学んだものであることに気づく)                 



セッション統合

僧帽筋を開く
浅層シリンダーのスイープ

ペルビックリフト
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浅層シリンダーのスイープ

プラクティショナー：ターブルの横に立つ。上
側の手で頭の動きをガイドする。下側の手の
柔らかな拳骨で、胸鎖乳突筋の前側端から手を
シリンダーに引っ掛けるようにする。組織を優
しくテーブルに向かって動かす。  

クライアントのポジション：:背臥位；膝を立
てる 

動き：頭を反対方向へと回旋する 

意図：SFL とセッションの統合  

注意：頸動脈洞、腕神経叢 
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僧帽筋を開く

プラクティショナー：テーブルの上端に立つ。
上側の手で頭の動きをガイドする。下側の手
の柔らかい拳骨で、後頭骨のエリアの僧帽筋を
捉え、肩峰に向かって組織を下方、外側へ動か
す。 

クライアントのポジション：背臥位；膝を立
てる 

動き：頭を反対方向へと回旋する 

意図：セッション統合 



歩様：筋膜エネルギー:
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カウンタームーブメント 
ロード 

弾性エネルギー

Earls



弾性リコイルとSSC

101

Muscle
fibres

Tendinous
tissues

Muscle
fibres

Tendinous
tissues

A
B

A - 筋膜の貢献 B - 短縮 & 伸長モデル
Earls



エッセンシャルイベント
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踵ロッカー 

足首ロッカー 

中足部ロッカー 

爪先ロッカー 

膝伸展 

股関節伸展



Heel rocker Ankle rocker Forefoot rocker Toe rockerA B C D

足ロッカー

ロッキングの気づき



かかと – 底屈に向かうように足にブレーキをかけ地面とのフルコンタクトをとる 
テスト：アンテリアランジ – かかとで着地できるか？（前の脚） 

足首 –  横足根関節が開き、衝撃は足底組織に拡がる 
                (このロッカーの名前は、距骨の上を脛骨が動く距腿関節のすぐ下にあ
る、横足根関節についてのもの） 
テスト： スクワット／ニーベント – 足首の背屈を見る 

前足部 – 背屈（後脚が足の上で前方へティルト） 
テスト：   アンテリアランジ。後ろの脚を見る。背屈に向かって前方に転がり、
動きが前方に向かって継続するにつれて底屈する能力があるか。） 

爪先 – プッシュオフ 
テスト：爪先の伸展を伴うポステリアランジ。後脚を見る。 
　　　　爪先は伸展しているか？ 4 つのテスト

フットロッカー： 4つのテスト



歩様サイクル

安定 適合性 安定
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膝
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膝は委員会によって 
デザインされた肘であり、
身体の最も長い2つのテコ
に挟まれている

膝

Grays



108

膝関節
 3 つの骨： 

大腿骨、脛骨、膝蓋骨、腓骨からの補助の追加を伴う

Freely moveable joints are always 
classified structurally as synovial 
joints.

All synovial joints have common 
structural characteristics.  For example, 
all synovial joints have a space or 
"cavity" between the bones.  They are 
held together by an outer fibrous layer of 
connective tissue (periosteum) lined with 
a synovial membrane.  The membrane 
secretes synovial fluid, which nourishes 
the hyaline (articular) cartilage that 
covers the articulating surfaces of the 
bones and keeps the joint space clean.  
Most synovial joints also have 
supporting ligaments. 

In an effort to address the mechanical demands of stability and mobility, the synovial 
joints are organized such that (1) the shape/fit of the bones and (2) the integrity and 
tension of the soft tissues (ligaments and tendons) crossing the joints, determines how 
and how much the bones can move.   

Lou Benson, 2013 ©

Gray’s



大腿骨遠位：骨のランドマーク

109
セルフパルペーション



脛骨＆腓骨　近位：骨のランドマーク
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-- J. Bones,UgGmenB. ami Joints 

1.7 The Tibia and Fibula 

Tbloflbular 
joint 

Medial 
malledus 

A The tM-. fibul-. and cnnlln1ei'OMeOII.IS membrane 
Right leg, ;mtaforvlew. The tibia and flbula artlculm at two joints that 
allow only WIY lrmlted motfon (rotation). Proximally, near tile lcnee. Is 
the synO\IIal tibiofibular join!; distally, .at the ankle, Is the tlblollbular 

joint with bony elements unitl!d by ligaments). The 
membrane (see also F) Is a sheet of tough connec-

tiVe lfssue that SelVeS as an ortgfn for sewral muscles In the leg. Add I· 
tionally, it acts with the tibiafibular syndesmosis tD stabilill! the ankle 
mortise. 

SNit---
oftflla 

Postietlcr 
surface 

a The Ubi•. fi'bul-. and membrane 
Right leg, posterior view. 

nblotllu.far 
joint 

Head offllula 

Nedcoffllula 

......_ __ 

dtl!e lowe\' IIIIa 

C Nonnalorfllflt.Jtfonofthetlblund ltr; 
When the tr.msverse axes of the upper tibia (tibial plateau) ;md lower 
tibia (ankle mortise) are superimposed, they form an angle of apptOXi· 

mately 23.,1. e., the transvene axis of the ;rnkle Joint Is rot.lted 23• lat· 
erally relat!Ye to the transvene axis of the ttblal plilte<lu (nonnal tlblal 

lnlercllndyl;r 
emlnencz 

Tibial 
tuberosity 

D The rTfltlttlblll pi.Wu 
Pn:lximal view. 

Posll!rfar 
Jurt.u:e 

I 1-seow 

·=vf 1 

Medial 
surfaa! 

nbla 

--Medial 

---Anterfar 
border 

orlfm:otlon, ;a). As ;r result of this. the loogltudln;rl;rn;rtomlc.;rl axis of the 

foot does not Ire In the SiiSJittal plane, and lhe toes point outward when 
the upper tibia is directzd farward (b). This signilic.;rntJy impi'CM!S the 

stability ofbtpeclal stance bypladng the line of gravity dose to the an· 
ter of the area of support (seep. 363). 

lllRr!or Mf(ulmlriia! of 

E TherTght.nkfemort'lle 

Distal view. 

altladrnmte lllt!dliJI 

llbla 

F Crosuectlon through the middle tlllrd of right leg 

PrQJCfmal 'Yiew. 

373 

Thiemeセルフパルペーション



膝蓋骨
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1.mwr Umb -- J. loMr. llgamen15, and Joints 

1.6 The Patella 

A r.oc.tlon of the pttelll 

L*r.ll 
tibial 

Right knee joint. llt«<l view. The A!d line lndiClll:es the plane of sec-
tion InC. 

no 

1!1 lllght pttella 

..... 

Artlallar 
ourha 

Anterior view, II posterior view. c distil view. 
NoR that the apellof the prtelli polnt:s d--rd. 

1.mwr Umb -- J. loMr. llgamen15, and Joints 

1.6 The Patella 

A r.oc.tlon of the pttelll 

L*r.ll 
tibial 

Right knee joint. llt«<l view. The A!d line lndiClll:es the plane of sec-
tion InC. 

no 

1!1 lllght pttella 

..... 

Artlallar 
ourha 

Anterior view, II posterior view. c distil view. 
NoR that the apellof the prtelli polnt:s d--rd. 

Thieme



膝蓋骨
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膝蓋骨は 
筋膜と 
大腿骨顆間
の骨の適合
によってそ
の場所に
ホールドさ
れている 

after Kapandji



膝関節： 滑液
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Gray’s
McMinn’s



膝関節：前面図 　関節を開いた状態

114
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脛骨プラトー：半月と靭帯
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脛骨プラトー：滑膜 

-- J. Bones,UgGmenB.amiJolnts 

1.19 

Medial 
all !aUral 
ligament 

The Knee joint: 
The Menisci 

Poru!tlor Pcml!r!or merisco· 
• ligament li!monllllglrn.!nt 

Lain 
merisws 

Head« 
flbule 

A Thetfbfal plm:.a11 wttfl the medllll•nd lnenll menhd •nd the 
sltes of ;attachment of the 01nd G'I.ICbte llg;unents 

Rlghttlblal plateau, proxlrnalvlew'With the crudate irld collateralllga· 
ments diVIded and the femur removed. 

a Shapeind itt.lchmentsofthe menlsd: The medial and lateral menisci 
both when from (Lmenilals• 

crescent). Their ends (the antertor irld posterior homs) are attiched 
by short ligaments to the bone of the interior irld po.ill!!1or lnterc:Gn· 
dylar <1reas oftheUbla. The lottralll!o!lllscusforms almost a complete 
ring, while the meditll meni$al$ h;Js a more semicircular On 

ttlewhole. ttle medial meniscus Is less mobile thin the lateril menis-
cus use Its points of attichment to the bone ire spaced f.rrther 

a 

Flbrout 

Schematic coronal section ttle femorotibial joint. The flbrous 
porttonsofttlemetllsd locatedidjacenttottleapsuleh;Jvearlchblood 
supply (!he medial irld lateral Inferior articular arteries &om the popll· 
teal artery, see p. 501). But the more central portions of the menisci, 
composed of fibrocartilage. are iV<l1aJiar ind ire nourished enUrely by 
the synO\IIal fluid (irrows). 

396 

Tblo-
ftbular 
Jotlt 

b 

Area ohttadunent 
« poste'lor 

erudite l!iimMI 

Hmdof 
fibula 

attachment of 
literal mt!nlsws 

(see b) irld it is also finnly attichecl peripherally to the medial 
collaterallll)ament. The lateral mmlsaJs, by contrast. h;Js no attach· 
menttothelateril collateralllgammt(seeE). 

b Sites of attichment of the medlil and lateril menlsd and !he crudate 
ligaments: The red line ttle tibial 
membrine, which coven tile cruclate ligaments anteriorly ind at the 
sides. The auclate ligaments lie In the subsyncMil connecUwoe tissue 
of the jolnt capsule and are CDIII!red post:erlorty by the heavy flbrous 
membrane. ttle ligaments migrate into 
the knee joint during devdopment. ttley are extracapsular but Intra· 
artlaJiar In their location, irld they derive their blood Sllpplyfrom !he 

popliteal fDssa (middle genicular artery, iee p. 501). 

C Stl\lc:t\lneofthemenbaas 

I 

mentofalllagen 
:J...... flberbundes 

.....::::::::,. JO!ntcapsl.fe 

The meniSOJs has a wedge-shaped cross section. ttle base of the wedge 
being directed toward the periphery irld att.lched 1» the joint 
The iUrfice facing the Ublil plateau Is flat, while the upper surface fie· 
ing the fi:!moral condy!H is concave. The central, innertwottlirds of the 
menlsd ire composed of and ttle outer ttllrd of 
connecthte Ussue. The bundles of collagen libel's In both the flbroar· 
tilage and the cnnnectilletinue have a predominantly cirrular arrange-
ment reflecting the high tensile stresses that develop In the meniKI. 
The abnlty of the mmlsal Ussue to move outward In response to load· 
lng Is slmllarl»thatfourld In lnterwoertebral disks (converting pressure to 
tl!!nsilefora.s) (aftl!!r Pett!rsen arid Tillmann). 

2つの半月は
脛骨の角と 
側副靭帯に 
付着している

Thieme
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側副靭帯
外側側副靭帯

内側側副靭帯
Hoepke



靭帯の脆弱性

内側側副靭帯 

外側からの打撃

前十字靭帯 

“接地 - ピボット” の怪我



Ohio State University Wexner Medical Center

新しいリサーチ：カリプソ膝システム
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❖ 神経血管束を含
む 

❖ SBLによってバ
ウンド 

❖ そしてDFLの筋
膜によって

後部関節包：膝窩

Clemente
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後部関節包 
後方では、過伸展への
抵抗のために関節包は

肥厚する

Moore & Dalley
after Kapandji
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膝の動き

Muscolino
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ボディリーディング
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膝過伸展：反張膝
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膝のボディリーディング

膝蓋骨 <-> 脛骨粗面関係性 

矢状面 関係性：屈曲／伸展／過伸展（脛骨／大腿骨） 

前額面 関係性：内側／外側ティルトとシフト（X 脚＆O
脚 FOTH をお楽しみに） 

水平 関係性：膝蓋骨のフラッシュライトはどちらを向
いているのか？内側か外側か？第二足趾に対して脛骨粗
面はどこにあるか？膝蓋骨に対して脛骨粗面はどこにあ
るか？ 

スモールグループ
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大腿四頭筋
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大腿四頭筋

• 脚の最も大きな筋肉 

• 3つの筋は膝のみを通っている 

• 膝と股関節を通るのは1つの筋 

• 膝関節の伸展筋 

• 共通の腱で膝蓋骨を包む。膝の周囲
の筋膜手綱の大きな一部
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大腿四頭筋付着部

Netter
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広筋

内側広筋と 
外側広筋は 
大腿骨粗面に 
付着し大腿骨を

包んで 
前面で出会う。

Calliet
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大腿筋膜＆管
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腸脛靭帯
❖ 遠位付着部は脛骨と関
節包 

❖ ラテラルライン 

❖ スパイラルライン
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スーパーフィシャルフロントライン：  2つの支線
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鵞足

より多くの膝内側サポート

❖ 縫工筋 (SFL) 

❖ 薄筋  (DFL) 

❖ 半腱様筋 (SBL)

Thieme



膝のボディリーディング

134

アンテリアランジ ポステリアランジ



膝蓋骨滑走パルペーション

135



136

テクニック：膝の手綱
筋膜郵便番号：膝 

兆候：膝のバランスの崩れ 

意図：大腿四頭筋の広がりにアクセスする 
                  側副靭帯、関節包、鵞足 
               　指先を使って組織を頭側に向かってリフト 

クライアントのポジション： 踵がテーブルからはみ出
るようにして背臥位 

プラクティショナー：テーブルの横にランジで立つ 

クライアントの動き： 膝の屈曲と伸展 

参照：FrSb p. 103
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テクニック：四頭筋リフト
筋膜郵便番号：大腿四頭筋 

兆候：膝の過伸展パターン（大腿四頭筋遠位部の短縮） 

意図：短縮した大腿四頭筋、主に大腿直筋に対処する 

クライアントのポジション： 背臥位 

プラクティショナー：膝の上からスタートする。柔らか
い拳骨で大腿直筋の遠位部を包むように。クライアント
が股関節と膝を屈曲する際に組織を天井の方向に向かっ
てリフトする。クライアントが膝を伸展する際にも、組
織をそこにホールドしておく。大腿直筋を少しずつ上に
向かって移動していくようにアプローチする。 

クライアントの動き： 膝の屈曲と伸展  
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鵞足テクニック
筋膜郵便番号：鵞足 

兆候：膝のバランスの崩れ（X脚パターン） 

意図：鵞足の腱を捉え、緩める 

クライアントのポジション： 踵がテーブルからはみ出
るようにして背臥位 

プラクティショナー：テーブルの横に立つまたは膝を
つく 

クライアントの動き： 膝の屈曲と伸展 

参照：FrSb p. 104 
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ハムストリングス： SBL, SPL

Fascial Release for Structural Balance

98

The Knee and Thigh

99

weaker. Those who work to strengthen their 
quadriceps in this way, are setting themselves 
up for sacroiliac (SI) joint problems, usually 
on their non-dominant side, if they are not 
also doing sufficient sport or other exercise 
to keep the neurological connection strong. 
‘Fixing’ this kind of SI joint pain and 
dysfunction involves more than a chiropractic 
or osteopathic adjustment, and more than 
soft tissue work; it requires some retraining 
to balance the quadriceps strength with 
contralateral hip stabilization.

Put your hand on the front of the thigh and 
you cannot miss the quadriceps. At the lower 
end, find the tibial tuberosity first and feel 
the infrapatellar tendon between it and the 
kneecap. Palpate either side of the kneecap 
while your model actively straightens their 
knee to full extension to feel the connective 
tissue bridle that surrounds and contains the 
patella.

Above the patella, the rectus femoris can 
be felt as a separate muscle running up 
the surface of the front of the thigh. At 
the superior end, the rectus femoris can 
dive under the tensor fasciae latae and the 
sartorius (which go to the ASIS) to go to the 
AIIS; though, as mentioned, some recti have 
attachments to the ASIS, no matter what the 
anatomy texts say.

The vastus lateralis can be felt along the 
lateral part of the thigh, lying deep to the 
iliotibial tract (ITT). Contraction of the vastus 
lateralis pushes out against the ITT and 
increases the tension on this band – more on 
this later.
The vastus medialis can be felt medial to the 
rectus femoris near the knee; but as you move 
superiorly, the adductors cover the muscle, 
which runs deep to them, so that it becomes 
more difficult to palpate directly. We will take 
up the palpation of the complex intermuscular 
septum between these two muscle groups in 
Chapter 6.

Finally, the vastus intermedius can be 
palpated between the rectus femoris and the 
femur. Let your fingertips sink through the 
rectus femoris gently, or slide it medially or 
laterally out of the way. You will feel a layer 
of denser muscle between you and the bone – 
this is the vastus intermedius.

Turning now to the myofascial complex of the 
hamstrings on the back of the thigh, we note 
that there are three hamstrings in classical 
anatomy, but here we will ask you, for clinical 
purposes, to consider four.

 

Semimembranosus 

Semitendinosus 

Biceps femoris 
(long head)

Biceps femoris 
(short head)

Posterior view.

Figure 5.6: The three two-joint hamstrings – biceps femoris, 
semitendinosus, semimembranosus – fill in the back of the 
thigh. The hamstrings extend the hip, flex the knee and 
control the eccentric flexion of the hip.

Taking the traditional three first – 
semitendinosus, semimembranosus and the 
long head of biceps femoris – we can note that 
they are all two-joint muscles, starting from 
the ischial tuberosity on the back of the pelvis 
and attaching below the knee to the lower leg. 
As such, they all act to extend the hip and flex 
the knee.

Additionally, the two semis, which go to the 
medial side of the knee, can participate in 
medial rotation of the tibia on the femur when 
the knee is sufficiently bent (flexed). The 
biceps femoris, attaching to the fibular head 
on the lateral side of the knee, can rotate the 
lower leg laterally when the knee is flexed. 
However, the hamstrings are so often used 
as stabilizing muscles that we should always 
consider their eccentric/isometric role in 
preventing or controlling rotation or extension 
of the knee, and flexion at the hip.

To find their common proximal attachment, 
lie your model on her belly and place your 
palm on the back of the thigh, so that your 

So shall we call this band of fascia the 
infrapatellar ligament or tendon? On the 
one hand, it is clearly a tendon, finishing the 
journey of the quadriceps to their intended 
target, the tibia, so surely it is a tendon? On 
the other hand, it is a strong band from the 
patellar bone to the tibia bone – is that not 
what we call a ligament?

A further argument for the latter view is that if 
you put your hand on your leg and rotate the 
humerus medially to have your elbow over 
your wrist, your elbow will be in a parallel 
position to your knee. In this position, it is 
easy to see that the olecranon of the ulna is 
in a parallel position to the patella in the leg. 
By this reasoning, the patella is a ‘broken off’ 
piece of the tibia, clearly belonging to the 
lower leg. That would make the band of fascia 
joining the two clearly a ligament.

While such discussions are useful for 
understanding the limitations of human 
labeling, there is no definitive answer, other 
than the fact that whoever created us has little 
concern with our nomenclature. Nomenclature 
is a human invention, whereas the real human 
body is not assembled according to such 
hard-and-fast rules. The rules that shape our 
body are the much tougher but slower rules of 
natural selection.

Returning to the quadriceps themselves, these 
are the most massive muscles of the leg. 
Three of the heads – the vasti muscles – cross 
only the knee, and thus restrict themselves to 
knee extension or resistance to knee flexion. 
The vastus intermedius runs straight up the 
front of the femur, attaching all along the 
way (and ties into the iliofemoral ligament 
at the top, an argument for considering the 
vastus intermedius as affecting two joints). 
The vastus medialis and vastus lateralis lie 
on either side of the vastus intermedius, and 
wrap around the femur to attach near the linea 
aspera on the posterior aspect.

The fourth head, the rectus femoris, is a true 
two-joint muscle, also crossing the hip to 
attach to the pelvis, thus having the action 
of flexing the hip as well as extending the 
knee. The attachment point is variable, but 
the anterior inferior iliac spine (AIIS) is the 
principal attachment. Some people have a 
reflected head that curls over the edge of the 

hip joint; this cannot be palpated. Others have 
a clear fascial attachment from the quadriceps 
into the anterior superior iliac spine (ASIS). 
This anomaly can be very easily palpated 
when present.

All the muscle fibers within the quadriceps 
‘aim’ toward the patella in penniform fashion. 
Of course, these are the muscles we primarily 
exercise when doing squats or other knee 
extension exercises.

We cannot leave these muscles without noting 
that many gyms are equipped with machines 
for training the quadriceps that have us 
sitting while lifting the knee into extension 
against a bar or weights on the ankle. While 
this clearly makes the quadriceps stronger 
and more bulky, we can ask whether such an 
approach makes the body as a whole stronger 
or weaker.

Vastus 
intermediusRectus 

femoris

Vastus 
medialis

Vastus 
lateralis

Figure 5.5: The quadriceps are the main extensors of the 
knee (and thus control eccentric flexion of the knee).

Unless you are bouncing your favorite 
grandchild on the crook of your ankle, you 
rarely use the quadriceps in this way. The 
quadriceps are used in walking, running, 
kicking, and jumping – all activities we 
perform standing up, for the most part. 

By doing your quadriceps exercises sitting 
down, you ensure that the quadriceps 
are getting stronger, but the neurological 
connection between the quadriceps strength 
and the opposite hip stabilization is getting 



近位　ハムストリングス



注意：坐骨神経



142

遠位　ハムストリングス

McMinn’s
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遠位ハムストリングス + 腓腹筋

A) 膝が屈曲している
時には2つのトラック
は離れて緩む

B) 膝が伸展している時
にはラインの2つの部
分はリンクしてテン
ションがかかる

C) 小間結びや空
中ブランコアー
ティストが手を握
り合うように
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ハムストリングス＆膝の回旋
半腱様＆半膜様 大腿二頭筋



3. ハムストリングス中間中隔

2. ハムストリングス筋腹

テクニック
1. ハムストリングス近位

4. ハムストリング遠位 - 腓腹筋腱



146

1.ハムストリングス近位
筋膜郵便番号：近位のハムストリングス (SBL, SpL) 

兆候：骨盤の前傾（伸長位の近位ハムストリング
ス）短縮位の腱への良いウォームアップにもなる） 

意図：近位のハムストリングスを捉え、組織と坐骨
を足の方向へ動かす。 

クライアントのポジション： 伏臥位　テーブルから
足がはみ出るように 

プラクティショナー：クライアントの足元の方を向
いてテーブルの横にランジポジションで立つ。(1) ま
ず最初に指で腱を触診する。(2) 坐骨結節のすぐ下の
位置でハムストリングス付着部近位に尺骨近位部と
肘頭でクロスフリクション。(3)  組織を遠位に向
かって引っ張る。 

クライアントのポジション：膝をテーブルに向かっ
て押して (20%) リラックスする
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2. ハムストリングス筋腹
筋膜郵便番号： ハムストリングス筋腹 

兆候：短縮位のハムストリングス 
      骨盤後傾、膝屈曲 

意図：ハムストリングス伸長（骨盤後傾、膝屈曲パ
ターン解消） 

クライアントのポジション： テーブルから足がはみ出
るようにして伏臥位。写真のように膝がサポートされ
た屈曲位からスタート。 

プラクティショナー：テーブルの下端でランジポジショ
ンで立つ。柔らかい拳骨で組織を捉えハムストリング
スをリフトする。 

クライアントの動き：膝はパッシブな屈曲からスター
トし、ゆっくりとテーブルに脚を下ろす（アクティブな
膝伸展） 
参照：FrSb p. 108



3. ハムストリングス：中間中隔
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筋膜郵便番号：ハムストリングスの中間中
隔 

兆候：中間中隔の緊張（伸長位のハムスト
リングス- 骨盤前傾または膝の過伸展） 

意図：内側、外側ハムストリングス間の中
隔を開く。 

クライアントのポジション： 伏臥位、膝は
サポートされた屈曲 

プラクティショナー：テーブルの横に立
つ。 指先で中隔を捉える。尾方に向かって
リフトする。 

クライアントの動き： 脛骨を内旋、外旋 

参照：FrSb p. 109
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4. ハムストリングス遠位 - 腓腹筋リリース
筋膜郵便番号：膝窩エリア 

兆候：膝過伸展 

意図：伸長位の腱を拡げる 

クライアントのポジション： 伏臥位　膝をパッシブに
屈曲したポジションでスタート。クライアントがゆっ
くりと膝をテーブルに下ろすように指示する。 

プラクティショナー：クライアントの頭の方向を向い
てテーブルの下端にランジポジションで立つ。内側と
外側の腱の内側に指先を置く。クライアントがゆっく
りと脚を下げるのとともに腱に対して外側へと引っ張
る。 
クライアントの動き：膝伸展 

注意：膝窩エリア - 浅層の神経やリンパ 

参照：FrSb p. 110



クライアントのポジション： 両足を並行に
して立つ 

プラクティショナー： 床の上に座るまたは
膝をつく 

動き：クライアントに1/4の小さいスクワッ
トをしてもらう。第二足趾に対しての膝の
通り道を観察する。膝蓋骨のすぐ上の大腿
部をホールドし指はハムストリングスの腱
へ。スクワットを繰り返し（屈曲／伸展）
膝蓋骨を中央へとガイドする。 

意図：膝の過伸展と回旋の問題に取り組む

膝のトラッキング
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大腿部リビュー
258 Part 2 / Hip, Thigh, and Knee Pain 

Semitendinosus 

Sciatic nerve 

Figure 14.8. Cross sectional anatomy of the right medium red. All other muscles including the adductor 

thigh at the level indicated in Figure 14.6 and also in group and hamstrings are light red. See also a cross 

Figure 14.13, looking down from above. The blood section at a higher level, Figure 16 .5. 

vessels are dark red and the quadriceps muscles are 

frequently undergo lengthening contrac­

tions to control or decelerate movement 

caused by body weight. 

The quadriceps femoris functions to 

control movements of bending backward, 

squatting, sitting down from the standing 

position, and descending stairs, but is not 

active in quiet standing. During walking, 

it is active immediately after heel­strike 

to control knee flexion and at toe­off to 

stabilize the knee in extension. It is not 

active during the period that the knee is 

extending during stance. Stance phase 

quadriceps activity is either prolonged or 

increased (or both) under certain circum­

stances, such as when there is significant 

loss of function in the plantar flexors, 

when heavy loads are carried on the back, 

when walking speed is increased, and 

when one wears high heels. The quadri­

ceps femoris is not active in extension of 

the leg during the early swing phase, but 

it is active in the last part of swing, in 

preparation for weight bearing. The quad­

riceps femoris also serves an important 

function (shortening) during rising from 

sitting and in ascending stairs, and it 

functions in many sports activities. A 

strong peak of activity appears in the mid­

dle of the downstroke during ergometer 

cycling. 

There is no consistent major difference 

in the proportion of fiber types among the 

four heads of the quadriceps femoris. The 

numbers of slow­twitch (type 1) and fast­

twitch (type 2) fibers are consistently 

nearly equal. 

Actions 

In stimulation studies, as would be expected from 

the attachments, the rectus femoris pulled the pa­

tella in a purely proximal direction, the vastus 

medialis pulled it proximally and medially, and 

the vastus lateralis pulled it proximally and later­

ally.3 4 Only the isolated contraction of the vastus 

lateralis could cause luxation of the patella (al­

ways laterally).3 4 The balanced tension on the pa­

tella provided by the diagonal vectors of the vas­

tus medialis and the vastus lateralis is important 

to normal tracking of the patella (and normal 

quadriceps function).9 2 

The rectus femoris can assist in abduction of the 

thigh in supine subjects, but showed little activity 

during rotation of the leg at the knee.8 , 1 5 , 9 2 

Electromyographically, the four heads can trade 

off among themselves in variable ways during a 

slow increase toward a maximal effort to extend 

the knee. 1 6 , 3 2 When rising from the sitting to the 

Rectus femoris Deep femoral vessels 

Vastus intermedius 

Femur 

Vastus lateralis 

Vastus medialis 

Femoral vessels 

Sartorius 

Adductor longus 

Perforating vessels 

Gracilis 

Biceps femoris 

Semimembranosus 

Adductor magnus 

大腿四頭筋

ハムストリングス

内
転
筋

前面



統合
1) バックストライプ 2) 首後部スイープ

3) ペルビックリフト

Fascial Release for Structural Balance
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Opening the Suboccipital Region and 
Splenius Capitis and Cervicis (SBL/SPL)

Walking through life with your head a little in 
front of yourself puts extra strain on the tissue 
at the back of the head and necessitates extra 
tension, and eventually serious restriction, in 
the tissue around the base of the occiput. After 
easing the superficial cylinder with the above 
techniques, time can be well spent in opening 
this area, preparing it for the deeper work into 
the suboccipitals. Quite a few muscles attach 
along the nuchal lines – below trapezius are 
the splenii and semispinalis group – and they 
will all be carrying quite a bit of strain into 
their respective fascial connections along the 
base of the occiput. You can clean along these 
by engaging progressively deeper layers with 
the fingertips, and having the client turn their 
head to draw the tissue through your fingers 
against resistance.

Figure 8.43a & b: Starting just behind the mastoid process, 
engage the tissue along the nuchal lines, and resist the 
movement of the tissue as your client turns their head to the 
opposite side. Position your fingers for minimal hair pulling, 
but stay up with the nuchal line for best results.

Figure 8.44a & b: Starting close to the midline and working 
outwards can be useful for opening the nuchal area in clients 
with anterior head position and is the equivalent of the 
erector spinae spreading performed for posterior bends in 
the spine (see figure 8.19b & c).

Figure 8.45a, b, c & d: You can also release the tissue 
inferiorly by engaging your fingertips along the level of the 
nuchal lines and slowly straightening your fingers to take the 
tissue downward as the client lengthens the back of their 
head up the table toward you to create stretch in the tissues.

Figure 8.46a & b: With the fingers curled, the tips sink 
into the occipital attachments of the splenius muscles and 
draw them downward, as the client turns their head to the 
opposite side. The client can assist by gently tilting their 
head downward to increase the stretch in the tissue. This 
technique takes extension strength in your fingers which 
builds with practice.

The splenius muscles can be involved in tilts 
and rotations of the head to the same side and 
shifts to the opposite. For this reason you may 
choose to work both sides differently.

The Suboccipital Group (SBL)

This group of small muscles is hugely 
important for proprioception. They constantly 
monitor and assess the position and balance of 
the head on the cervical vertebrae, working to 
keep the eyes and ears oriented to the horizon 
or whatever else engages your attention, and 
contracting in anticipation of any change in 
the center of gravity.

It is difficult to overemphasize the postural 
importance of these muscles or the therapeutic 
value in learning to assess and treat them 
individually.

When we look at the subocciptals from the 
side (see figure 8.12c), we can get a better 
view of their separate functions. The rectus 
capitis posterior major travels slightly 
laterally from the spinous process of C2. 
It is, however, quite vertical compared to 
the smaller rectus capitis posterior minor, 
which travels from the deeper C1 back to the 
occipital attachment. It is at a similar angle 
to the obliquus capitis superior, which travels 
back from the transverse processes of the atlas 
to the lateral aspect of the nuchal lines. Both 
of these muscles will be shortened in anterior 
head positions. Rectus capitis posterior major 
and obliquus capitis inferior will be involved 
with rotations of the head and C1/C2. Rectus 
capitis posterior major will also be shortened 
in cases of a posterior tilt of the head, such 
as often occurs with spectacle wearers, 
particularly people who wear bifocals.

To locate each of the superior suboccipitals, 
sink the tips of your index, middle and ring 
fingers deep to the occiput, your ring fingers 
on either side of the ligamentum nuchae and 
inferior to the external occipital protuberance. 
Allow your fingers to insinuate or ‘swim’ 
deeply into the layers you have already treated 
above and then curl them back toward you 
superiorly, until they are in contact with the 
inferior surface of the occiput. This is not the 
same positioning as for the familiar O-A joint 
release common in craniosacral treatment. In 
this technique, your fingertips are not going 
ceilingward, but headed back to you and 
firmly in contact with the underside of the 
occiput.

Fascial Release for Structural Balance
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In this position, if you strum back and forth, 
you should hopefully feel the ‘speed bump’ 
(occasionally short string) of the larger and 
more superficial rectus capitis posterior major 
under your middle finger. You can help this 
muscle lengthen by hooking the tip of your 
middle finger into the belly of the muscle, 
locking in an inferior direction, and then 
asking your client to gently nod their head 
(anteriorly tilting it), to create a stretch.

Figure 8.47a & b: Here we see the finger placement to find 
the upper three suboccipitals. The middle finger then drops 
away to focus the work on the rectus capitis posterior minor 
and the obliquus capitis superior.

By dropping your middle finger away from 
the tissue and allowing your index and ring 
fingers to sink deeper against the bone on 
either side of where your middle finger found 
the RCPMaj, you should be contacting the 
rectus capitis posterior minor under your ring 
finger and the obliquus capitis superior under 
your index finger. To work with these muscles 
and to create a deep relaxation in the system, 
drop your hands into the foam of the massage 
table to glide the occiput posteriorly on the 
atlas. Then (and only then) slowly bring the 
occiput superiorly to open the shortened 
fascia.

Figure 8.48a & b: With your fingertips placed on the inferior 
aspect of the occiput, draw the head down into the table 
and then slowly superiorly toward the top of the table.

This technique can be done in phases. Take 
up the slack by performing the two previous 
movements, which should be combined 
to create a fluid ‘scoop’. Then wait for the 
relaxation, take up the further slack, and again 
wait for the tissue to ease before increasing 
the movement slightly.

Due to the central neurological and 
biomechanical position of these muscles, 
these moves can be repeated in successive 
treatments. You and the client will be 
rewarded with easier neck movement, 
reduced eyestrain, and sometimes help for 
problems in the shoulders or further down the 
spine.

Scalenes

This group of important muscles helps 
stabilize the neck from different angles, but 
will therefore also help create a range of 
patterns in terms of structural balance. The 
anterior scalenes will pull the neck forward 
and down, perhaps including a rotation if one 
side overcomes the other. The middle and 
posterior scalenes will draw the neck to one 
side, creating a lateral shift or tilt.

The anterior scalenes are tucked deep to, and 
partly obscured by, the sternocleidomastoid. 
Access them by sliding your fingers under the 
SCM from behind, roughly halfway along the 
neck. The nail side of your fingertips should 
be against the deep aspect of the SCM and 
the pads will rest on the upper portion of the 
anterior scalenes. You can now glide down the 
line of the muscle toward the first rib, as the 
client pushes into their feet (knees up) and lets 
their head slide along the couch toward you, 
flattening the cervical lordosis to elongate the 
target muscles.

Figure 8.49a & b: Gently ease your fingers deep to the SCM 
from the outside, asking your client to alert you if they feel 
any form of nerve sensation. Check your positioning as the 
client takes a deep breath by feeling for the contraction 
of the anterior scalenes below your fingertips during the 
inhalation. Lock into the tissue and resist as the client pushes 
into their feet to lengthen the back of their neck, the back of 
their head gliding along the table toward you and their chin 
drawing toward the front of the throat.

A stronger technique can be achieved by 
pinning the distal attachment of the muscle 
and, passively or actively, having the client’s 
head turn to the same side and laterally flex to 
the opposite side.

Figure 8.50a, b & c: Working one anterior scalene at a time, 
lock into the distal attachment and slowly rotate the head to 
the same side and laterally flex it to the opposite side. Please 
note, it is important to hold the head and the upper cervicals 
when working with the scalenes. By engaging the supporting 
hand close to the transverse processes of C3 (c), the 
movement is focused on the lower cervicals and the scalenes. 
It is a common mistake to hold the occiput only and this will 
lead to the upper cervicals and the suboccipitals moving more 
than the scalenes.
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休憩の時間

your quiz”
————————



足部アーチ＆脚クラスクイズ

1. 足には何個の骨がありますか？ 

2.   距骨をサポートする踵骨の骨の突起部の名称は何ですか？ 

3.  距骨は前側と後ろ側のどちらが幅広いですか？ 

4. ATSI 用語での足の内反と外反は、足の ______ & ______ 

5.  足の4つのアーチの名前を述べてください。 

6.  もし私の脚が足に対して前傾しているとしたら、私の底屈筋群は短縮していますか伸長していますか？ 

7.  大腿四頭筋腱（膝蓋靭帯）の遠位付着部はどこですか？ 

8.  膝窩の境界線となる腱の名前は何ですか？ 

9.  大腿二頭筋の短頭と3つの広筋群は大腿骨の _______________に共通の付着部を持つ。 

10.  4 つのフットロッカーをリストアップしてください。 



ストラクチュラルエッセンシャルズ：さらなる解剖学の学び…

Thomas Myers - Body 3 
Thomas Myers - Anatomist’s Corner 

Joe Muscolino - Muscular System Manual 

Andrew Biel - Trail Guide to the Body 
アンドリュー・バイエル「ボディナビゲーション」 

解剖学アトラス :  Netter, Clemente, Thieme, etc. 

ATSI 認定コーストレーニングへの参加で、資格認定を目指す方は、トレーニングのパート2&3
に向けて上記の推薦図書による解剖学の学習をお勧めします。  

アナトミートレインの本は常に推奨本ですが、パート３に進むまでは必須ではありません。 

解剖学学習の推薦図書



ストラクチュラルエッセンシャルズ宿題

ストラクチュラルインテグレーションの認定コースにフルで参加する意図の有無
にかかわらず、下記の学びは助けになるでしょう： 

1) 解剖学の理解をしっかりとさせる：解剖学アトラスや、トムの解剖に関する
記事を集めた “The Body 3”  “Anatomist’s Corner,” などの書籍、そしてイン
ターネット検索なども活用しましょう。 

2) このクラスで学んだボディリーディングを、仕事仲間や友人、クライアント
を対象に練習しましょう。毎週1つの身体エリアにある1-2つのパターンを見
るようにします（例えば、足の内側／外側ティルトなど） 

3) 毎週、2-3個のテクニックを選択して何人かのクライアントに対して練習を
してみましょう。自分自身の経験と質問をノートにまとめましょう。 



ご参加ありがとう！

アナトミートレイン SIの道のり

  

また次回お会いしましょう 



ストラクチュラルエッセンシャルズ　テクニックノート

テクニック名： 

自分自身の心地よさと身体のアライメント： 

テクニックに対する自分自身の心地よさ： 

*このテクニックを使っての自分自身の経験： 

このテクニックに関する質問： 

*ボディリーディングボーナス：このテクニックがいかにクライアントのパ
ターンに適合するか？テクニックの前後に何に気づいたか？クライアントは
どのように感じたか？彼らが最も気づいたことは何か？ 

学んだことをいかに実践の場に取り入れるか？


