
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 I 

呼吸を開く：腹部、胸部＆呼吸
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あなたはここにいる…
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人間にとって、呼吸は意識と無意識の間の軸です。
自然な呼吸は、怪我や押さえ込んだ感情、緊張のパ
ターンや悪い姿勢などによって抑制されることがあ
ります。このクラスでは下記に注目をします： 

 • 呼吸のリズムと十分な呼吸のリストアのための
徒手療法及び運動によるソリューション：肋骨
には100以上の関節がある。 

 • 肋骨の容易でダイナミックな動きをサポートす
るための頸部と腰部へのアプローチ。 

 • 呼吸における、肋骨バスケットの様々なセク
ションの働きと、その動きの増進方法を学
ぶ。 

 • ”充分な呼吸は充実した人生の鍵である”   

呼吸を開く - 目標
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呼吸：再び息をするために

Inspirare:吸気 
息を吸い込む、インスパイア、炎症

Conspirare: 協力、共謀 
共に呼吸をするために 
一致して音を出すために  
同意して、共に、共謀して
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呼吸と呼吸ワーク

血液の酸素化＆二酸化炭素の除去

細胞の活動を増進し、脳、内臓、身体組織の機能を促進する

内臓器を動かし、消化を補助

血液とリンパ液の流れを補助

脊椎の安定を助ける

筋膜のグライドを増進

胸椎の可動性維持
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呼吸の不調

• 痛みの感受性 
• 朦朧とした頭 
• 生体力学的制限 
• 筋膜の”硬化” 
• pHの変化 
• 消化機能不全 
• 不安と鬱 
• 疲労；繊維筋痛症 
• 過呼吸症候群
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機能と構造は、二つの相互依存的ものであるという観点を持つ必要がある。胸郭は、肺、心
臓、肝臓、脾臓、膵臓、腎臓といった、主要な内臓のほとんどを納めるシリンダー的構造とし
て考えることができる。胸郭（あるいは胸郭に付着した筋肉群）に関連した機能は、呼吸、内
臓の活動、安定（姿勢）、そして頭、首、肋骨、脊椎構造、上肢の動きが含まれる。 p. 4 

機能不全を理解するためには、正常な機能の範囲に何が含まれるのかへの明確な理解が必要
とされるのはわかり切ったことではあるが繰り返す価値がある。正常な呼吸が起こるために
は、骨も軟部組織も、柔軟で、弾性を持ち、機能的な状態の胸郭の構造が必要とされる。もし
も制限が存在する場合には、呼吸のサイクル中の筋活動や変化した圧の段階への反応として適
切に変形する能力を低下させ、常に理想的な機能を犠牲とした代償のための適合は避けられ
ない。  p. 14 

最適な姿勢とは、重力に対してバランスのとれた構造である。代償とは、身体構造、あるいは
機能のなんらかの欠損へのカウンターバランスである。 
機能不全が明白である、あるいは症状が歴然としている場合には、ある程度の適合的過負荷が
起こるであろう。 p. 15  

 呼吸パターンの機能不全への学際的アプローチ

Multidisciplinary Approaches to Breathing Pattern Disorders,  
Chaitow, Bradley, Gilbert,  Harcourt 2002
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腹腔
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胸腔は形状と 
ボリュームが 
変化する  

腹部骨盤腔は形状が
変化する

胸腔と腹部骨盤腔
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…はその人の形状である

腔の形状

Keleman



形成力としての感情
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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

Fascial Release for Structural Balance

44

BodyReading
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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.
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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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ボディリーディング：矢状面
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胸郭／骨盤のバランスは自由な呼吸を得るために重要な一部

姿勢との関連において呼吸を感じる

ティルト 

ベンド 

シフト

試してみよう
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前額面のボディリーディング
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水平面のボディリーディング



19

* 換気のための十分に安定し十分
に可動するコンテイナーを提供
する。 

* 頭部、頸部、脊椎、上肢、骨盤か
らの筋肉の付着部の基盤を提供す
る。 

* 心臓、肺、内臓のための保護を提
供する 

胸郭

* 後ろからのビューを見ることが重
要。ほとんどの人は肋骨の後ろ側に
ついて考えることがない。肺のボ
リュームの60%以上は前額面中心線
よりも後ろに位置していることに注
目。 Netter
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胸郭出口

肋骨は閉鎖した鎖を形成する 
呼吸は開いた鎖 

make it and see
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二重バッグセオリー
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”内臓骨格” - 細気管支の上下逆の木

肺の内側
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縦隔
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心臓は正確にはどこに？

Moore & Dalley
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肋骨の原型の3つ
のセット- 2つは
神経弓を形成
し、もうひとつ
は、弯曲して、
弾力性のある肋
骨を形成する。

肋骨
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基本的な肋骨の構造
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肋椎関節

Grundy / Moore & Dalley
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肋椎関節

Grays
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胸骨と肋骨の関節

Norkin & Levangie
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呼吸に伴う肋骨の動き

Travell

肋骨のバケツハンドル、または”ベネチアンブライン
ド”の動きは、2-9番の椎間円盤への水和作用を持つ 

ポンプハンドル バケツハンドル
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肋骨のバスケット
は4つのセクション
に区分できる。

4つのセットの肋骨

肋骨1-2

頸部肋骨

肋骨3,4 & 5

胸部肋骨

肋骨 6,7,8 & 9

腹部肋骨

肋骨 10,11 & 12

骨盤肋骨
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骨盤肋骨

77The River of Life, Part 2

Figure 6: Ribs 6-9 handle a lot of trunk rotation, create 
lateral expansion in breathing, and house the assimilative 
organs of our solar plexus, or “animal brain”: the liver, 

the stomach, the spleen and the pancreas.

able to feel its free end somewhere to the rear of and
under the 11th in any case, these ribs form the lower, 
most moveable edge of the rib basket. The parts of the 
abdominal obliques, plus the quadratus lumborum,
which take off from these ribs go straight to the
iliac crest, and help to anchor the rib cage and the
diaphragm itself (see Figure 7; Netter plates 231, 
232, 233, 234).
    If your client lies on his side 
DQG�\RX�ZDON�\RXU�¿QJHUV�XS�WKH�
inside edge of the iliac crest from 
WKH� IURQW��\RX�ZLOO�¿QG�� DW� DERXW�
the midline or a little behind it, 
the lateral edge of the quadratus 
lumborum fascia. You can walk 
\RXU� ¿QJHUV� IURP� KHUH� XS� WKH�
lateral edge of the quadratus and 
SHUKDSV�¿QG�WKH�RXWHU�HGJH�RI�WKH�
12th rib from there (Netter plate 
246).
    This lowest section of the ribs 
is associated with the kidneys 
and the pelvic organs of elimina-
tion and sexuality. The response 
to fear and the adaptive strength 
RI�WKH�ÀXLG�V\VWHP�FDQ�EH�UHDG�LQ�
these lower ribs.

The movements of breathing
    Let us go straight to the move-
ments of the muscles and rib

EDVNHW� LQ�EUHDWKLQJ��7KH�¿UVW� DQG�PRVW� LPSRUWDQW�
motion is in the diaphragm. The diaphragm in humans 
is in a unique situation. For most animals, the dia-
phragm waves backward and forward, obliquely 
to gravity, so the motion is unimpeded by that pull. 
In humans, the diaphragm goes up and down right 
in the line of the gravitational pull, but that force 
is cleverly negated by the positive pressure in the 
abdomen, which pushes the diaphragm up, and the 
negative pressure in the thorax, which pulls it up. 
%HWZHHQ� WKH� WZR�� WKH� GLDSKUDJP� ÀRDWV� DW� QHDUO\�
neutral, same as it did and does in our four-legged 
friends.
    Teachers have gone on ad nauseam about the
GLDSKUDJP�� VR� OHW�XV� VHH� LI�ZH�FDQ�¿QG�VRPHWKLQJ�
you do not know about it. How far does the middle 
of the diaphragm move down on a good inhale, for 
instance?
    The diaphragm is a muscle shaped like an umbrella,
attached all around the bottom end of the rib cage 
and onto the front of the lumbar spine. These
crura (“legs”) of the diaphragm that reach down the
anterior side of the lumbars and blend with the
anterior longitudinal ligament could be thought of 
as the stem and handle of the umbrella. The rest of 

Kidney 10
11
12

Internal
Oblique
Rectus

Abdominis

External
Oblique

Erector
Spinae

Figure 7: Ribs 10-12, the “pelvic ribs,” are 
the lowest section and anchor the rib basket 
to the pelvic rim. These ribs balance between 
breathing and walking, and are associated 
with the kidneys and the pelvic organs of 
elimination.

Scalenes

骨盤部肋骨は、肋骨バスケットを骨盤縁にアンカリングする。 
これらの肋骨は、呼吸と歩行のバランスをとり、腎臓と排泄のための 
骨盤内臓器に関連している。
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腹部肋骨
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胸部肋骨
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頸部肋骨
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座位のクライアントの後ろ側に立つ。 

(1) 指の背面を下部肋骨(10 - 12)の上に置く。骨盤肋骨のエリアである（このエリアの制限は、外側縫線、
腰方形筋と腹斜筋へのワークを必要とする） 

 Q:  吸気とともに、下部肋骨は指先に向かって後方に動くか？ 

(2) 体側で肋骨の6-9 に指の腹を置く。（腹部肋骨） 

 Q:  ”バケツハンドル”のような膨らみを感じるか？左右の動きに違いがあるか？ 
      左右差が側方へのティルト／シフトにいかに関連し得るか？ 

(3) クライアントの腕を少し外転してもらう。肋骨の3-5　（腋窩肋骨）に指の腹を優しくあてるようにす
る。  

 Q:  バケツハンドルの膨らみは感じられるか？（胸郭の直径が小さいために、腹部肋骨よりは少し少なめ
の動き） 

(4) クライアントの横に立つ。片方の手の付け根を、頸部肋骨であるT1-T2 に置く。もう片方の手の小指球
のパッド部分を胸骨柄に置く。 

 Q:  ”ポンプハンドル”の動きを感じるか？手と手はお互いに離れるか？前側の手のみが動くか？頭部前突
姿勢か？ 

座位での呼吸のアセスメント
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吸気の補助筋群
胸鎖乳突筋 
僧帽筋 
大胸筋 
小胸筋 
鎖骨下筋 
前鋸筋 
上後鋸筋 
腰方形筋 
肋骨挙筋

”胸壁に付着する全ての筋肉は換気
に貢献する可能性を持つ”

#0*]�&(IC*G�] "1IJ%[�] %G(] �J*%U19G/] 	��]
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Norkin & Levangie
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肩の重さを軽くする

from Paulet
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ステップ 1: 僧帽筋＆広背筋 
(SBAL/SFAL)

Sobotta
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テクニック：僧帽筋上部
筋膜郵便番号： 僧帽筋上部＆中部 

兆候：肩が首に向かって持ち上げられているまた
は、肋骨に向かって引き下ろされている。 

意図：肋骨の上にある肩の重さ、首にかかる肩の重
さを軽減する。肺のドームの一番上まで呼吸で拡張
することができるように。 

クライアントのポジション： ベンチに座る 

プラクティショナー：:クライアントに向かいクライ
アントの横側に立つ。僧帽筋の上部前側の端に柔ら
かい拳骨を置く。体重を組織に沈み込ませるように
する。上部／肩峰エリカの繊維を背中に向かって、
肩甲骨内側縁に沿って柔らかな拳骨を引き下ろすよ
うにする。 

クライアントの動き： 小さい肩のぶん回し、呼吸
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テクニック：広背筋
筋膜郵便番号： 広背筋 

兆候：肩が肋骨に重く乗っかっている 

意図：肋骨に対する肩の重さを軽減する 

クライアントのポジション： 側臥位、腕を外転し、肘を
屈曲 

プラクティショナー：テーブルの上端に立つ。クライア
ントの肘を持って腕をサポートする。もう片方の手で、
広背筋全体に柔らかい拳骨でアプローチする。腕を頭上
に引き上げるようにしながら組織を骨盤に向かって動か
す。 

クライアントの動き： 受動的：腕を頭上に引きあげられ
る 

参照：FrSb p. 249

Fascial Release for Structural Balance
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Pectoralis Minor

When working on this sensitive area we 
prefer to kneel or sit to the side of the client, 
allowing greater stability and therefore 
more relaxed hands as we enter an often 
challenging area for clients. Once again it 
is best to explain where you are going and 
why, and ask your client to alert you to any 
nerve sensations, as it is easy to impinge or 
stretch the fascia around the brachial plexus 
or axillary lymph nodes as you ease through 
the tissue. Should this happen, it is simply a 
case of retracting slightly and repositioning, 
maybe taking a slightly different angle to 
your approach. Try not to retreat completely 
or panic if it does happen. Coming in and out 
of the tissue too many times can be distracting 
to the client, as is any look of distress on your 
face.

The pectoralis minor is one of the main 
stabilizers of the shoulder girdle. It is 
an antagonist to the lower portion of the 
trapezius muscle, and has (at least) three 
slightly different directions of pull on 
the scapula, depending on the number of 
attachments it has to the ribcage. It is also 
enveloped within the clavipectoral fascia, 
which helps support the passage of the 
brachial plexus as it passes out and down the 
arm.

Seated or kneeling at roughly your client’s 
waist level, glide the fingers of the ‘head’ 
hand deep to the lateral edge of pectoralis 
major, your fingertips gliding along (i.e., 
parallel to, not poking into) the ribs. Push 
your fingers from your shoulder; keeping 
your fingers as relaxed as possible allows the 
client and their tissue to open more easily, 
preventing guarding of the area.

The other hand supports the arm by holding 
at the wrist, having the arm slightly abducted 
to allow access, and can then guide the client 
into either one of two movements. Once the 
appropriate fibers of the pectoralis minor 
have been engaged, the client can then either 
bring their arm over their head, similar to 
swimming a very slow backstroke, or use 
their lower trapezius to bring their shoulder 
toward the midline and down their back. This 
latter movement can help with the retraining 
of the often weakened, under-used section 

of trapezius to create reciprocal inhibition of 
the short pectoralis, while the first technique 
is more of a straightforward pin and stretch. 
Both movements can be altered in order 
to focus the stretch on the tissue along 
whichever section is the more restricted. For 
example, if the scapula is more medially 
rotated, then the upper (third rib) slip of 
pectoralis minor will be shorter, and retraction 
of the scapula emphasized. If the scapula is 
more anteriorly tilted, we need to focus more 
on the lower (fifth rib) slip by asking for more 
downward movement as we lock the tissue.

Figure 9.28a & b: Gliding between the back of pectoralis 
major and the ribcage, gently open the clavipectoral fascia to 
access and lock onto the pectoralis minor. Then either have 
the client reach back with their arm (as shown) or ask them 
to draw their shoulder blades together and down their back 
to stretch.

Latissimus Dorsi and Teres Major – 
Scapulohumeral Freedom

Quite often the humerus and scapula can 
become quite tied together either because 
of, or possibly causing, shortness of the 
fascia around the posterior axilla. This 
can be checked by simply fully abducting 
the humerus and watching and/or feeling 
for the amount of scapular movement that 
accompanies humeral abduction. Should any 
restriction exist, simply relax the tissue a little 
by adducting the arm slightly. Sink into the 
myofascia of the latissimus dorsi and teres 
major, which form the posterior wall of the 
axilla, and taking care not to stretch the skin, 
passively or actively abduct the arm over the 
client’s head.

Figure 9.29a & b: With the client in side-lying, assess the 
relationship between the trunk and the proximal humerus. 
Feel for tight or restricted lines that tilt the scapula earlier 
than necessary.

Figure 9.30a, b & c: With the arm relaxed, lock into the tight 
lines with either a soft fist (a & b), knuckles, or a pincer grip 
(c), and then slowly abduct the humerus to stretch the tissue.

Just as with the hip joint, the glenohumeral 
joint is surrounded by a series of fan-shaped 
muscles or sequences of muscles that form a 
triangular pattern. From the near horizontal 
fibers of infraspinatus to the near vertical 
fibers of the lateral latissimus dorsi, we have 
a wide range of possible vectors of pull. 
Where the horizontal fibers will restrict the 
horizontal adduction above, the more vertical 
fibers of the latissimus dorsi will affect simple 
abduction of the arm (i.e., bringing the arm 
out to the side of the body and alongside the 
ear).
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鎖骨胸筋＆胸骨筋膜

Netter

スーパーフィシャルフロントラインは 
スーパーフィシャルフロントアームラインと 
ディープフロントアームラインにスイッチする 

AT
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鎖骨胸筋＆胸骨筋膜
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大胸筋＆鎖骨下筋

Clemente



鎖骨下筋

45

胸骨＆胸肋関節 大胸筋／鎖骨胸筋筋膜

テクニック
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胸骨＆胸肋関節
筋膜郵便番号： 胸骨筋膜 

兆候：短縮し硬い胸骨筋膜；肋骨の前傾、上腕骨の
内旋 

意図：肋骨と鎖骨を開き、持ち上げ、拡張する 

クライアントのポジション： 背臥位、腕を身体の脇
に 

プラクティショナー：両手の指先を剣状突起の上側
の胸骨の基底部に置く。胸骨柄に向かって胸骨筋膜
をリフトする。まず最初は骨の中心に沿って。 その
後胸骨の外縁（胸肋関節）に沿って。ストロークの
最後に鎖骨の下で組織を拡げるようにする。 

クライアントの動き： 呼吸 

参照： FrSb p. 175
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大胸筋／鎖骨胸筋筋膜
筋膜郵便番号： 大胸筋、胸筋膜および鎖骨胸筋筋膜 

兆候：短縮し硬い胸骨筋膜；肋骨の前傾、上腕骨の内旋 

意図：大胸筋を伸長し；鎖骨胸筋筋膜の癒着を緩める 

クライアントのポジション：背臥位、腕は外転し、肘は屈曲し手
は頭の横に楽に置く 

プラクティショナー：大胸筋の真ん中に指の腹または 柔らかい
拳骨を置く。組織を足の方向にピン留めするようにして組織を
ロールするように。 

クライアントの動き： 上腕骨の外転、スイングアウト”スノーエ
ンジェル”：大胸筋の様々な繊維にアプローチするために腕の角
度を変化させる。 

参照：FrSb p. 246
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鎖骨下筋
筋膜郵便番号：鎖骨下筋；大胸筋の鎖骨頭  

兆候：癒着；肋骨の前傾、上腕骨の内旋、頸部肋骨におけ
る呼吸の制限 

意図：短縮位の大胸筋と鎖骨下筋の癒着を解消する 

クライアントのポジション： 背臥位、両腕は身体の脇に 

プラクティショナー：内側の手の指先、または親指で鎖骨
下筋内側をピン留めし、外側の手で腕の動きをガイドする 

クライアントの動き： (1) 息を吸って肩屈曲。息を吐いて
スタートポジションに戻る。(2) 水平外転（肘はテーブルに
触れないようにすること） 

参照：FrSb p. 247
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ステップ 3: 小胸筋

Netter
Travell
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テクニック：小胸筋
筋膜郵便番号： 小胸筋、鎖骨胸筋筋膜の深層 

兆候：癒着した小胸筋、肩甲骨前傾、肋骨前傾、頸部あるいは胸部
肋骨の呼吸の制限 

意図：肋骨から肩を分化し、重さを軽減する。短縮した小胸筋を自
由にする。 

クライアントのポジション： 背臥位、腕は外転し、肘を屈曲し、手
は頭の近くに置く。 

プラクティショナー：テーブルの横に座る、または膝をつく。下側
にある手の指の腹を肋骨腋窩部におく。上側の手は、肩峰の上に置
く。肋骨を押さえることなく、肋骨の上に指の腹を沿わせたまま、
小胸筋の下側へ潜り込むようにする。指先で小胸筋の垂直方向の繊
維を感じる。クライアントに肩を反対側の股関節に向かって引き下
ろしてもらうことで、ポジションを確認しながら、潜り続ける。
クライアントの動き： 
(a) 呼吸 
(b) 腕を上下にスライドする 

参照： FrSb p. 248

Chapter 43 / Pectoralis Minor Muscle 8 4 5 

attach to tendons of adjacent musc les , or to 
the greater tuberosity of the h u m e r u s . 4 , 5 

Two other, relat ively infrequent , ana-
tomical variations are d e s c r i b e d . 1 6 T h e pec -
toralis minimus connec ts the first rib carti-
lage to the coracoid process , ef fect ively 
extending the thoracic cage inf luence of 
the pectoralis minor m u s c l e c e p h a l a d . 3 3 

T h e pectoral is intermedius may attach 
more media l ly than the pectoral is minor 
onto the third, fourth and fifth rib carti-
lages and attach above to the fascia cover-
ing the coracobrachial is and b i c e p s brachi i 
musc les . Th is arrangement sandwiches the 
intermedius be tween the pectoral is major 
and minor m u s c l e s . 1 6 

Supplemental References 

Other authors h a v e c lear ly i l lustrated 

the pectora l i s m i n o r m u s c l e as seen from 

the f r o n t , , ' , 1 0 , 1 5 , 2 7 , 3 3 , 3 8 , 4 1 f rom in front w i t h 

neurovascu lar s t ruc tures , 2 f rom the s i d e , 3 0 

f rom the s ide w i t h n e u r o v a s c u l a r s truc-

t u r e s , 1 2 f r o m b e l o w w i t h n e u r o v a s c u l a r 

s t r u c t u r e s , 3 1 a n d in cross s e c t i o n . 1 4 , 1 7 In a 

c o m m o n var iat ion , f i b e r s e x t e n d over the 

c o r a c o i d p r o c e s s to r e in for ce the c o r a c o -

h u m e r a l l i g a m e n t . 4 

A p p r o x i m a t e l y 4 0 % o f pec tora l i s m i n o r 

f ibers are type II, decreas ing s l ight ly after 

age 6 0 . T h e v o l u m e of t y p e I I f ibers i s sig-

n i f i cant ly d e c r e a s e d after that a g e . 3 7 

3. INNERVATION 
T h e pectoral is m i n o r i s innervated by 

the media l pectoral nerve from the media l 
cord, and by f ibers o f roots C 8 and T 1 . 9 

4. FUNCTION 
T h e pectoral is mino r draws the scapula 

forward, d o w n w a rd and inward at near ly 
equal a n g l e s . 3 3 Depress ion of the shoulder 
by this m u s c l e 9 , 1 3 , 2 1 s tabi l izes the scapula 
w h e n the arm exerts d o w n w a rd pressure 
against r e s i s t a n c e . 3 3 S i n c e the inward force 
c o m p o n e n t i s b l o c k e d by the c lav ic le w h e n 
this m u s c l e contracts , the resultant force 
draws the g lenoid fossa of the scapula 

Figure 43.1. Referred pain pattern (solid red is the essential portion, stippled red shows the spillover portion), 
and trigger point locations (Xs) in the right pectoralis minor muscle. The upper X identifies the location of an 

attachment trigger point and the lower X a central trigger point location in this muscle. 
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ステップ 4:  身体側部を開く

短いサイド

長いサイド

筋膜郵便番号： ラテラルライン、腸骨から腋窩 

兆候：肋骨の側方ティルトとシフト 

意図：骨盤の上に肋骨をバランス良く；身体の側部
を開き拡張する；呼吸を深める 

クライアントのポジション： 側臥位 

プラクティショナー：テーブルの横に立つ。腸骨の
すぐ上に柔らかい拳骨、または開いた手を置く。必
要に応じて組織をリフトしたり拡げたりする。 

クライアントの動き：呼吸 

参照：FrSb p. 176
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Side-Lying Thorax (LTL)

To lift the lateral tissue of a shortened side, 
sink into the tissue just above the level of 
the iliac crest and, by dropping your elbows, 
carry the deep investing layer superiorly. 
Carry your connection over the ribcage and, 
taking care neither to press too hard into 
the lateral ribs nor simply to skim over the 
top with the skin and adipose tissue, use the 
sense in your hands to engage the layers of 
myofascia in between and carry them up.

Figure 7.23: A scooping action of the forearms can carry the 
fascial tissue superiorly, lengthening the Lateral Line.

The tissue on the opposite, longer lateral 
aspect could be ‘locked long’ and therefore 
in need of transverse rather than longitudinal 
work. Such spreading of the tissue can also 
be very useful for clients with limited lateral 
movement of the ribs during inhalation.

Figure 7.24a & b: Spreading the tissue of the ‘locked long’ 
side can help release restrictions that may have developed 
due to fascial holding. The spreading can help ‘differentiate’ 
the layers (see figure 5.23). Asking your client to ‘breathe 
into my contact’ can help open the tissue further, letting 
them do the work from the inside rather than forcing the 
tissue from outside.

When working across the thorax we need 
to raise our shoulder girdle over the top of 
the client and use the back of our soft fists 
with our arms crossed. Alternatively we can 
use the heels of the hands as they engage 
the client’s tissue and drop our bodyweight 
toward the massage couch to perform the 
stroke. The client is encouraged to breathe 
throughout the intervention to maintain 
a positive pressure in the thorax to work 
against, giving them better feedback and you 
more effective results.

External and Internal Obliques ‘X’ 
(SPL)

With the client supine but with their knees 
bent, start your engagement medially and 
slightly superiorly to the ASIS. Use the same 
method of contacting the tissue as above for 
the rectus fascia – extending your fingers into 
the fascial sheet – but this time angle your 
stroke toward the opposite ribs, following 
the line of the internal to external oblique 
muscles and eventually their connection into 
the serratus anterior.

Figure 7.25a & b: For the obliques, begin your contact just 
medially to the ASIS. Your stroke is heading toward the 
opposite costal margin and the serratus anterior.

The technique can be performed passively, 
with just the breath acting as movement, or 
the client can drop their knees toward the 
side on which you are standing; this will help 
draw the ASIS away from the opposite ribs. 
Another possibility would be to have the 
client reach across their body with the arm on 
the same side as you are standing, to create a 
stretch by taking the ribs on the opposite side 
away from the ASIS.

Note: If working with a client who has 
diastasis rectus, do not stretch tissue away 
from the midline. Perform both these 
maneuvers toward the midline.
 

Figure 7.26: To assist the stretch, the client can drop their 
knees to the same side you are working from or reach their 
arm away from you. Extend the stroke over the ribs to the 
interface between the external obliques and the serratus 
anterior (if comfortable to do so, it could be extended further 
onto the tissue of the serratus anterior).

Ensure the completeness of the stroke by 
following it all the way through to the point 
at which the serratus anterior and external 
obliques meet and, depending on the client’s 
pattern, carry the stroke into the tissue of this 
shoulder stabilizing muscle.

Side-Lying Internal and External 
Obliques (LTL)

The tissue on the side of the body is often 
imbalanced due to issues between the front 
and back of the body. We can work the lines 
of the obliques in order to create more length 
in any that appear short. Using the curled 
finger technique shown previously (as with 
the rectus abdominis and oblique ‘X’), you 
can work from the PSIS toward the front 

of the ribs for the internal oblique fibers 
while the client reaches forward with their 
upper arm. This technique corrects the more 
common pattern of the ribcage falling behind 
and into the pelvis.
 

Figure 7.27a & b: Have the client’s hips flexed to help 
stabilize the pelvis as the client reaches forward with the 
upper arm.

To contact the external obliques, use the 
same technique but come from above the 
ASIS toward the back of the ribcage as the 
client reaches back with their upper arm. This 
addresses the less common pattern where the 
ribcage is held in front of the pelvis.

You can add further accuracy by engaging 
your contact at the correct layer, in the same 
way as for the ‘cleaning the edges of the ilium 
(LTL)’ technique shown in Chapter 6, page 
139.
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ラインごとのまとめ 

僧帽筋上部 (SBAL) 
広背筋／大円筋 (SFAL) 
鎖骨胸筋＆胸骨筋膜 (SFAL) 
小胸筋 (DFAL) 
腹斜筋＆肋間筋筋膜 (LL) 
僧帽筋上部＆中部 (SBAL)

肩の重さを軽減する

Trapezius
(SBAL)

Scapula and
rotator cuff
muscles (DBAL)

Pectoralis major
(SFAL)

Pectoralis minor
and associated
fascia (DFAL)
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呼吸の主要筋群
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rÍÀµr£�»-× d�r× ­µ�§n�­k�× £Å»n�r»× k»»�»À�§�× À�r× q�k­�µk�£�× Á�ªÅ���× kµr× À�r× »nk�r§r»× k§q× À�r×

�§Àrµnª»Àk�»,×

d�r× �§Àrµnª»Àk�»× kµr× nª££ª§�Ï× À�ªÅ��À× Àª×q³kË× À�r× µ�m»× Àª�rÀ�rµ× �§× À�r× �§�k�r�× mÅÀ× ­ÅÀÀ�§�× ÏªÅµ×

s�§�rµÀ�­»× mrÀËrr§× À�r× µ�m»× k§q×qª�§�× k× »Àµª§�× �§�k�r× Ë� � � × »ªª§× ­ÅÀ× ­k�q× Àª× À�kÀ× §ªÀ�ª§-× d�r× µ�m»×

µrk��Ï×qª×§ªÀ×�rÀ×n�ª»rµ×Àª×rkn�×ªÀ�rµ�×rÈr§×

�§× k× »Àµª§�× �§�k�rC× §ªµ× qª× À�rÏ× »­µrkq×

qÅµ�§�× À�r× rÍ�k�r,× Ss× À�r× �§Àrµnª»Àk�»× k³r×

knÀ�Èr× �§× mµrkÀ��§��× �À× � » × Àª× »� �qr× À�r× µ�m»×

ªm��°År�Ï× k�ª§�× rkn�× ªÀ�rµ,× d��»× kÅÀ�ªµ×

sª� �ªË»× Wª§× jk�ªÆµr�× �­µ� ÈkÀr×

nªµµr»­ª§qr§nr�× �§× »rr�§�×À�r× �§Àrµnª»Àk�»×

­µ�£kµ� �Ï× k»× £Å»n �r»× ªs× Ëk���§�× #

Ë �§q�§�× k§q× Å§Ë�§q�§�× À�r× Àªµ»ª�»×

µªÀkÀ�ª§×Ë�À�×rkn�×»Àr­,×

>`\�sT� ,� .4� I_T�kMl��k��PgT��M{�lS��_T�
s`N� PM\T�PMl�M��`��� �`�_�NsTM�_`l\� �_Tl�
sTr�`sTS�� ms�`l_`N`��NsTM�_`l\�`U��_T��MsT��mm�
�̀ \_��MlS��_ms���

d�kÀ× �rkÈr»× Å»× Ë�À�× À�r× »nk�r§r»,×d�r»r× kµr× Ë�qr�Ï×»rr§× À�r»r× qkÏ»× k»× À�r× »rnª§qkµÏ× £Å»n�r»× ªs×

mµrkÀ��§��× �rkÈ�§�× À�r× �§Àrµnª»Àk�»×k»×ÀrµÀ�kµÏ,×d�r×»nk�r§r»×»ÆµµªÆ§q×À�r×Àµk§»Èrµ»r×­µªnr»»r»×ªs×Á�r×

»rnª§q×À�µªÅ��× À�r× »�ÍÀ�×nrµÈ�nk�× ÈrµÀrmµkr�× nª£�§�× qªË§×Áª×À�r×s�µ»À×k§q×»rnª§q× µ�m»× � ��r×k× »��µÀ×

kµªÅ§q×À�r×§rn�,×S§×mµrkÀ��§��×À�rÏ× � ��×À�r×Æ­­rµ×ÀËª×µ�m»�×ªµ×­µrÈr§À×À�r£×sµª£×mr�§�×­Å� �rq×qªË§- ×

“肋骨周辺の筋肉の多くは
必要とされるときに呼吸を
補助することができ、ある
いはそれらが短縮し硬すぎ
る場合には呼吸を抑制する
ことができる。”  FrSb
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静かな呼吸の筋肉群
静かな吸気 

* 横隔膜 

* 斜角筋 
* 肋間筋

静かな呼気 

*なし - 肺、胸膜、横隔膜、
肋軟骨の充分な 
弾性リコイル

Thieme
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バスケットの内側
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横隔膜は 
心臓と肺の下に 
位置する。  

全ては呼吸と 
共に動く。

横隔膜：静かな吸気



57Thieme

横隔膜のアウトライン



横隔膜：付着部
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起始： 

‣ 肋骨：下部6肋骨の内側表面 

‣ 胸骨：剣状突起 
‣ 腰椎：L1-L3 の椎体& 弓状靭帯 

停止：腱中心 
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DFLの上部中部：横隔膜
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肺を取り除いた状態
で横から心臓が 
見える。 

横隔膜のドームが 
いかに高いかが 
わかりますか？

横隔膜：側方から見た図

from McMinn



横隔膜：アクション
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A. II

O
OO

B.O O

II

胸腔のボリュームを増大する
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腰筋 - 横隔膜 バランス

Netter
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コア安定筋としての横隔膜

80 Body3: A Therapist’s Anatomy Reader

We often see it chronically tight on those addicted to 
drugs, or otherwise out in the cold. You cannot reach 
it directly from the outside, but it can be released 
through heavy breathing—such as during a rebirthing 
or Holotropic Breathwork session, or through the 
recoil techniques practiced by the European osteo-
paths.
    Of course, other muscles can be recruited to assist 
inhalation, especially in asthmatics or others with 
EUHDWKLQJ�GLI¿FXOWLHV��6KRXOGHU�PXVFOHV�VXFK�DV�WKH�
pectorals, the posterior serratii or the erector spinae 

muscles come into play in these situa-
tions (Netter plate 177).
    On the exhale, the elasticity of the 
lung tissue is enough to push the air 
out, although many muscles, mainly the
abdominals, are recruited to create 
more pressure, as in snorting, sneezing 
or blowing up a balloon (Netter plate 
183). In fact, breathing is so central 
that a release anywhere in the body 
may help provide a release and relax-
ation of the breath.
    
Smoking
    While we are thinking about breath 
and the lungs, we ought to mention 
smoking, that wonderful habit that 
gives us a way to celebrate the Promet-
KHDQ�JLIW�RI�¿UH�WR�KXPDQV�
    The lungs are constructed like an 
upside down tree. The trachea in your 
throat branches out into the bronchae, 
which further branch out into many 
bronchioles that serve the various 
lobes of the lung. The “leaves” of this 
tree are more like a bunch of grapes—
the alveoli of the lungs, where the gas 
exchange takes place, are clusters of 
round sacs surrounded by capillaries 
(Netter plates 191, 192, 193). The net 
result is like a sponge, with an incred-
ible amount of surface area: if you 
took a jeweler’s hammer and gently 
ÀDWWHQHG�RXW�WKH�OXQJ��D�KHDOWK\�DGXOW¶V�
lungs would cover an area equal to a 
tennis court.
    The tar in tobacco slowly and steadily
breaks down the walls between the 
alveoli, coating the surface area, and 

reducing the effective interface of the lungs (see 
Figure 11). 
    Lining all the bronchioles is a fur of little cilia with 
a layer of mucous on the top. The cilia wave in such 
a way as to send the mucous up away from the al-
veoli and toward the bottom of your throat. The mu-
cous carries dirt and foreign bodies out of the lungs. 
Nicotine temporarily paralyzes the cilia, effectively 
stunning the mechanism that would help clear the 
OXQJV�RI�WKH�HIIHFW�RI�WKH�VPRNH��6R�ZKHQ�\RX�¿QDOO\�

Figure 10: This unique view of “the back of the front” has us looking 
forward from the back-bone with all the viscera removed. Note the

transversus thoracis muscle, which connects the lower sternum
to the middle rib cartilages.

Hyoid Bone

Floor of The Mouth

Omohyoid

Internal
Intercostals

Transversus
Thoracis

Diaphragm

Transversus
Abdominis

Sternohyoid

Arcuate Line

Sternocleidomastoid

Rectus
Abdominis

Internal
Oblique

Iliac Fascia

Iliopsoas

Inguinal Ligament
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T H E C H E S T B A N D 5 5 

def ines t h e c o n n e c t i o n f r o m o n e side o f t h e 
b o d y t o t h e o ther . W e t e n d t o i g n o r e t h i s 
r ight- to- le f t r e l a t i o n s h i p across t h e s t e r n u m , 
yet i t i s an i m p o r t a n t o n e , r e i n f o r c i n g a n d 
o f t e n c e m e n t i n g s ide-to-s ide v a r i a t i o n s i n 
m o v e m e n t . Because t h e r e i s l i t t le m u s c l e 

t i ssue over t h e s t e r n u m a n d ribs, i t i s eas ier 
t o see w h e r e t h e c o n n e c t i v e t issue h a s b e c o m e 
g lued t o t h e b o n y surface . 

T h e b a n d a t its deepes t level i n v o l v e s 
t h e u n d e r l y i n g ribs a n d t h e i n t e r c o s t a l m u s -
c les , res t r i c t ing full e x p a n s i o n o f t h i s part o f 
t h e r ib cage i n b r e a t h i n g . Superf ic ial ly , t h e 
m u s c l e s t h a t are v is ib ly i n h i b i t e d i n t h e i r 
m o v e m e n t are t h e rec tus a b d o m i n i s a n d t h e 

A 

Figure 12-2 
Body Straps: (A) side view; (B) front view 

B 

横隔膜を準備：Schultz バンド# 4

� ) ' �� 
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オーバーヘッドリーチテスト
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テクニック：Schultz バンド # 4
筋膜郵便番号： ブラのラインの水平筋
膜バンド 

兆候：体幹の屈曲パターン、呼吸の制
限 

意図：圧縮された組織をリフトする 

クライアントのポジション： 背臥位 

プラクティショナー：テーブルの横に
ランジポジションで立つ。両側の肋骨
弓の下端に丸めた指先を置く。シュル
ツバンドを通り超えるようにして組織
を真上の方向にリフトする。 

クライアントの動き：(a) 呼吸 
(b) 腕を外転し頭上にリーチする

T H E C H E S T B A N D 5 5 

def ines t h e c o n n e c t i o n f r o m o n e side o f t h e 
b o d y t o t h e o ther . W e t e n d t o i g n o r e t h i s 
r ight- to- le f t r e l a t i o n s h i p across t h e s t e r n u m , 
yet i t i s an i m p o r t a n t o n e , r e i n f o r c i n g a n d 
o f t e n c e m e n t i n g s ide-to-s ide v a r i a t i o n s i n 
m o v e m e n t . Because t h e r e i s l i t t le m u s c l e 

t i ssue over t h e s t e r n u m a n d ribs, i t i s eas ier 
t o see w h e r e t h e c o n n e c t i v e t issue h a s b e c o m e 
g lued t o t h e b o n y surface . 

T h e b a n d a t its deepes t level i n v o l v e s 
t h e u n d e r l y i n g ribs a n d t h e i n t e r c o s t a l m u s -
c les , res t r i c t ing full e x p a n s i o n o f t h i s part o f 
t h e r ib cage i n b r e a t h i n g . Superf ic ial ly , t h e 
m u s c l e s t h a t are v is ib ly i n h i b i t e d i n t h e i r 
m o v e m e n t are t h e rec tus a b d o m i n i s a n d t h e 

A 

Figure 12-2 
Body Straps: (A) side view; (B) front view 

B 
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横隔膜リリース： 両側リフト

筋膜郵便番号： 肋骨弓 

兆候：肋骨のティルトとシフト；呼吸の制限 

意図：より深い呼吸；横隔膜前側の制限をリ
リースする 

クライアントのポジション：背臥位 

プラクティショナー：肋骨弓の下側、腹直筋
の端の外側に手を置く。指の腹を下に向け
る。組織を外側から内側へ集める。剣状突起
に向かってグライドする。 

クライアントの動き：呼吸
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筋膜郵便番号： 肋骨弓 

兆候：肋骨のティルトとシフト；呼吸の
制限 

意図：より深い呼吸；横隔膜前側の制限
をリリースする 

クライアントのポジション： 背臥位 

プラクティショナー：クライアントの横
に立つ。下部肋骨の軟骨を掴む（タコス
ホールド） 必要に応じて肋骨を動かす。
（例；後傾した肋骨の場合、肋骨を下に
向かって引き下ろす動きを強調；前傾の
場合、肋骨を上に引き上げる。） 

クライアントの動き：呼吸

横隔膜リリース：肋骨下部リリース
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肋骨弓をクリアにする 
筋膜郵便番号： 肋骨弓 

兆候：肋骨のティルトとシフト；呼吸の制限 

意図：より深い呼吸；横隔膜前側の制限をリ
リースする 

クライアントのポジション： 背臥位 

プラクティショナー：クライアントの横に立
つ。上側の手で肋骨下部を下に向かって緩み
を作るようにする。下側の手の指先と指の腹
を使い肋骨弓の下側の組織に出会うようにす
る。優しく指先をカンチレバーのようにして
弓の下側に入れる。  

クライアントの動き： 呼吸
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113The Neck & Cranium, Part 1 

the old “gills,” or primary breathing apparatus. This 
last element perhaps explains their connection with 
held emotion and trauma, and the frequency and 
stubbornness of their trigger points. Beneath this 
protective wrapping are two fairly separate sets of 
structures—the visceral cylinder in front and the 
motor cylinder in back. You can easily feel the dif-
ference: Take the front of your throat 
JHQWO\� EXW� ¿UPO\� LQ� \RXU� KDQG�� DQG�
move it back and forth. Feel how easily 
it moves?  Now reach around and take 
the back of your neck between your 
WKXPE�DQG�¿QJHUV�DQG�WU\�WR�ZLJJOH�WKDW�
in the same way. Feel the difference? 
These two structures essentially divide 
the neck.
    
The motor cylinder
    The motor cylinder consists of all the 
muscles and fascia that surround the 
cervical vertebrae. Because there are 
around 13 (depends on where you count 
and how you count) muscles attaching 
to the transverse and spinous processes 
of the cervical vertebrae, it can be pretty
GDXQWLQJ� WR� ¿JXUH� WKHP� DOO� RXW� �VHH�
Figure 4). Once you see the logic of it, 
however, it gets manageable. We are 
going to work our way around from the 
IURQW��7KH�¿UVW�WKLQJ�ZH�QHHG�WR�QRWLFH�LV�
that the transverse processes of the neck 
have two bits—the anterior tubercle 
and the posterior tubercle. The anterior
tubercle is actually more like a short rib, 
but we can leave that idea alone and just 
think of the transverse process as being 
rather large.
    Imagining that we start at the 4th cer-
vical as an example (we will leave the 
special case muscles at the top two ver-
tebrae for later on in this chapter), the 
most anterior muscles, the ones that line 
the very front of the neck, are the longus 
colli and longus capitis (see Figure 5 or 
Netter plate 25).
    The longus colli and longus capitis 
are very important, because they are the 
SRVWXUDO�ÀH[RUV�RI�WKH�QHFN��DQG�DV�VXFK�
are antagonists to the many extensors and 

hyperextensors that pull on the back of the neck. 
The tendency of the erector spinae and suboccip-
ital muscles to chronically contract and create hy-
perextension in the upper cervical joints can only 
be counteracted by proper tonus of these deep and 
powerful muscles. It takes some talent (and more 
precision than I want to attempt in this chapter) to 

Figure 3: Here we can see some crucial muscles of the
motor cylinder, which we can access through a triangular

³ZLQGRZ´�LQ�WKH�VXSHU¿FLDO�F\OLQGHU�

Figure 4: Many myofacial guy-wires vie for space on the
transverse processes of the neck.

1 2
3
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5

6
7
8

9
10

11
12

13

1.   Longus Colli
2.   Longus Capitis
3.   Scalenus Anterior
4.   Scalenus Medius
5.   Scalenus Posterior

6.   Levator Scapulae
7.   Splenius Cervicis
8.   Iliocostalis Cervicis

9.   Longissimus Cervicis
10. Longissumus Capitis
11. Semispinalis Capitis
12. Semispinalis Cervicis
����0XOWLÀGXV

Anterior Triangle

Posterior Triangle

Manubrium of Sternum
Sternal Head

Clavicular Head

Mastoid Process

Splenius Muscle

Sternocleidomastoid 
Muscle
Levator Scapulae 
Muscle

Posterior
Middle
Anterior

Scalene
Muscles

Brachial Plexus
Trapezius Muscle
Acromion

頸部肋骨＆上部ドーム
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T H E C H E S T B A N D 5 5 

def ines t h e c o n n e c t i o n f r o m o n e side o f t h e 
b o d y t o t h e o ther . W e t e n d t o i g n o r e t h i s 
r ight- to- le f t r e l a t i o n s h i p across t h e s t e r n u m , 
yet i t i s an i m p o r t a n t o n e , r e i n f o r c i n g a n d 
o f t e n c e m e n t i n g s ide-to-s ide v a r i a t i o n s i n 
m o v e m e n t . Because t h e r e i s l i t t le m u s c l e 

t i ssue over t h e s t e r n u m a n d ribs, i t i s eas ier 
t o see w h e r e t h e c o n n e c t i v e t issue h a s b e c o m e 
g lued t o t h e b o n y surface . 

T h e b a n d a t its deepes t level i n v o l v e s 
t h e u n d e r l y i n g ribs a n d t h e i n t e r c o s t a l m u s -
c les , res t r i c t ing full e x p a n s i o n o f t h i s part o f 
t h e r ib cage i n b r e a t h i n g . Superf ic ial ly , t h e 
m u s c l e s t h a t are v is ib ly i n h i b i t e d i n t h e i r 
m o v e m e n t are t h e rec tus a b d o m i n i s a n d t h e 

A 

Figure 12-2 
Body Straps: (A) side view; (B) front view 

B 

Schultz バンド # 5

Schultz & Feitis頚椎胸椎接合部
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斜角筋

Chapter 20 / Sca lene Musc les 5 0 7 

least one side of the body in one-half to 
three-quarters of the bodies studied.5 , 2 0 

This muscle usually extends above to the 
anterior tubercle on the transverse process 
of vertebra C7, sometimes also of C6. Below, 
it attaches to the fascia supporting the 
pleural dome and beyond to the inner bor-
der of the first rib. The muscle lies behind 
(deep to) the scalenus anterior and attaches 
behind (posterior to) the groove for the 

subclavian artery (Fig. 20.3) . 1 0 The pleural 
dome, or cupola, is strengthened by Sib-
son's fascia and anchored by this fascia to 
the anterior tubercle of C7 and to the inner 
border of the first rib. The scalenus min-
imus reinforces this fascia and can be a 
strong, thick muscle . 1 1 , 2 0 

The scalenus minimus passes beneath 
and behind the subclavian artery to attach 
to the first rib, whereas the anterior scalene 

Medius-

Figure 20.2. Oblique view of the attachments of the three major scalene muscles to 
the cervical vertebrae and to the first and second ribs. The clavicle has been cut and the 

section that overlies the scalene muscles removed. 

Posterior 
Anterior 
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斜角筋

肺、胸膜は横隔膜と
斜角筋の間に 

吊り下げられている
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注意

腕神経叢 
頸動脈
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斜角筋 1-2-3: パルペーション＆テクニック
1:  前斜角筋  

プラクティショナー：テーブルの上端に座
る。両手は緊張なくリラックス。胸鎖乳突筋
と僧帽筋上部の間の三角形の1/2周の形状を触
診する。胸鎖乳突筋をリフトして指の腹を下
部頚椎の前部結節に沿ってグライドする。 
C3 からスタートし、指の腹を頚椎胸椎の接合
部の下へとグライドする。 
クライアントのポジション： 背臥位、膝を立
てる 

クライアントの動き：:呼吸；頷く、頚椎側屈 

意図：前斜角筋のリリース　全ての頸部のパ
ターンに適用 

2:  中斜角筋 
プラクティショナー:  横突起の外縁に指の腹
を当てC2 からCT接合部へとグライドする 

3:  後斜角筋 
プラクティショナー:  横突起の後ろ表面に指
の腹を当て、C4 からCT 接合部へとグライド
する 
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浅層シリンダースイープ
筋膜郵便番号：胸鎖乳突筋 

兆候：頸部、セッションの統合 

意図：:全体的なネックワーク 

クライアントのポジション：背臥位、膝を立て
る 

プラクティショナー：テーブルの横に立つ。上側
の手でクライアントの頭の動きをガイドする。
下側の手の柔らかい拳骨で、胸鎖乳突筋の前縁か
らシリンダーに引っ掛けるようにして、優しく
テーブルの方向に向かって組織を動かす。 

クライアントの動き： 頭をゆっくりと反対側に
向かって回旋する 

注意：頸動脈洞、腕神経叢 

参照： FrSb 213-214
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肋間筋

外＆内肋間筋 
＆肋骨下筋

Thieme
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肋間筋:呼吸＆歩行

McMinn’s



78

肋間筋

後ろからの図

Travell & Simons
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テクニック：肋間筋
1. プラクティショナー：テーブルの横に立つ。肋骨と肋間のエリアを触診する。最もワークを必要と

する肋間のエリアに指先をおき、片方の手で組織をピン留めし、もう片方の手でストレッチを行
う。組織をピンに対して前方へ、ピンに対して後方へ、肋骨の角度に合わせて動かす。 

   

    クライアントのポジション： 側臥位 

           
        クライアントの動き：(a) プラクティショナーの指に向かって息を吸い込む 
                                (b) 腕を外転し頭上にリーチする  
         
        意図：       肋骨間の圧縮と緊張に対処する 

 2. プラクティショナー：上記と同じ手の位置 
  (a) 上側の肋骨の下に対して指先の爪の側でカンチレバーのように持ち上げる。呼吸を
する。肋骨の重さを軽減するように下側の肋骨から持ち上がるように促す。 

     (b) 下側の肋骨の上側を指の腹でホールドする。 
       
     クライアントの動き：そのエリアに向かって呼吸をする 
      
     意図：肋骨間の圧縮と緊張に対処する 
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呼気の補助筋群

腹直筋 
外腹斜筋 
内腹斜筋 
腹横筋 
胸横筋 
下後鋸筋

Clemente
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内臓：壁の後ろ側



82

T H E C H E S T B A N D 5 5 

def ines t h e c o n n e c t i o n f r o m o n e side o f t h e 
b o d y t o t h e o ther . W e t e n d t o i g n o r e t h i s 
r ight- to- le f t r e l a t i o n s h i p across t h e s t e r n u m , 
yet i t i s an i m p o r t a n t o n e , r e i n f o r c i n g a n d 
o f t e n c e m e n t i n g s ide-to-s ide v a r i a t i o n s i n 
m o v e m e n t . Because t h e r e i s l i t t le m u s c l e 

t i ssue over t h e s t e r n u m a n d ribs, i t i s eas ier 
t o see w h e r e t h e c o n n e c t i v e t issue h a s b e c o m e 
g lued t o t h e b o n y surface . 

T h e b a n d a t its deepes t level i n v o l v e s 
t h e u n d e r l y i n g ribs a n d t h e i n t e r c o s t a l m u s -
c les , res t r i c t ing full e x p a n s i o n o f t h i s part o f 
t h e r ib cage i n b r e a t h i n g . Superf ic ial ly , t h e 
m u s c l e s t h a t are v is ib ly i n h i b i t e d i n t h e i r 
m o v e m e n t are t h e rec tus a b d o m i n i s a n d t h e 

A 

Figure 12-2 
Body Straps: (A) side view; (B) front view 

B 

Schultz バンド # 3

Schultz & Feitis
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腹斜筋群

外腹斜筋と
内腹斜筋
は、共に臍
を中心とし
て肋骨から
反対側の骨
盤に向か
う”X”を形作
る。
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外腹斜筋と 
内腹斜筋は 
体側に”X”を
形作る 

肋間筋群 
のように

腹斜筋群



外腹斜筋
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‣ 起始：腸骨陵前面、恥骨、腹
腱膜 

‣ 停止：肋骨 5 から 12 

‣ 体幹へのアクション： 

‣ 屈曲 

‣ 同側の側屈 

‣ 反対側の回旋 

‣ LL、 SpLの一部

Travell & Simons



内腹斜筋

86

‣ 起始：鼠蹊靭帯、腸骨陵、腰胸
腱膜 

‣ 停止：肋骨10 - 12、腹腱膜 

‣ 体幹へのアクション 

‣ 屈曲 

‣ 同側の側屈 

‣ 同側の回旋 

‣ LL、SpLの一部

Travell & Simons
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腹横筋

起始：鼠蹊靭帯、腸
骨陵、胸腰筋膜、下
部6の肋軟骨 

停止：腹腱膜 

アクション：腹骨盤
腔の圧縮 

Travell & Simons



88

 腹斜筋



88

 腹斜筋
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歩くスプリングのワインディング

Earls
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Can the internals 
lengthen?

Can the externals 
lengthen?

BodyReading: Torso Rotations

Horizontal 
Plane 

SFL 
SPL 
FFL 

SFAL 
DFAL

ボディリーディング　体幹の回旋
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ベルト 
ゴンドラワイヤー 

半月線 
外側縫線

コアのバランスをとる

Netter, Grundy
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半月線が、身体前側で 
”ゴンドラのワイヤー”を形

作る

コアのバランスをとる

腹直筋 
胸横筋 
半月線

From Paulet
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SFL - SFAL & DFAL
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腹壁　テクニック

腹直筋＆半月線

Fascial Release for Structural Balance

174

The Abdomen, Thorax and Breathing

175

Abdomen and Thorax Techniques

Rectus Abdominis and Sternocostal 
Fascia (SFL)

As part of the Superficial Front Line, the 
fascia of the rectus abdominis is continuous 
with the sternocleidomastoid. It can therefore 
be involved in drawing the head forward into 
an anterior shift if it is pulled down because 
of an anterior tilt in the pelvis or overly 
tight abdomen or even, as in this model, hip 
flexors.

 

Figure 7.17: In the side view of the model from figure 7.15, 
we can see how the tissue over the sternum is being drawn 
inferiorly, even as far as the front of the pelvis. Following this 
line up the body, we can see how it relates to the anterior 
shift of the head.

Begin the stroke above the pubic hair, or 
higher if it is more appropriate for your client. 
Have your fingers curled to sink into the 
layer of the rectus abdominis, and then uncurl 
them using your finger extensors to engage 
the tissue and stretch it away from the pelvis. 
Dropping your elbows allows you to remain 
at the level of the muscle without diving 
deeper into the abdomen itself, which could 
cause pain and impingement of the more 
fragile underlying tissue.
 

Figure 7.18: Using the uncurling of your fingers and 
dropping your elbows creates a scooping action to engage 
the tissue at the correct level.

Figure 7.19: Continue the stroke along the length of 
the rectus abdominis, releasing and re-engaging when 
the adipose tissue restricts your ability to maintain the 
connection.

Figure 7.20: Dropping your elbows again to scoop the tissue 
over the ribs avoids pressing into the bone or cartilage. Avoid 
the xiphoid process, but carry the stroke further along the 
sternum.

Many people will benefit from all of this 
tissue being lifted. It can be informative for 
their structure to carry this stroke through 
from close to the pubic attachment all the way 
to the top of the sternum. Rarely will you be 
able to manage it in one continuous stroke, as 
the adipose tissue tends to build up, and for 
ladies the bra strap will create a barrier – so 
bringing your hands off and then re-engaging 
a little lower than where you left off will 
effectively draw the tissue superiorly.

Working underneath the bra strap may be 
outside the boundaries of your professional 
code. If so, then avoid it. But once the 
intention is clarified with the client and she 
realizes the breast tissue will not be invaded 
upon, then she will likely be comfortable with 
this technique. This can be a good thing, as 
the tissue under the bra strap – front, back, 
and sides – is frequently glued.
 

Figure 7.21: Work along the sternum itself and the tissue 
either side to release around the sternocostal joints.

Figure 7.22: As we reach the top of the sternum, carrying the 
intention out toward the arm can help open the chest. Note: 
Do not follow through onto the throat.

背臥位腹斜筋



95

筋膜郵便番号： 腹直筋、半月線 

兆候：短縮した SFL 

意図：SFLを開き伸長する；呼吸と内臓のための空間と気づき
を生み出す; 
クライアントのポジション： 背臥位 

プラクティショナー：爪の側を、恥骨の上、腹直筋の下部付着
部において指先を丸める。指を揃える。 組織に沈み込み指先
を伸ばすようにし、肘を下ろして組織を掬い上げるように捉え
て頭の方向へ動かす。必要に応じてポジションを取り組織を捉
え直す。肋骨縁まで続ける。肋骨縁では、指先を開いたままで
丸め熊手のようにする。肋骨弓の下側から肋骨下部に向かって
組織を捉える。  

  ボーナス：シュルツバンドテクニックを加える 
  注意：乳房の組織を超えないようにする（男性も同様に） 

クライアントの動き： 呼吸；腕のフライの動き（首に気をつ
ける） 

腹直筋＆半月線

Fascial Release for Structural Balance

174

The Abdomen, Thorax and Breathing

175

Abdomen and Thorax Techniques

Rectus Abdominis and Sternocostal 
Fascia (SFL)

As part of the Superficial Front Line, the 
fascia of the rectus abdominis is continuous 
with the sternocleidomastoid. It can therefore 
be involved in drawing the head forward into 
an anterior shift if it is pulled down because 
of an anterior tilt in the pelvis or overly 
tight abdomen or even, as in this model, hip 
flexors.

 

Figure 7.17: In the side view of the model from figure 7.15, 
we can see how the tissue over the sternum is being drawn 
inferiorly, even as far as the front of the pelvis. Following this 
line up the body, we can see how it relates to the anterior 
shift of the head.

Begin the stroke above the pubic hair, or 
higher if it is more appropriate for your client. 
Have your fingers curled to sink into the 
layer of the rectus abdominis, and then uncurl 
them using your finger extensors to engage 
the tissue and stretch it away from the pelvis. 
Dropping your elbows allows you to remain 
at the level of the muscle without diving 
deeper into the abdomen itself, which could 
cause pain and impingement of the more 
fragile underlying tissue.
 

Figure 7.18: Using the uncurling of your fingers and 
dropping your elbows creates a scooping action to engage 
the tissue at the correct level.

Figure 7.19: Continue the stroke along the length of 
the rectus abdominis, releasing and re-engaging when 
the adipose tissue restricts your ability to maintain the 
connection.

Figure 7.20: Dropping your elbows again to scoop the tissue 
over the ribs avoids pressing into the bone or cartilage. Avoid 
the xiphoid process, but carry the stroke further along the 
sternum.

Many people will benefit from all of this 
tissue being lifted. It can be informative for 
their structure to carry this stroke through 
from close to the pubic attachment all the way 
to the top of the sternum. Rarely will you be 
able to manage it in one continuous stroke, as 
the adipose tissue tends to build up, and for 
ladies the bra strap will create a barrier – so 
bringing your hands off and then re-engaging 
a little lower than where you left off will 
effectively draw the tissue superiorly.

Working underneath the bra strap may be 
outside the boundaries of your professional 
code. If so, then avoid it. But once the 
intention is clarified with the client and she 
realizes the breast tissue will not be invaded 
upon, then she will likely be comfortable with 
this technique. This can be a good thing, as 
the tissue under the bra strap – front, back, 
and sides – is frequently glued.
 

Figure 7.21: Work along the sternum itself and the tissue 
either side to release around the sternocostal joints.

Figure 7.22: As we reach the top of the sternum, carrying the 
intention out toward the arm can help open the chest. Note: 
Do not follow through onto the throat.

参照：FrSb p. 174
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背臥位　腹斜筋
筋膜郵便番号：腹斜筋 

兆候： 体幹の側屈、回旋、屈曲パターン 

意図：腹筋群をリフトして楽にする 

クライアントのポジション： 背臥位、膝
を立てる 

プラクティショナー：テーブルの横に立
つ。腸骨綾の内側から指先で組織を持ち
上げ反対側の肋骨に向かって反対側性に腹
斜金の組織を拡げるようにする。 

クライアントの動き： 呼吸、膝を自分の
方へ引き寄せる
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臍のラウンドハウス
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テクニック：臍リフト
筋膜郵便番号： 臍 

兆候：体幹の屈曲パターン 

意図：横筋筋膜をリフトする 

クライアントのポジション： 背臥位、
膝を立てる 

プラクティショナー：テーブルの横に立
つ。PIP関節を使い、半月線から内側に
向かって組織を集めるようにする。組
織を天井の方向に向かってリフトす
る。 

クライアントの動き： 呼吸
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フルサークル
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外側縫線

この筋膜は 
身体後ろ側の 

骨盤と肋骨間の長さを
決定づける

Grundy

肋骨後面 - 骨盤
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‣ 前後の関係性を見る 

‣ 半月線  

‣ 外側縫線

ボディリーディング
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テクニック：外側縫線
筋膜郵便番号： 胸腰接合部；脊柱傍筋群の外側端；下後鋸
筋 

兆候：胸腰接合部での後傾、または側屈の減圧 

意図：胸腰接合部での移行を容易にするために筋筋膜のバ
ランスをとる；脊椎のベンドに対処する。身体後方での呼
吸を拡大する。 

クライアントのポジション： ベンチに座る 

プラクティショナー：クライアントの後ろで膝をつく。指
骨関節または指先を使い L2 - T10　の胸腰筋膜をリフトす
る。膝で床を押して脚の力で身体を持ち上げる。 

クライアントの動き： 胸腰接合部で屈曲。息を吐く。ゆっ
くりと脊椎を伸展する。プラクティショナーの手に寄りか
かるようにして息を吸う。 

参照：FrSb p. 178
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横隔膜の根： 
呼吸に重要  
 歩行に重要

腰方形筋
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腰方形筋は第12肋骨を下
制し、固定することで、
横隔膜が収縮し上方への
引っ張る力を発揮する時
にもちあがらないように
している。 
これにより胸腔のサイズ
が増大し横隔膜のドーム
状の構造がより効率的に
下降することを可能にす
る。 
   Muscolino

腰方形筋
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腰方形筋のボディリーディング

骨盤に対して制限があるのか？ 肋骨に対して制限があるのか？
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タクニック：腰方形筋

筋膜郵便番号： 腰方形筋、胸腰筋膜 

兆候：体幹屈曲、伸展、側屈パターン；骨盤
肋骨への呼吸の減少 

意図：筋膜を溶かすようなイメージで腰方形
筋を緩める 

クライアントのポジション：座位 

プラクティショナー：クライアントの後ろ側
で膝をつく。指先は外側縫線で中心線の方を
向き合うように。組織を中心線と腸骨綾に向
かって動かす。 

クライアントの動き： ロールダウン；左右
に揺れる；呼吸
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バックストライプ、ネックワーク、ペルビックリフト
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www.anatomytrains.com

連絡してね！

info@anatomytrains.com

http://anatomytrains.com
mailto:info@anatomytrains.com

