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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
ALs
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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

248

The Shoulder and Arm

249

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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胸骨＆胸肋関節 大胸筋／鎖骨胸筋筋膜

テクニック
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テクニック：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t、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

ALs
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テクニック：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
ALs
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テクニック：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

ALs
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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. 

ALs
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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：骨盤お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。長骨の
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

Fascial Release for Structural Balance

176

The Abdomen, Thorax and Breathing

177

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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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.LL
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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 

SFL
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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

SFL
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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

SFL
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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

SFL
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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。 
Start at 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


DFL
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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 SFL
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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


LL
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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

SFL
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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救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）


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.

参照：FrSb p. 174 SFL
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テクニック：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

SFL
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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S


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
DFL
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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 DFL



21

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

DFL
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セッション統合
1. バックストライプ

3. ペルビックリフト

2. 浅層シリンダーのスイープ

SBLSBL

SFL


