
下腿部
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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



3. 背臥位 ふくらはぎ

2A. 横行アーチ

2B. 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

1. 足底筋膜
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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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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).

1. 足底筋膜をオープンに



2A. 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




2B. 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

                                 




3. 背臥位 ふくらはぎ

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）



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 浅層＆深層
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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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4. ルーフトップ
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




5. 足底筋膜の外側バンド

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

6. ボディリード＆再テスト



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. 腓骨筋と中隔を拡げる

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.  短腓骨筋へのピンチテクニック

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. 足底筋膜の外側バンド

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
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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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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.
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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
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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                           



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

1. 僧帽筋を開く
2. 浅層シリンダーのスイープ

3. ペルビックリフト
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1. 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
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2. 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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3. ペルビックリフト

セラピスト: クライアントの頭部
に向かってテーブルの横にラン
ジで立つ（または座る）。 上側
の腕の前腕と手を、左右のASIS
をカバーするように置く。

下側の手を、脊椎の両脇に指を
置くようにして仙骨とPSISに置
く。楽に緩めた自分の手の上に
クライアントが休めるようにす
る。

クライアント:  背臥位で膝を立
てる。


動き:  呼吸


目的:  統合。数多くの応用方法
があります！



大腿部



1. 膝の手綱

3. 鵞足テクニック

SFLへのアプローチ
2. 四頭筋リフト
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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




3. ハムストリングス中間中隔

2. ハムストリングス筋腹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

SBLへのアプローチ
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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. ハムストリング遠位 - 腓腹筋腱
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



セッション統合
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
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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

218

The Spine

219

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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クライアント：

1) 両足を膝より少し前の位置
で床につける


2)  股関節は膝より高い位置

3)  まずロールダウンを見て動き
の全体的なクオリティを評価す
る


プラクティショナー：

1) 筋力ではなく自体重を使う

2)  棘突起を避ける 

3)  脊柱起立筋のファシアとのコ
ネクションを維持し一定した動
きを目指す

1. バックストライプ
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2. 首後部スイープ（タフィープル）

ファシアの郵便番号：胸椎上部と頚椎の伸筋群


兆候：短縮した頚椎伸筋群；頚椎ー胸椎のアライメン
ト不全


意図：:  伸筋群の伸長、頚椎ー胸椎及び環椎ー後頭骨
の移行部を緩める


クライアントのポジション：:仰臥位　膝を立てる


プラクティショナー：:テーブルの上端に座る。クラ
イアントの頭を写真のようにホールドする。反対側の
手を胸椎T4-5の反対側の椎弓板溝にスライドさせるよ
うにして置く。指先を伸筋群に向かって持ち上げ、後
頭骨に向かってゆっくりと引き上げる。手を入れ替え
る。伸筋群の内側、中間、外側を通るようにして3回
繰り返す。


クライアントの動き： イエスと頷く。呼吸をする。
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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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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.
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3. ペルビックリフト

セラピスト: クライアントの頭部
に向かってテーブルの横にラン
ジで立つ（または座る）。 上側
の腕の前腕と手を、左右のASIS
をカバーするように置く。

下側の手を、脊椎の両脇に指を
置くようにして仙骨とPSISに置
く。楽に緩めた自分の手の上に
クライアントが休めるようにす
る。

クライアント:  背臥位で膝を立
てる。


動き:  呼吸


目的:  統合。数多くの応用方法
があります！


