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ストラクチュラルエッセンシャルズ 
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‣ ATSI 認定プログラム 


‣ 3セッションと12セッション 


‣ 世界中でのトレーニング


‣ モジュールまたは集中フォー
マット


‣ 姿勢バランスのリストア


‣ 運動機能の向上


‣ 筋膜の制限の緩和


‣ 全身の気づきを促進
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股関節の扇：何か？

Body 3 p. 20, Myers

股関節周囲の19の筋肉が
3つの大きな相互連結する
扇である：これらの扇
内、扇間のバランスを整
えることで股関節のバラ
ンスを整えることができ
る



股関節の扇：目指すこと
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• 骨盤の解剖学、及び3つの筋筋膜の”扇”を介しての身体全体への影響について解説し、話し合う


• ストラクチュラルインテグレーションのための基礎を構築する


• 骨盤のバランスに関連した扇の役割を解説し話し合う


• 骨盤の位置とその身体全体のパターンへの影響に関するボディリーディング


• 癒しのための症状に基づいたアプローチに対し、システムに基づいたアプローチを提供し、段
階的に構築する


• アセスメントを用いて、身体構造的、及び機能的な関係性を評価し、セッションの戦略を作成
する


• よりバランスのとれた機能的で統合された骨盤を作り出すための、徒手的、機能的メソッドの
デモと練習


• ”テクニック”駆動からパルペーション（触診）駆動へのシフト



骨盤 - 生命のゆりかご

5Moore & Dalley



骨盤: 私達はいかにしてここに到着したのか？
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進化の過程を通っての変化….
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ほとんどの脊椎動物は水平の「棟木」を持つ

私達は「テントの柱」を選択した
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脚はT12から始まる



進化

9

ホモサピエンスサピエンス

アウストラロピテクス

チンパンジー

Earls



進化
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腸骨の方向性の変化は
私達に二足歩行に必要
な側方安定性を提供

Earls



進化

11

私達のいとこが右脚に体重をシフトする際の

おぼつかないバランスに気づいてください



大腿骨のオフセット
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これは歩行にとって重要

側方への安定は、サポートをより中心線
に近づける、内側角、あるいは大腿骨の


”オフセット”によって更に増強された

Earls
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股関節の可動域と安定性
は、骨格の形状と統合
性、靱帯と3つの筋筋膜
の扇によって決定される

Gorman

スタビリティ 　モビリティ



骨盤の構造
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骨盤の構造

Tortora
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右側　寛骨
Tortora

骨のランドマーク

セルフパルペーション：ラウンドロビン
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仙骨

Netter



仙腸関節
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左右非対称な
ポジションや
運動は、仙腸
関節の適合可
能な性質によ
り可能となる

人体構造の要石として表現されることも多い仙腸関節は上
半身と下半身の動きを伝え適合する




仙腸関節
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その動きは約1-2ミリ（Lee ) でありつつも、仙骨と腸
骨間の滑膜結合は、骨盤の捻転を可能とし効率的な身
体の使い方に要求される全体的な伸展を可能とする

Myers
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「仙腸関節の運動学は複雑であり、可能な動きの量やタイプ、そしてその動きの軸な
どについてのかなりの論争の元ともなっている。長年にわたり、仙腸関節の動きの計
測のために様々な方法が使われているが、これらの計測方法そのものが、また論争の
元ともなっている。」  Norkin & Levangie

仙腸関節



フォーム＆フォースクロージャー

21Vleeming



仙腸関節：主要な靱帯
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後ろからの図

Clemente



仙腸関節：主要な靱帯
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前からの図

Thieme
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仙腸関節：骨間靱帯

Norkin & Levangie



三面的運動
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彼女の右の仙腸関節に

何らかの相対的な動きが

なかったとしたら彼女の

腰部に何が起こるか？

Earls, Myersパートナーウォーキングエクササイズ
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腸骨大腿”股”関節

Netter
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Importance of the Femoral Neck Angle 
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運動が私たちを形作る
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力伝達

Moore & Dalley
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ATSI ボディリーディングの語彙

ニュートラルな言語の重要性

ベンドティルト シフト ローテーション

Fascial Release for Structural Balance

44

BodyReading

45

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.

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

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

2. Assess the Soft Tissue Relationships

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

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

a b c

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

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

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

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

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

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

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

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

Fascial Release for Structural Balance
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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.



ボディリーディング：主なポイント
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ボディリーディング: CKC - OKC

Muscolino

骨盤ティルト 大腿骨ティルト

姿勢的


(CKC)

動的 


(OKC)



ボディリーディング骨盤のポジション
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骨盤のポジションは身体全体に

重要な影響を与える Kendall

A-P 前後への骨盤のティルト＆シフト



35

骨盤のボディリーディング：矢状面
A-P 骨盤の前後ティルト
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骨盤のボディリーディング ：矢状面

Muscolino

股関節屈曲の参照ポイント：ASIS - 大腿骨

体重負荷 


クローズドキネティックチェーン

体重負荷でない


オープンキネティックチェーン

短い（引き下ろされた）股関節屈筋群 
腸骨が大腿骨に向かって動く


骨盤の前方ティルト

短い（引き上げられた）股関節屈筋群 
大腿骨が腸骨に向かって動く
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骨盤のボディリーディング：矢状面 

Muscolino

体重負荷 


クローズドキネティックチェーン

体重負荷でない


オープンキネティックチェーン

股関節伸展の参照ポイント：坐骨結節 - 大腿骨

短い（引き下ろされた）股関節伸展筋
群 坐骨は大腿骨に向かって動く


骨盤の後方へのティルト

短い（引き上げられた）股関節屈筋群 
大腿骨が坐骨に向かって動く



ボディリーディング 前後ティルト：2つのテスト

38
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ボディリーディング骨盤の捻転

‣ 片側に対してもう
片側の寛骨が前方
または後方にティ
ルトしているか？


‣ 前側においてどち
らか片側のASIS が
より低いか？


‣ 後ろ側においてど
ちらか片側のPSIS
がより低いか？

再びバウンス

前後ティルト：片側が前方片側が後方



ボディリーディング A/P 前後シフト
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垂直のラインが
足首から真上に

<

>

<

”実際”と


”相対的”


ポジション
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股関節の扇

Mees



股関節の扇

42

「股関節における姿勢のバランスの崩れは、この超強い関節の北あ
るいは南(上下）における問題や痛みを引き起こしやすい。」

Body 3, p. 19, Myers
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股関節の扇 - 用語
‣ ハブ - 中心の付着部


‣ リム - 外縁


‣ 頂点の筋肉 - 扇の真ん中に
ある二関節筋


‣ 移行の筋肉- 2つの扇の間に
ある四角い形状の筋肉

Myers



転子の扇 

44

‣ ハブ - 大転子


‣ リム - 腸骨稜


‣ 頂点の筋肉 - 梨状筋


‣ 移行の筋肉 - 大腿方形筋

ラテラルライン 


スパイラルライン



転子の扇 
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浅層


大腿筋膜張筋


中臀筋


大臀筋


Netter
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‣ 全ての線維： 


‣ 大腿骨伸展 = 骨盤の後方へのティルト


‣ 大腿骨外旋 = 骨盤のコントララテラル
（反対側性）ローテーション


‣ 上部線維：


‣ 大腿骨外転 = 骨盤のイプソラテラル
（同側性）ティルト


‣ 下部線維： （扇の一部ではない）


‣ 大腿骨内転 = 骨盤のコントララテラル
（反対側性）ティルト

大臀筋

Netter, Greys



大腿筋膜張筋＆中臀筋
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大腿筋膜張筋

‣ 大腿骨屈曲 = 骨盤の前傾  


‣ 大腿骨外転 = 骨盤のイプソラテラル（同側性）
ティルト


‣ 大腿骨内旋 = 骨盤のイプソラテラル（同側性）
ローテーション


中臀筋               

‣ 全ての繊維：大腿骨外転= 骨盤のイプソラテラル
（同側性）ティルト


‣ 前部: 大腿骨屈曲= 骨盤の前方へのティルト    

 大腿骨内旋 = 骨盤のイプソラテラル（同側
性）ローテーション


‣ 後部: 大腿骨伸展 = 骨盤の後方へのティルト

‣ 大腿骨外旋 = 骨盤のコントララテラル（反
対側）ローテーション Netter
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機能的には、歩行中
／ランニングにおい
て、体重のかかって
いる脚の股関節内転
を股関節外転筋群が
コントロールするこ
とによって安定させ
ることで骨盤が反対
側に傾斜しすぎない

歩様における安定

Moore & Dalley
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この扇の適合性の減少は、写真右
に見られるような上半身の

スウェイを引き起こす

歩様における安定



ハイドロリック　アンプリフィケーション
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この扇の重要な役割は、
ヒールストライクに続いて
起こる股関節内転を吸収し
制御することである

大臀筋と大腿筋膜張筋は大腿部
と腰部においてハイドロリックア
ンプリフィケーションのスイッチ
をオンにすることで側方の


安定性を提供する
Myers



51Muscolino

体重負荷


クローズキネティックチェーン

股関節外転の参照ポイント：腸骨稜- 大腿骨

体重負荷でない


オープンキネティックチェーン

‣ 短い外転筋群（引き下ろされ
た）腸骨が大腿骨に向かって動
く

短い外転筋群（引き上げられた）
大腿骨が腸骨に向かって動く

ボディリーディング　骨盤：前額面



ボディリーディング　ラテラルティルト＆シフト
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骨盤の右ティルト


肋骨に対しての骨盤
の左シフト



ダイナミックボディリーディング

53

外転筋テスト：骨盤が組織を押した時に前側の
脚の股関節外転筋群は伸長し拡張することがで
きるか？

スモールグループワーク

ラテラルティルト＆シフト



テクニック：転子の扇
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1. 大転子をクリアにする

2. 扇をオープンにする：屈筋群または
伸筋群はもっとワークを必要としてい
るか？

3. 腸骨稜をクリーニングする：広げる、前方に、後方に

Fascial Release for Structural Balance

140

The Hip

141

Figure 6.40: Taking the tissue posteriorly for an anteriorly 
tilted pelvic pattern.

Figure 6.41: Bringing the fascia forward for a posteriorly 
tilted pelvic pattern.

Opening the Fan (LTL)

From the same position you can use a flat or 
pointed elbow to work out along the fan of 
muscles that attach to the greater trochanter. 
Starting from the greater trochanter you can 
work up and forward to the ASIS along the 
TFL and then fan gradually back toward the 
PSIS and the upper portion of the gluteus 
maximus. Along the way you will have 
worked on the anterior and posterior (flexor 
and extensor) portions of the gluteus medius, 
but you may wish to avoid the upper portion 
of the ITT, the thick fascia lying vertically on 
the midline.

The work can be done in simple lines – like 
the ribs of the fan – or combined with hip 
flexion and extension by having the client 
glide their knee back and forth along the 
bolster, as you can either pin and stretch in 
each section or glide along the fibers in the 
opposite direction.
 

Figure 6.42a & b: Work the anterior portion of the 
trochanteric fan as the client extends their hip by gliding 
their knee down along the bolster. Emphasis is placed on the 
‘locked short’ tissues, i.e., everything in front of the midline 
in an anterior tilted pattern, and vice versa for a posterior tilt.

Figure 6.43a & b: Working with the posterior portion of the 
fan (the extensors) as the client flexes their hip, gliding their 
thigh along the bolster.

Gluteus Minimus (LTL)

As gluteus minimus is much deeper, 
underlying gluteus medius, it requires a 
slightly different working position. The 
client’s thigh must be passively abducted 
in order to shorten and relax the overlying 
medius and superficial fascia lata tissue. 
Either support the client’s foot on your own 
hip, holding their knee in your lower hand, or 
slide your lower arm under their knee, with 
their leg resting on your forearm and their 
inner knee in your hand. Your comfortable 
position depends on your strength and their 
weight – adjust to suit.

Figure 6.44a & b: Passively abduct the thigh to keep the 
superficial abductors relaxed, and using a sensitive elbow 
sink through them to engage the deeper gluteus minimus, 
and then slowly adduct the thigh back to neutral. Because 
it lies mostly along the midline it will be more involved with 
lateral tilts of the pelvis rather than anterior/posterior issues.

Sink your elbow attentively into the deeper 
tissue around the lateral midline superior 
to the greater trochanter. Have your client 
engage their adductors by pushing into your 
supporting arm or hand to help remove some 
of the protective tension through reciprocal 
inhibition. This is a very sensitive and 
untouched area for most clients, so sometimes 
you must be patient and try different images 
to obtain their relaxed consent. Once you 
have engaged the deeper myofascia and 
hooked away from the ilium, you can then 
slowly lower the knee back to the table as 
you maintain the connection into the gluteus 
minimus, creating a unique stretch on its 
tissue.

Fascial Release for Structural Balance
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Figure 6.40: Taking the tissue posteriorly for an anteriorly 
tilted pelvic pattern.

Figure 6.41: Bringing the fascia forward for a posteriorly 
tilted pelvic pattern.

Opening the Fan (LTL)

From the same position you can use a flat or 
pointed elbow to work out along the fan of 
muscles that attach to the greater trochanter. 
Starting from the greater trochanter you can 
work up and forward to the ASIS along the 
TFL and then fan gradually back toward the 
PSIS and the upper portion of the gluteus 
maximus. Along the way you will have 
worked on the anterior and posterior (flexor 
and extensor) portions of the gluteus medius, 
but you may wish to avoid the upper portion 
of the ITT, the thick fascia lying vertically on 
the midline.

The work can be done in simple lines – like 
the ribs of the fan – or combined with hip 
flexion and extension by having the client 
glide their knee back and forth along the 
bolster, as you can either pin and stretch in 
each section or glide along the fibers in the 
opposite direction.
 

Figure 6.42a & b: Work the anterior portion of the 
trochanteric fan as the client extends their hip by gliding 
their knee down along the bolster. Emphasis is placed on the 
‘locked short’ tissues, i.e., everything in front of the midline 
in an anterior tilted pattern, and vice versa for a posterior tilt.

Figure 6.43a & b: Working with the posterior portion of the 
fan (the extensors) as the client flexes their hip, gliding their 
thigh along the bolster.

Gluteus Minimus (LTL)

As gluteus minimus is much deeper, 
underlying gluteus medius, it requires a 
slightly different working position. The 
client’s thigh must be passively abducted 
in order to shorten and relax the overlying 
medius and superficial fascia lata tissue. 
Either support the client’s foot on your own 
hip, holding their knee in your lower hand, or 
slide your lower arm under their knee, with 
their leg resting on your forearm and their 
inner knee in your hand. Your comfortable 
position depends on your strength and their 
weight – adjust to suit.

Figure 6.44a & b: Passively abduct the thigh to keep the 
superficial abductors relaxed, and using a sensitive elbow 
sink through them to engage the deeper gluteus minimus, 
and then slowly adduct the thigh back to neutral. Because 
it lies mostly along the midline it will be more involved with 
lateral tilts of the pelvis rather than anterior/posterior issues.

Sink your elbow attentively into the deeper 
tissue around the lateral midline superior 
to the greater trochanter. Have your client 
engage their adductors by pushing into your 
supporting arm or hand to help remove some 
of the protective tension through reciprocal 
inhibition. This is a very sensitive and 
untouched area for most clients, so sometimes 
you must be patient and try different images 
to obtain their relaxed consent. Once you 
have engaged the deeper myofascia and 
hooked away from the ilium, you can then 
slowly lower the knee back to the table as 
you maintain the connection into the gluteus 
minimus, creating a unique stretch on its 
tissue.

Fascial Release for Structural Balance
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Pelvic Techniques

Clearing the Trochanters (LTL)

The tissue over the greater trochanters can 
often feel as if it has become bound onto 
the bone and is no longer free to glide 
independently. Postural issues, especially side 
tilts of the pelvis or the inability to fully flex 
and extend, can lead to extra strain on the 
structures of the lateral hip; and so it can be 
very relieving, particularly to the trochanteric 
bursa, to differentiate this tissue.

Position your client in side-lying, with the 
upper thigh flexed and supported on a bolster, 
the lower thigh straight. Use the flat surface 
of the knuckles of both index and middle 
fingers to spread and open the superficial 
tissue over the greater trochanter. Start with 
both fists together and then gently roll them 
around one another to create the movement, 
making it an easier and more relaxed contact, 
rather than pulling the hands apart from the 
shoulders. The client can assist the opening 
with a small anterior and posterior tilt of the 
pelvis while you are working.

Figure 6.37a & b: Using the knuckles to open the tissue 
over the greater trochanters with a rolling action from the 
shoulders and allowing the hands to roll around each other 
to reduce strain in the arms and wrists.

 

Cleaning the Edges of the Ilium (LTL)

The muscle attachments on both the inner and 
the outer aspect of the iliac crest can quite 
often become lined with restrictions, knots 
and nodules in the tissue, often binding the 
layers together to reduce side bending and 
rotation in the trunk.

With the client lying as above, use your 
fingertips along the superior aspect of the iliac 
crest to spread the tissue with both sets of 
fingertips working out from the midline in a 
neutral pelvis or to get the tissue warmed up. 
Bring the tissue next to the crest posteriorly 
from ASIS to PSIS in the case of an anteriorly 
tilted pelvis, and vice versa for a posterior tilt.

Above the iliac crest you will be manipulating 
the abdominal layers. You can gain more 
specificity by working along the three 
differing depths for the external and internal 
obliques and transversus abdominis muscles 
on the outside of the iliac crest, the top of 
the crest and the inside of the lip of the crest 
respectively.

An alternative method for taking the tissue 
forward or back is to use the flat edge of the 
ulna. Sitting on the couch behind your client, 
you can hook the tissue with the forearm 
closest to the client’s body, using your other 
hand posteriorly to stabilize and support their 
pelvis. The client can assist with a small 
anterior and posterior tilt of the pelvis, or by 
rotating the ribcage away from the direction 
you are taking the tissue.
 

Figure 6.38: Using the ulna and olecranon process to carry 
the tissue posteriorly.

The ulnar blade is ideal for opening the tissue 
below the iliac crest, as this tissue tends to 
be denser and therefore likely to strain your 
fingers. Knuckles may be a good substitute if 
you want a slightly more sensitive tool. These 
tissues – gluteus maximus, gluteus medius 
and tensor fasciae latae, along with the 
superior attachments of the fascia lata – can 
all be eased downward, away from the crest, 
or moved anteriorly or posteriorly, depending 
on the client’s pattern.
 

Figure 6.39a & b: Spreading the abdominal attachments, 
ideal for a neutral pelvis.

All of the above techniques should be 
accompanied by client movement, most 
commonly anterior and posterior tilting of 
their pelvis. This can not only aid the return 
of the tissue to a better neutral position, 
but also help re-educate and strengthen 
many of the weakened muscles around 
the low back and pelvic complex. It can 
be particularly beneficial to emphasize the 
opposite movement to their natural pattern to 
aid opening their shorter tissue and to break 
the sensorimotor amnesia cycle in any weak 
muscles.

Figure 6.36: When the pelvis rotates to the right, the pubic ramus will move closer to the right femur (shortening pectineus) 
and the left ischial ramus will move closer to the femur on the left (shortening all of the lateral rotators on the left).

Piriformis

Obturator
internus

Gemellus
superior

Gemellus
inferior

Obturator
externus

Pectineus

Deep lateral
hip rotators



筋膜の郵便番号 :  大転子周囲の股関節外側


兆候 : 全体的なウォームアップ；大転子に付着する軟部
組織層；骨盤の側方ティルト、屈曲または伸展制限、嚢
胞炎症


意図 : 短縮、または伸長したポジションでホールドされ
ている組織に働きかけリリースする；股関節の圧を低減


クライアントのポジション: 側臥位；上側の脚の大腿部
をボルスターに乗せ、下側の脚を伸ばす


プラクティショナー : 浅層の組織を大転子の上に広げ伸
ばすために指骨関節を使用する


クライアントの動き : 骨盤を前方、後方へティルト；

股関節屈曲／伸展（膝を上下にグライド）

「膝を胸に引き寄せたり下ろしたりしてください」


参照 :  FrSb p. 138

1. 大転子をクリアにする



筋膜の郵便番号：大転子から仙骨と腸骨のエッジ


兆候 :  骨盤の前方、後方、または側方へのティルト


意図 :  短縮した組織を取り扱う


クライアントのポジション : 側臥位；上側の脚を曲げて
大腿部をボルスターの上に乗せ、下側の脚を伸ばす


プラクティショナー :  クライアントの頭の方向を向いて
テーブルの横に立つ、または座る。肘を大転子の上にお
き組織を上に向かって離れる方向に動かす。

* 後方ティルト：中心線より後ろ側の組織に働きかける

* イプソラテラルティルト：180º働きかける


クライアントの動き : 骨盤を前方、後方へティルトする；
上側の脚をボルスターに沿って下に向かって伸展する


参照 :  FrSb 2 ed., p. 140

2. 扇を開く
Do the flexors 


or extensors need 
more work?

Fascial Release for Structural Balance
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Figure 6.40: Taking the tissue posteriorly for an anteriorly 
tilted pelvic pattern.

Figure 6.41: Bringing the fascia forward for a posteriorly 
tilted pelvic pattern.

Opening the Fan (LTL)

From the same position you can use a flat or 
pointed elbow to work out along the fan of 
muscles that attach to the greater trochanter. 
Starting from the greater trochanter you can 
work up and forward to the ASIS along the 
TFL and then fan gradually back toward the 
PSIS and the upper portion of the gluteus 
maximus. Along the way you will have 
worked on the anterior and posterior (flexor 
and extensor) portions of the gluteus medius, 
but you may wish to avoid the upper portion 
of the ITT, the thick fascia lying vertically on 
the midline.

The work can be done in simple lines – like 
the ribs of the fan – or combined with hip 
flexion and extension by having the client 
glide their knee back and forth along the 
bolster, as you can either pin and stretch in 
each section or glide along the fibers in the 
opposite direction.
 

Figure 6.42a & b: Work the anterior portion of the 
trochanteric fan as the client extends their hip by gliding 
their knee down along the bolster. Emphasis is placed on the 
‘locked short’ tissues, i.e., everything in front of the midline 
in an anterior tilted pattern, and vice versa for a posterior tilt.

Figure 6.43a & b: Working with the posterior portion of the 
fan (the extensors) as the client flexes their hip, gliding their 
thigh along the bolster.

Gluteus Minimus (LTL)

As gluteus minimus is much deeper, 
underlying gluteus medius, it requires a 
slightly different working position. The 
client’s thigh must be passively abducted 
in order to shorten and relax the overlying 
medius and superficial fascia lata tissue. 
Either support the client’s foot on your own 
hip, holding their knee in your lower hand, or 
slide your lower arm under their knee, with 
their leg resting on your forearm and their 
inner knee in your hand. Your comfortable 
position depends on your strength and their 
weight – adjust to suit.

Figure 6.44a & b: Passively abduct the thigh to keep the 
superficial abductors relaxed, and using a sensitive elbow 
sink through them to engage the deeper gluteus minimus, 
and then slowly adduct the thigh back to neutral. Because 
it lies mostly along the midline it will be more involved with 
lateral tilts of the pelvis rather than anterior/posterior issues.

Sink your elbow attentively into the deeper 
tissue around the lateral midline superior 
to the greater trochanter. Have your client 
engage their adductors by pushing into your 
supporting arm or hand to help remove some 
of the protective tension through reciprocal 
inhibition. This is a very sensitive and 
untouched area for most clients, so sometimes 
you must be patient and try different images 
to obtain their relaxed consent. Once you 
have engaged the deeper myofascia and 
hooked away from the ilium, you can then 
slowly lower the knee back to the table as 
you maintain the connection into the gluteus 
minimus, creating a unique stretch on its 
tissue.



筋膜の郵便番号:  臀筋膜から腹部筋膜


兆候:  骨盤の前方、後方、または側方へのティルトまたはシフ
ト


意図:  腸骨稜に沿って臀筋膜から腹部筋膜への筋膜のコネク
ションをクリアーにする


クライアントのポジション: 側臥位；上側の脚を曲げて大腿部
をボルスターに乗せて、下側の脚を伸ばす

プラクティショナー:  クライアントの頭の方に向かってテーブ
ルの横に立つ、または座る。写真で示すように腸骨稜に指の腹
をおき 

‣ 前方へのティルト：ASISから始め組織を後方へと動かす

‣ 後方へのティルト： PSISから始め組織を前方へと動かす

‣ 側方へのティルト：中心線から始め組織をASISとPSIS に向
かって拡げる


クライアントの動き: 相反するオアターンを強調して、骨盤を
前方、後方へティルト


参照:  FrSb 2 ed., p. 139-140


3. 腸骨稜のクリーニングFascial Release for Structural Balance
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Pelvic Techniques

Clearing the Trochanters (LTL)

The tissue over the greater trochanters can 
often feel as if it has become bound onto 
the bone and is no longer free to glide 
independently. Postural issues, especially side 
tilts of the pelvis or the inability to fully flex 
and extend, can lead to extra strain on the 
structures of the lateral hip; and so it can be 
very relieving, particularly to the trochanteric 
bursa, to differentiate this tissue.

Position your client in side-lying, with the 
upper thigh flexed and supported on a bolster, 
the lower thigh straight. Use the flat surface 
of the knuckles of both index and middle 
fingers to spread and open the superficial 
tissue over the greater trochanter. Start with 
both fists together and then gently roll them 
around one another to create the movement, 
making it an easier and more relaxed contact, 
rather than pulling the hands apart from the 
shoulders. The client can assist the opening 
with a small anterior and posterior tilt of the 
pelvis while you are working.

Figure 6.37a & b: Using the knuckles to open the tissue 
over the greater trochanters with a rolling action from the 
shoulders and allowing the hands to roll around each other 
to reduce strain in the arms and wrists.

 

Cleaning the Edges of the Ilium (LTL)

The muscle attachments on both the inner and 
the outer aspect of the iliac crest can quite 
often become lined with restrictions, knots 
and nodules in the tissue, often binding the 
layers together to reduce side bending and 
rotation in the trunk.

With the client lying as above, use your 
fingertips along the superior aspect of the iliac 
crest to spread the tissue with both sets of 
fingertips working out from the midline in a 
neutral pelvis or to get the tissue warmed up. 
Bring the tissue next to the crest posteriorly 
from ASIS to PSIS in the case of an anteriorly 
tilted pelvis, and vice versa for a posterior tilt.

Above the iliac crest you will be manipulating 
the abdominal layers. You can gain more 
specificity by working along the three 
differing depths for the external and internal 
obliques and transversus abdominis muscles 
on the outside of the iliac crest, the top of 
the crest and the inside of the lip of the crest 
respectively.

An alternative method for taking the tissue 
forward or back is to use the flat edge of the 
ulna. Sitting on the couch behind your client, 
you can hook the tissue with the forearm 
closest to the client’s body, using your other 
hand posteriorly to stabilize and support their 
pelvis. The client can assist with a small 
anterior and posterior tilt of the pelvis, or by 
rotating the ribcage away from the direction 
you are taking the tissue.
 

Figure 6.38: Using the ulna and olecranon process to carry 
the tissue posteriorly.

The ulnar blade is ideal for opening the tissue 
below the iliac crest, as this tissue tends to 
be denser and therefore likely to strain your 
fingers. Knuckles may be a good substitute if 
you want a slightly more sensitive tool. These 
tissues – gluteus maximus, gluteus medius 
and tensor fasciae latae, along with the 
superior attachments of the fascia lata – can 
all be eased downward, away from the crest, 
or moved anteriorly or posteriorly, depending 
on the client’s pattern.
 

Figure 6.39a & b: Spreading the abdominal attachments, 
ideal for a neutral pelvis.

All of the above techniques should be 
accompanied by client movement, most 
commonly anterior and posterior tilting of 
their pelvis. This can not only aid the return 
of the tissue to a better neutral position, 
but also help re-educate and strengthen 
many of the weakened muscles around 
the low back and pelvic complex. It can 
be particularly beneficial to emphasize the 
opposite movement to their natural pattern to 
aid opening their shorter tissue and to break 
the sensorimotor amnesia cycle in any weak 
muscles.

Figure 6.36: When the pelvis rotates to the right, the pubic ramus will move closer to the right femur (shortening pectineus) 
and the left ischial ramus will move closer to the femur on the left (shortening all of the lateral rotators on the left).

Piriformis

Obturator
internus

Gemellus
superior

Gemellus
inferior
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externus

Pectineus

Deep lateral
hip rotators
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Figure 6.40: Taking the tissue posteriorly for an anteriorly 
tilted pelvic pattern.

Figure 6.41: Bringing the fascia forward for a posteriorly 
tilted pelvic pattern.

Opening the Fan (LTL)

From the same position you can use a flat or 
pointed elbow to work out along the fan of 
muscles that attach to the greater trochanter. 
Starting from the greater trochanter you can 
work up and forward to the ASIS along the 
TFL and then fan gradually back toward the 
PSIS and the upper portion of the gluteus 
maximus. Along the way you will have 
worked on the anterior and posterior (flexor 
and extensor) portions of the gluteus medius, 
but you may wish to avoid the upper portion 
of the ITT, the thick fascia lying vertically on 
the midline.

The work can be done in simple lines – like 
the ribs of the fan – or combined with hip 
flexion and extension by having the client 
glide their knee back and forth along the 
bolster, as you can either pin and stretch in 
each section or glide along the fibers in the 
opposite direction.
 

Figure 6.42a & b: Work the anterior portion of the 
trochanteric fan as the client extends their hip by gliding 
their knee down along the bolster. Emphasis is placed on the 
‘locked short’ tissues, i.e., everything in front of the midline 
in an anterior tilted pattern, and vice versa for a posterior tilt.

Figure 6.43a & b: Working with the posterior portion of the 
fan (the extensors) as the client flexes their hip, gliding their 
thigh along the bolster.

Gluteus Minimus (LTL)

As gluteus minimus is much deeper, 
underlying gluteus medius, it requires a 
slightly different working position. The 
client’s thigh must be passively abducted 
in order to shorten and relax the overlying 
medius and superficial fascia lata tissue. 
Either support the client’s foot on your own 
hip, holding their knee in your lower hand, or 
slide your lower arm under their knee, with 
their leg resting on your forearm and their 
inner knee in your hand. Your comfortable 
position depends on your strength and their 
weight – adjust to suit.

Figure 6.44a & b: Passively abduct the thigh to keep the 
superficial abductors relaxed, and using a sensitive elbow 
sink through them to engage the deeper gluteus minimus, 
and then slowly adduct the thigh back to neutral. Because 
it lies mostly along the midline it will be more involved with 
lateral tilts of the pelvis rather than anterior/posterior issues.

Sink your elbow attentively into the deeper 
tissue around the lateral midline superior 
to the greater trochanter. Have your client 
engage their adductors by pushing into your 
supporting arm or hand to help remove some 
of the protective tension through reciprocal 
inhibition. This is a very sensitive and 
untouched area for most clients, so sometimes 
you must be patient and try different images 
to obtain their relaxed consent. Once you 
have engaged the deeper myofascia and 
hooked away from the ilium, you can then 
slowly lower the knee back to the table as 
you maintain the connection into the gluteus 
minimus, creating a unique stretch on its 
tissue.

Fascial Release for Structural Balance

140

The Hip

141

Figure 6.40: Taking the tissue posteriorly for an anteriorly 
tilted pelvic pattern.

Figure 6.41: Bringing the fascia forward for a posteriorly 
tilted pelvic pattern.

Opening the Fan (LTL)

From the same position you can use a flat or 
pointed elbow to work out along the fan of 
muscles that attach to the greater trochanter. 
Starting from the greater trochanter you can 
work up and forward to the ASIS along the 
TFL and then fan gradually back toward the 
PSIS and the upper portion of the gluteus 
maximus. Along the way you will have 
worked on the anterior and posterior (flexor 
and extensor) portions of the gluteus medius, 
but you may wish to avoid the upper portion 
of the ITT, the thick fascia lying vertically on 
the midline.

The work can be done in simple lines – like 
the ribs of the fan – or combined with hip 
flexion and extension by having the client 
glide their knee back and forth along the 
bolster, as you can either pin and stretch in 
each section or glide along the fibers in the 
opposite direction.
 

Figure 6.42a & b: Work the anterior portion of the 
trochanteric fan as the client extends their hip by gliding 
their knee down along the bolster. Emphasis is placed on the 
‘locked short’ tissues, i.e., everything in front of the midline 
in an anterior tilted pattern, and vice versa for a posterior tilt.

Figure 6.43a & b: Working with the posterior portion of the 
fan (the extensors) as the client flexes their hip, gliding their 
thigh along the bolster.

Gluteus Minimus (LTL)

As gluteus minimus is much deeper, 
underlying gluteus medius, it requires a 
slightly different working position. The 
client’s thigh must be passively abducted 
in order to shorten and relax the overlying 
medius and superficial fascia lata tissue. 
Either support the client’s foot on your own 
hip, holding their knee in your lower hand, or 
slide your lower arm under their knee, with 
their leg resting on your forearm and their 
inner knee in your hand. Your comfortable 
position depends on your strength and their 
weight – adjust to suit.

Figure 6.44a & b: Passively abduct the thigh to keep the 
superficial abductors relaxed, and using a sensitive elbow 
sink through them to engage the deeper gluteus minimus, 
and then slowly adduct the thigh back to neutral. Because 
it lies mostly along the midline it will be more involved with 
lateral tilts of the pelvis rather than anterior/posterior issues.

Sink your elbow attentively into the deeper 
tissue around the lateral midline superior 
to the greater trochanter. Have your client 
engage their adductors by pushing into your 
supporting arm or hand to help remove some 
of the protective tension through reciprocal 
inhibition. This is a very sensitive and 
untouched area for most clients, so sometimes 
you must be patient and try different images 
to obtain their relaxed consent. Once you 
have engaged the deeper myofascia and 
hooked away from the ilium, you can then 
slowly lower the knee back to the table as 
you maintain the connection into the gluteus 
minimus, creating a unique stretch on its 
tissue.
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4. 小臀筋

6.腸脛靭帯

テクニック：転子の扇

5. 大腿筋膜張筋



筋膜の郵便番号: 大転子 


兆候: イプソラテラル（同側性）の骨盤のティルト


意図: 短縮した組織の伸長とグライドのリストア


クライアントのポジション: 側臥位


プラクティショナー: クライアントの骨盤の近くで
テーブルの横に立つ。写真のようにクライアントの
大腿骨を膝から持ち上げる。もう片方の腕の肘を大
転子のすぐ上の組織に沈めるようにする。


クライアントの動き: 受動的な股関節外転／内転；
サポートしている手に向かって内転し、相反抑制を
通して筋肉の緊張を低減させる。

4. 小臀筋



筋膜の郵便番号:  大腿筋膜張筋


兆候:  股関節でのあらゆるティルト、シフト、またはロー
テーションパターン


意図: 組織のリリースのために必要に応じて組織の伸
長、または拡張（骨盤の前傾の場合、組織を上方に向け
て伸長し骨盤の反対方向へのティルトを促す。骨盤の後
傾の場合、特に前方シフトを伴う場合、AIISに優しく寄
りかかるようにしてクライアントに動いてもらうことで
組織を拡張する。など）


クライアントのポジション: 背臥位、踵がテーブルから
はみ出すように


プラクティショナー: クライアントの股関節の位置で
テーブルの横に立ち、頭の方向を見る。尺骨近位部（肘
頭ではなく）を用いて大腿筋膜張筋を圧迫する。関節を
安定させるために外側の手の平を大転子におく。

クライアントの動き:  大腿骨内旋、外旋

5. 大腿筋膜張筋



筋膜の郵便番号: 大腿部外側；外側広筋とその上をカ
バーする腸脛靭帯


兆候:骨盤のティルト、シフト、ローテーション；大
腿骨のティルト＆ローテーション


意図: 腸脛靭帯へのグライドをリストア；靭帯を外側
広筋から自由にする


クライアントのポジション: 側臥位、上側の脚を曲げ
て大腿部をボルスターに乗せて、下側の脚を伸ばす

プラクティショナー: クライアントの骨盤の近くで
テーブルの横に立つ。尺骨をバイオリンの弓のように
用いて股関節から膝までアプローチする。固まって
いる、緩められないと感じるエリアにしばらくとど
まるように。

クライアントの動き:  股関節の屈曲、伸展（小さい
動き）

参照: FrSb p. 142

6. 腸脛靭帯
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Gluteus Minimus

小臀筋


Piriformis - Apex

梨状筋　頂点


Superior Gemellus

上双子筋


Obturator Internus

内閉鎖筋


Inferior Gemellus

下双子筋


Obturator Externus

外閉鎖筋


Quadratus Femoris

大腿方形筋
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骨盤：コントララテラルローテーション: 

            後方へのティルト

大腿骨：ラテラルローテーション
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扇の頂点となる筋肉である梨状筋は、仙腸関節の
すぐ下側を通るとともに、仙腸関節と股関節に安
定性を提供する「フォースクロージャー」の


メカニズムの一部でもある。
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骨盤：後方へのティルト、コントララテラルのティルト＆
ローテーション
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梨状筋／坐骨神経のバリエーション

Travell



梨状筋と回内

66

ヒールストライク時の足で起こる回内
のシークエンスによって、梨状筋の
「スイッチオン」にすることに関わる



67

内閉鎖筋

両側性のアクション：
骨盤後傾


片側性のアクション：

大腿骨外旋＝骨盤の

コントララテラル

ローテーション




内閉鎖筋

68

内閉鎖筋角度の変化
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骨盤底は後方のグリップの中にある

内閉鎖筋
 ＆肛門挙筋




内閉鎖筋 - 骨盤底
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骨盤底

Thieme
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内閉鎖筋 - 骨盤底
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1. 小臀筋


2. 梨状筋


3. 内閉鎖筋


4. 上双子筋、下双子筋

   

(外閉鎖筋 - 絵では含まれていない）


5.  大腿方形筋


1
2

3
5

Netter

4
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ボディリーディング　ローテーション

身体構造の前側は
どちらの方向を向
いているか？
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深部外旋筋群　パルペーション
梨状筋 大腿方形筋

内閉鎖筋

Netter
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1a)  梨状筋
筋膜の郵便番号:  Gluteal Fascia臀筋膜；深層転子扇


兆候:  

骨盤：後方またはコントララテラルのティルト；コントララテラルロー
テーション

大腿骨：外旋


意図: 位置的に短縮した梨状筋を伸張しレジリエンスをリストアする。位
置的に伸張された梨状筋を拡げレジリエンスをリストアする。坐骨神経
の圧迫を軽減する。


クライアントのポジション: 伏臥位、足はテーブルからはみ出す


プラクティショナー: クライアントの骨盤の近くでテーブルの横に立つ。

触診：筋腹に肘頭をおき、位置を確認するために動いてもらう。

伸長時: 筋腹に肘をおき、広げるようにする（圧縮またはミクロスクラ
ブ）

短縮時:  仙骨に近いエリアに肘をおき、大転子に向かって組織を動かす


クライアントの動き:  大腿骨のアクティブな回旋


参照:  FrSb p. 143
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1b)  梨状筋

FrSb

筋膜の郵便番号:  臀筋膜；深部転子扇


兆候: 

骨盤: 後方またはコントララテラルのティルト；コントララテラルの回旋

大腿骨:  外旋 


意図: 位置的に短縮した梨状筋を伸長しレジリエンスをリストアする。位
置的に伸張された梨状筋を拡げレジリエンスをリストアする。坐骨神経
の圧迫を軽減する。


クライアントのポジション: 伏臥位、足はテーブルからはみ出す


プラクティショナー: クライアントの骨盤の近くでテーブルの横に立つ。
梨状筋の触診。筋腹に指骨関節をおく。膝を曲げ受動的に大腿骨を回旋
して位置を確認する。制限を探求するためにポジションを変える。

クライアントの動き:  大腿骨の受動的な回旋

短縮:  内旋を強調して（脚を自分の方に引き寄せるように）組織を伸張
する。

伸長:  外旋を強調して（脚を自分から押し離すように）組織押し拡げる


参照:  FrSb p. 142-143

Fascial Release for Structural Balance

142

The Hip

143

Working with the Iliotibial Tract (LTL)

Now that you have released the tissues which 
determine much of the tension on the often 
notoriously tight iliotibial tract (ITT), it 
should be eased and a little more susceptible 
to manipulation. Working from the hip to 
the knee, you can use your ulna or fingers (if 
strong enough for such a long stroke). Your 
fist, fingers or ulna can be used if working 
from the knee to the hip. Generally the tissue 
needs to be spread away from the lateral 
midline on the underlying vastus lateralis, but 
may be worked superiorly or inferiorly at the 
same time, depending on the client’s pattern.

Using your ulna like the bow of a violin, 
you can focus on any aspect of the lateral 
thigh more in need of work, whether it be 
the anterior or posterior portion of the ITT. 
These can also be taken in different directions 
determined by the pelvic position of the 
client; work up the front and down the back 
to help correct an anterior pelvis, and the 
opposite direction for one with a posterior 
tendency.
 

Figure 6.45a & b: Use your ulna to address different aspects 
of the ITT, which may need to be brought superiorly or 
inferiorly along its anterior or posterior aspects, depending 
on the client’s pelvic tilt.

The technique is shown working inferiorly, 
but could equally be traveling up the outside 
of the thigh if you were to stand on the 
opposite side of the table. Other possibilities 
would be to use the fist, or fingers.

Piriformis

Piriformis is a crucial muscle in pelvic 
positioning and balance. As the apex muscle 
of the trochanteric fan it crosses two joints, 
the hip and the sacroiliac joint. As it crosses 
the back of the hip joint it will be shortened in 
a posterior tilt of the pelvis similarly on both 
sides. In cases of lateral tilts of the pelvis, 
sacrum or lower spine and pelvic rotations, 
then you will need to create more balance 
between the piriformis on either side of the 
body.

You can find piriformis by palpating your 
client’s sacrolumbar junction and coccyx and 
drawing a line from halfway between those 
points to the greater trochanter. The muscle 
runs from the anterior surface of the sacrum 
down and out to the top of the femur, so by 
strumming in a superolateral/inferomedial 
direction in the middle of this line you will 
likely feel the deep and small ‘speed bump’ 
of the muscle belly (though piriformis varies 
widely in size). Spending time waiting for the 
muscle to ease and sinking gradually deeper 
into its layers can be useful prior to locking 
into it by either dropping your shoulder 
proximally to give an outward stretch to the 
proximal fibers or pushing medially to isolate 
the stretch in the distal portion.

Both of these methods should be combined 
with lateral rotation of the femur by the 
client. The piriformis is small and lies under 
the thick gluteus maximus, so it cannot 
always be felt clearly. But if you follow the 
directions above, you will be working with 
the piriformis, whether you can feel its tendon 
distinctly or not.

Figure 6.46a & b: Finding the piriformis by locating the 
halfway point along the center of the sacrum and then 
locating the point halfway between it and the greater 
trochanter.

Figure 6.47a & b: Using your elbow, sink through the 
overlying gluteals and lock into the tissue of the piriformis. A 
fascial stretch can be achieved by then taking your shoulder 
across the midline of the body to create a lateral stretch on 
the tissue. This could be combined with having the client 
medially rotate their thigh.

Figure 6.48a & b: Using your knuckles, engage the piriformis, 
and then actively or passively medially rotate the thigh to 
open the tissue. In this position the lock is angled toward the 
midline of the body and therefore isolates the distal portion 
of the piriformis.

Obturator Internus (DFL)

The lateral part of obturator internus and 
the gemelli muscles can be approached in a 
similar manner, just inferior to the piriformis 
and superior to the gluteal fold. In some 
clients, there will be two or three distinctly 
palpable tendons, but in many these three will 
feel like one large tendon. Bring these tissues 
down in the case of an anteriorly tilted pelvis; 
work them laterally in the case of a posteriorly 
tilted pelvis.

With courage and permission, you can get 
valuable work done on the belly of the 
obturator internus. With your client side-lying, 
locate the ischial tuberosity on their lower 
side. Then use the sacrotuberous ligament as 
your guide, by keeping the side of your finger 
in contact with it as you swim anteriorly and 
superiorly (in the direction of the navel) to 
reach past the ischium to come into contact 
with the obturator internus muscle.
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内閉鎖筋 

FrSb

筋膜の郵便番号 :  臀筋膜；坐骨結節；深部転子扇


兆候:  

骨盤:  後傾；コントララテラル回旋

大腿骨: 外旋


意図: 位置的に短縮した組織を伸長しレジリエンスをリスト
アする


クライアントのポジション: 伏臥位、足はテーブルからはみ
出る


プラクティショナー:  クライアントの股関節近くでテーブル
の横に立つ。坐骨結節の一番下の部分を触診。 坐骨に向
かって組織の上を指で歩くように移動する。組織に沈み込む
ように。指の腹は坐骨の一番上に対して引っ張るようにす
る。指の腹で坐骨の一番上にコンタクトをとったまま組織を
頭の方向に向かってすくうようにする。ミクロスクラブで組
織を上方向にリフトする。


クライアントの動き:  大腿骨のアクティブな回旋
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大腿方形筋

FrSb

筋膜の郵便番号:  臀筋膜；大転子；深部転子扇


兆候:  

骨盤:  後傾；コントララテラル回旋

大腿骨: 外旋


意図: 位置的に短縮した組織を伸長しレジリエンス
をリストアする


クライアントのポジション: 伏臥位、足はテーブルか
らはみ出す


プラクティショナー:  クライアントの股関節近くで
テーブルの横に立つ。坐骨の横と大転子の間にある
大腿方形筋を触診。 組織に沈みこんでミクロスクラ
ブ。


クライアントの動き:  大腿骨のアクティブな回旋
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転子の扇から


枝の扇へ

Grundy

移行

‣ ハブ - 坐骨恥骨枝

‣ リム - 大腿粗線 

‣ 頂点 - 薄筋

‣ 枝の扇への移行- 大腿方形筋
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枝の扇内側ビュー、右脚

Sobotta

ディープフロントライン
筋群:


‣ 大内転筋（＆小）


‣ 薄筋


‣ 短内転筋


‣ 長内転筋


‣ 恥骨筋          
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枝の扇 - 内側アーチ

Richer & Hale

ディープフロントライン


内側アーチからの坐骨
恥骨枝へのサポートが
わかりますか？
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枝の扇：ボリュームとしての内転筋群

Netter
内転筋結節
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前＆後中隔

Travell
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恥骨筋、長内転筋＆
短内転筋
オープンチェーン:


‣ 股関節において大腿骨を内転する


‣ 股関節において大腿骨を屈曲する


クローズチェーン:


‣ 同じ側の骨盤を持ち上げる


‣ 股関節において骨盤を前傾する


‣ 股関節において骨盤をイプソラテラ
ル（同側性）に回旋する

前部内転筋群

薄筋はスイス（中立国）
Thieme
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大内転筋

Netter

後部内転筋
オープンチェーン:


‣ 股関節において大腿骨を内転する


‣ 股関節において大腿骨を伸展する


クローズチェーン:


‣ 同じ側の骨盤を持ち上げるコントラ
ラテラル（反対側性）のティルト
（短縮）


‣ 股関節において骨盤を後傾する（短
縮）


‣ 股関節において骨盤をイプソラテラ
ル（同側性）に回旋する（短縮）

内転筋裂孔



枝の扇 

87
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ボディリーディング：前額面

　X 脚                         　O 脚

脚のパターン＆
内転筋／外転筋
のアンバランス



転子 - 枝 扇のバランス
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外転筋群は反対側の内転筋群に関連す
る　機能的にも構造的にも Grundy



体重移行テスト
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後脚の内転筋群が伸長しグライドし
て、腸骨がドロップし、坐骨恥骨枝
が大腿骨から離れることを可能にで
きるか？後ろ足はしっかり床につけ
たまま。


ダイナミックなボディリーデイング
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前部内転筋群
の短縮は骨盤
の前方への
ティルトに関
与する

後部内転筋
の短縮は骨
盤の後方へ
のティルト
に関与する

前方 - 後方 骨盤のティルト 

引
き
下
ろ
さ
れ
る

 

引
き
下
ろ
さ
れ
る

 



内転筋パルペーション
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縫
工
筋

長
内
転
筋

薄
筋

大
内
転
筋

 

ハ
ム
ス
ト
リ
ン
グ
ス

Greys
FrSb p. 145
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1. 内転筋群を拡げる 

2. 前／後中隔

枝の扇　テクニック
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筋膜の郵便番号: 枝の扇；内転筋全体


兆候:  

骨盤: ティルトとシフト

大腿骨: 内転（位置的に短縮）


意図: 全体的なウォームアップ、軟部組織を伸長しレジリエ
ンスをリストアする


クライアントのポジション: 側臥位、下の脚を伸ばして上の
脚は曲げてボルスターでサポート

プラクティショナー:  クライアントの股関節近くでテーブル
の横に立つ。内転筋全体を触診；中隔をはっきりさせる。 
組織の真ん中に内旋した柔らかい拳をおく。圧を加え拳を外
旋する。エリア全体でこれを繰り返す。


クライアントの動き: (1) 上側の脚の膝を前後にスライドする、
または (2) 腹筋を使って（恥骨を持ち上げる）＆起立筋（腰
をそらせる）骨盤を前後にティルトする。

参照: FrSb p. 145

内転筋群を拡げる
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筋膜の郵便番号: 前＆後中隔


兆候:  

骨盤:  ティルト＆シフト

大腿骨:  内転（位置的に短縮）


意図: ウォームアップ、軟部組織を伸長しレジリエ
ンスをリストアする


クライアントのポジション: 側臥位、下の脚を伸ば
して上の脚は曲げてボルスターでサポート


プラクティショナー  クライアントの股関節近くで
テーブルの横に立つ。内転筋全体を触診；中隔を
はっきりさせる。指先または指骨関節を用いて、各
中隔に対し上下にアプローチする。反対側の手で組
織をピン留するように。


クライアントの動き: 小さい股関節屈曲／伸展の動
き。「膝を前後に動かしてください」「かかとで下
に踏み込むように」


参照:  FrSb p. 146

中隔にアプローチする
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内転筋群と骨盤のニュートラル
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鼠径の扇：ディープフロントライン

恥骨筋


大腰筋


小腰筋


腸骨筋


*腰方形筋

  (名誉会員：鼠径の扇、
フロントライン、ラテラ
ルライン）

Greys



鼠径の扇
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‣ ハブ - 小転子

‣ リム - 骨盤の内側縁

‣ 頂点 - 大腰筋

‣ 移行 - 恥骨筋

Hub

Rim

Apex

Grundy





骨盤底コネクション
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OBTURATOR INTERNUS

LEVATOR ANI

(cut) ADDUCTOR MAGNUS

PIRIFORMIS

ST Ligament

McMinn’s
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腰筋 - 梨状筋　バランス
Piriformis 

(posterior grip) 
pulls the SIJ into 
counter-nutation


(and hip into 
extension)


 

Psoas major 
(anterior grip) 

pulls the SIJ into 
nutation.


From McMinn

SacroIliac 

Joint = SIJ
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腰筋 - 梨状筋　バランス
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三角形の筋肉としての腰筋
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仙腸関節の動きの欠如
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腸骨筋 vs 内閉鎖筋

From McMinn

腸骨筋と内閉鎖筋
は寛骨の

前傾と後傾を

競い合う

McMinn
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腸腰筋

Netter
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腰筋の前、および腰筋を通る内臓や管に
対して注意深くあること

注意事項

Netter
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大腰筋：骨盤でのアクション
CKC: 骨盤

‣ 股関節において骨盤を
前傾


‣ 骨盤をコントララテラ
ルに回旋（腰椎による
駆動）


OKC: 大腿骨

‣ 股関節において大腿骨
を屈曲
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大腰筋の上部線維
と下部線維は脊椎
に異なった影響を
与える

大腰筋の内
側、下部線維
は、腰椎を過
度に伸展する

大腰筋の外側、
上部繊維は腰椎
を屈曲する

大腰筋：上部＆下部線維



腸骨筋
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‣ 付着部：腸骨窩- 小転子


‣ 筋膜的に腰方形筋につながる


‣ 股関節において大腿骨を屈曲する


‣ 股関節において大腿骨を外旋（弱
い）


‣ 股関節において骨盤を前傾


‣ 股関節において骨盤をコントララ
テラルに回旋

n,. 24.21 Mm. psoas and m.lllacus 
Right sldt'. interlo!'ll!ew. 

n,. 24.23 Deep muscles of the gluteal reglon 

Spll\alilla 
antti!Or$UI)e!Or 

M.glutl!usmetfus 

A m. gluteu5 maximu5 

M. plr!fomlls 

Mm. 
and lnfi!rfor 

M. qUidr.rtus timor1s 
major 

flg. 24.22 Superftclal muscles of the gluteal region 
Right side, postzrfor view. 

M. obtlntorluslntemus 

Splnalsc:hladla 

Mm.gemelus 

quednrbJ:!I f\mans 

Tl1l<hantl!r ma)af 

OISU 
ht«trodlant!r!cll 

Thieme



Iliacus fascia clip from Acland



恥骨筋
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‣ 大腿骨を内転する


‣ 大腿骨を屈曲する


‣ 骨盤を前傾する


‣ 骨盤をコントラテラルに
ティルトする


‣ 骨盤をイプソラテラルに
回旋する
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注意事項：大腿三角

内側境界線：長内転筋


外側境界線：縫工筋


上部境界線：鼠径靭帯


     恥骨筋と大腰筋の腱の間に神経
動脈静脈が存在する
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注意事項：大腿三角

上部境界線：

鼠径靭帯


外側境界線：

縫工筋


内側境界線：

長内転筋
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THE UNILATERAL ACTION OF THE PSOAS 139THE ANATOMIST’S CORNER 139
THE ANATOMIST’S CORNER140140 THE ANATOMIST’S CORNER

THE UNILATERAL ACTION OF THE PSOAS 141THE ANATOMIST’S CORNER 141

大腰筋

Myers

屈曲、伸展、側屈、回旋



117

快速＆各駅

快速：大腰筋


各駅 1: 小腰筋

              - 恥骨筋


各駅 2: 腰方形筋

              - 腸骨筋
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腰筋 - 梨状筋 バランス

前／後 ティルト：屈筋群 - 伸筋群
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ランジテスト  - 前にステップする。後脚を見る。 

後脚を十分に伸展す
るために屈筋群が伸
展できるか？

ボディリーディング

骨盤後傾：股関節はすでに伸展し
ている。動きはあまり見られな
い。


骨盤前傾：狭い歩幅あるいは代償
動作として腰部伸展が見られる。
オープンになることができるか、
あるいはロックアップしてしまう
か？



テクニック：鼠径の扇
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1. 腸骨筋 2. 腰筋 

3. 腰筋の両側のバランスをとる
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鼠径の扇　テクニック

FrSb

筋膜の郵便番号: 腸腰筋＆腸骨筋膜


兆候:  骨盤の前傾


意図: ウォームアップと組織のレジリエンスのリストア


クライアントのポジション: 背臥位　膝を曲げる


プラクティショナー：

腸骨筋:  クライアントの股関節近くでテーブルの横に立つ。
指の腹を腸骨窩に対しておき、体重をゆっくりと指の腹に預
けるようにする。


腰筋: 腰筋の中心部、ASISの真向かいに指の腹を置く。体重
をゆっくりと指の腹に預けるようにする。


クライアントの動き:  股関節と膝を伸展する。脚がまっすぐ
伸びるまでかかとをテーブルの上で滑らせ、かかとをさらに
遠くへリーチするように。これを繰り返す。

参照:  FrSb p. 149-151

腸腰筋
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鼠径の扇　テクニック

FrSb

筋膜の郵便番号: 大腰筋＆小腰筋


兆候:  骨盤前傾


意図: ウォームアップと組織へのレジリエンスのリストア


クライアントのポジション: 背臥位　膝を曲げる


プラクティショナー:  クライアントの股関節近くでテーブル
の横に立つ。両側の腰筋の中央部, ASISの真向かいに指の腹
をおく。ゆっくりと体重を指の腹に預けるようにする。


クライアントの動き: ゆっくりと骨盤の前傾／後傾をする。


参照:  FrSb p. 150-151

3. 腰筋の両側のバランスをとる
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鼠径の扇の名誉会員

腰方形筋

‣ 骨盤を前傾する


‣ 骨盤をコントララテラル
にティルトする



骨盤 - 腰椎 統合
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骨盤の「ドロッ
プ」は下部腰椎に
よって吸収される
べき


この能力を最初に
失いがちなセク
ションはL3-S1




ボディリーディング：側屈＆膝の屈曲
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腰椎のセクションを側屈してもらう
（トップダウン）、膝を曲げてもら
う（ボトムアップ）ことで分化する

ことが可能


肋骨は骨盤から離れて動くことが
できるか？


骨盤か肋骨から離れて動くことが
できるか？
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鼠径の扇　テクニック

筋膜の郵便番号:  胸腰筋膜；腰方形筋


兆候: 骨盤の前傾、後傾、または側方へのティルト 


意図: ウォームアップと組織のレジリエンスのリストア；パ
ターンの中和


クライアントのポジション: 座位。股関節は膝より少し高い
位置で足を床につける。 


プラクティショナー:  クライアント後ろ側で膝立ち。胸腰筋
膜の端と腰方形筋に向かって指先をおく。


クライアントの動き:  ゆっくりとした骨盤の前傾／後傾。体
側を左右に側屈する。

4. 座位での腰方形筋ワーク



セッションの統合：ペルビックリフト
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For clients who exhibit posterior pelvic tilt with a 
flattened lumbar curve it no longer makes sense 
to encourage the lumbar area posteriorly. With 
such clients we may address the lumbars with a 
tonifying rather than soothing intention, and 
may find it beneficial to work with the hips 
extended rather than with 
knees bent. We’ve also 
become more informed 
about vertebral rotations 
than we were in Ida Rolf’s 
time. 

 Yet while our 
understanding of structure 
has evolved, the basic 
pelvic intervention has 
changed little from Amy 
Cochran’s time. A fine 
description of the 
myofascial technique is to 
be found in Michael Stanborough’s text, “Direct 
Release Myofascial Technique.”8 The 
intervention differs only in the explicitness of the 
instructions from the technique as taught by Dr. 
Rolf. Stanborough’s term for this intervention is 
“pelvic roll with lumbosacral traction”. This 
change in terminology clarifies the intent of our 
intervention and distinguishes it from the 
objectives of other pelvic lift entries on the 
Google list. We might also consider the words 
“lumbosacral decompression” to describe an 
indirect approach in which the practitioner waits 
passively for tissue to soften. For teaching the 
movements as client homework we might simply 
call it “low back decompression.”    

 
Client Homework 

 As a Rolf movement teacher, I’ve spent 
many years teaching Rolf’s exercise to clients for 
self-help. I’d like to share some observations that 
can clarify the process and also offer an 
innovation that turns our time-honored 
maneuver to an additional purpose.  

 My first step is to make clear to a client how 
the movements I’m teaching are different in 
purpose and execution from yoga or Pilates 
exercises they may have already learned. I like to 
explain why mobilizing the spine in this 
particular manner is essential to the goals of 
structural integration, and how it is applicable to 
their particular case. This helps clients value the 
exercise and avoid a tendency to think the 
movements are too subtle to accomplish 
anything. I frequently ask a client to notice how 

her usual version of a pelvic lift compresses the 
lumbar area.  

 I prefer to invoke the pelvic action from the 
feet rather than from the pelvis as Cochran and 
Rolf did. This approach helps clients connect the 
motion through the legs right away and lets the 

pelvic movement emerge 
as a sensory experience 
rather than as a “doing”. 
By going slowly and 
adding sensory details in 
pace with a client’s 
evolving proprioception, I 
avoid the confusion and 
even crises that can occur 
when a client practices 
this powerful exercise in 
the wrong way. 

 Begin with the client 
lying supine, knees bent 

and feet flat on the floor or table. Depending on 
the client’s adaptability, heels and knees should 
be in line with the hip joints. If the hips are stiff, 
the feet can be wider apart. If a client has an 
inflexible thoracic kyphosis, her head and neck 
should be supported with a prop. The first 
instruction is to push the feet evenly into the 
floor. Sometimes I say, “deepen your footprint 
into the table” or a similar phrase that evokes a 
sensory response. At this point I have my hands 
placed very lightly against the client’s tibial 
tuberosities and I comment, “notice how the 
pressure of your feet causes your legs to move 
forward into my hands.” For many clients, that is 
enough to attend to on the first round of 
instruction. After a moment’s rest we begin 
again: “this time, as you simultaneously press 
down into your feet and reach your shins 
forward into my hands, notice that your sacrum 
rocks back a little.”  Once they have felt the 
sacrum roll posteriorly, I ask them to lower the 
sacrum to the starting position without 
additional instruction. For many clients, that 
much is all I offer for a first lesson to take home 
and practice. All they’re asked to do is to sense 
and value the connection between feet and 
sacrum. To add the lifting and lowering 
movements too soon tempts people to engage 
already overused muscles of the thighs and 
abdomen. In so doing they overpower the subtle 
sensations involved in mobilizing the deep 
structures of the pelvis. At this point, if I decide 
to intervene manually, I instruct the client to 
exaggerate the forward reach of her shins 

 
Figure 2. Client position for initiating a 
pelvic lift. Illustration by Stephen P. Miller. 
Reprinted with permission from The New 
Rules of Posture, by Mary Bond (Rochester, 
VT: Healing Arts Press, 2007.) 
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‣ ATSI 認定プログラム 


‣ 3セッションと12セッション 


‣ 世界中でのトレーニング


‣ モジュールまたは集中フォー
マット


‣ 姿勢バランスのリストア


‣ 運動機能の向上


‣ 筋膜の制限の緩和


‣ 全身の気づきを促進
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Keep in contact…
Anatomy Trains U.S.

www.anatomytrains.com

Email: info@anatomytrains.com

www.anatomytrains.com

ご参加ありがとうございました！

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

