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The technique used to mobilize the thoracic inlet incorporates techniques similar to those used for 
the respiratory and pelvic diaphragms. These techniques of fascial release are best (but not 
necessarily) preceded by a general cervicothoracic thrust to enhance osseous mobility of this region. 

 The general cervicothoracic thrust is not aimed at any specific osseous restriction but is intended to 
mobilize the intervertebral articulations as well as the upper ribs. It stretches the fasciae and by 
some mechanism, probably neural, reduces general cervical muscle tonus. 

 First, sidebend the patient's cervicothoracic junction over the fulcrum provided by your hand,. 
Sidebend to the extreme range of motion. (Use gentle to moderate force in the sidebending 
procedure.) Do not intentionally introduce flexion or extension of the neck at this point. 

 When the sidebending has proceeded to the extreme range of motion, ask the patient to take a 
deep breath and hold as long as possible. When exhalation occurs, the sidebending will go a little 
further. After this breathing exercise has been performed a few times until it produces no further 
movement into sidebending upon exhalation, rotate the head in the opposite direction while keeping 
it sidebent. Continue to use only gentle to moderate force.  

 When the rotation has been carried as far as it will go, repeat the breathing procedure described for 
sidebending to see if further rotation will occur. When you have reached the maximum of rotational 
movement, gently but very quickly thrust the neck into a little further rotation. Usually, multiple 
"pops" will occur as the articulations of the thoracic inlet are mobilized. Repeat the procedure in the 
opposite direction. (Never use more than 2 or 3 pounds of force.) Other specific cervical corrections 
can then be made if indicated. 

 To mobilize and then balance the transverse restrictions of the thoracic inlet, place one of your 
hands under the supine patient. The spinous processes of the 7th cervical and the upper few thoracic 
vertebrae should lie across your palm. Place your other hand upon the anterior superior thoracic wall 
so that the sternoclavicular joints, the suprasternal notch and the upper costochondral regions are 
covered. The hand under the patient acts as a firm, supporting foundation, while the hand on the 
anterior surface begins an anterior-posterior compressive force. The amount of force is slowly 
increased until, under normal circumstances, the thoracic inlet releases and spreads laterally in a 
symmetrical manner on both sides. 

 If shearing, torsioning or rotational inherent motions are perceived between your hands, these 
motions should be followed.  

Hold just enough compressive force to cause the motions to continue until a release is achieved. The 
need for further treatment can be determined by repeating the procedure and evaluating the motion 
to see if symmetry is present. 

 In applying the techniques for the three transverse restrictions described above, the abnormal 
motion should be followed while the compressive force is maintained at the minimal level required 
to cause continuation of the abnormal motion. This means that the force used is constantly being 
adjusted according to the body's response to your pressure. Too much force will cause a defensive 
body tissue contraction. This will obliterate the inherent balancing motion which is the therapeutic 
effect you are trying to induce. Too much force is self-defeating. 
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 When following abnormal motion to achieve a point of balance so that release of tissue tonus will 
occur, there is one other rule to keep in mind: do not let the motion return in the same direction 
from which it came. Otherwise, you simply are allowing the imbalanced adaptive pattern to recur. 
Let the tissues move anywhere they like except back along the same motion-path which has just 
been traveled. After you have performed the techniques a few times, the meaning of these words 
will become apparent. For now, they may seem a bit obscure. However, just remember that if one of 
your hands follows an anterior rotation in a clockwise direction, follow that; don't let it rotate in a 
counterclockwise direction. Let it shear, let it torsion, let it release. Let it do anything except return 
along the same path. 

CRANIAL BASE 

 In Chapter 13, all of the muscles and fasciae which attach to the cranial base are described. They are 
extremely numerous and can cause marked interference with craniosacral system function when 
abnormal tension, hypertonus or contracture is present. The cranial base is release to improve the 
free mobility of the occiput and the temporals in response to hydraulic system activities inside the 
cranial vault and vertebral canal. It should be released after the therapist has balanced and released 
the thoracic inlet. The fluid release from the cranium, often obtained by the successful treatment of 
cranial base restrictions, must have an outlet. A congested thoracic inlet creates venous back 
pressure which interferes with fluid drainage from the cranial vault. This condition, if present, should 
be remedied prior to releasing cranial base restriction and balancing its motion. 

 The technique for release of the cranial base makes use of deep pressure into the tissues of the 
suboccipital region of the neck. Place your fingers vertically so that the tips act as a fulcrum upon 
which the supine patient's upper cervical region is balanced. 


