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SOT – TMJ
Posture exam

-shoulder height, hip height, occiput, diaphragm level height


-if see high hip on the right, typically the shoulder on the right will drop, if there is normal coupling of the spine, 

and the head tilts the opposite way to level out the eyes and ears


-if you don’t see that pattern, then look between the 2 areas that don’t normal couple as a problem area


-if see a pattern of everything low (or high) on one side (hip, shoulder, occiput), 

then consider an inferior occiput on the side of inferiority

-a true inferior occiput can drive the whole side down

-that would be considered a primary subluxation

-look at the cervical compaction test to see if that is something that needs to be addressed

Cervical Compaction Test


-patient supine


-first patient does a baseline Milgrams where they lift both legs off the table 2-3 feet

-with cervical compression (hold compaction 2-3 seconds, then lift legs again):



-if it is easier to lift legs off table, then cervical problem



-if it is harder to lift legs, then pelvic (or L/S) instability problem (typically category II)


-the spinal stabilizers will fire all the way up and down the spine when lift the legs

-if weakness in c/s and then we artificially stabilize it with cervical compaction, the legs come up easier b/c we’ve 

taken out that wave of compensation


Cervical Stair Step


-when begin stair step, the face needs to be parallel to the ceiling


-apply axial compression towards the feet


-four levels:


1) C7/T1



2) C5/6



3) C3/4



4) C1/2


-two types of corrections:



-laterally bending (lateral flex at the level of restriction for a few seconds, until you feel it release)


-figure eight

Skull Rocker Technique

-for evaluation of the condylar system
-condyle glide – stabilize skull and flex/ext (same position as c/s stair step)

Upper Cervical Evaluation


-if rotate the head (without flexion and extension), then evaluating C1



-if restriction to the left, look at the left C1 (lateral atlas to the left?)


-if tilt the skull back into extension, that will lock occiput and C1



-then rotation of cervical spine will isolate (evaluate) C2 motion



-if restriction to the left, then look at the right C2 posteriority position


-C1 ipsi, C2 contra

Trap Fiber Assessment


-trap arc from acromion to TP of T1


-desire to gap the facets (with a knife edge, and mostly superior LOD), to stimulate Ruffini receptors


-don’t have to memorize chart

TMJ exam

Mandibular gait pattern

Palpate the TMJ (check for tenderness, looking for re-creation of pain)

-over the condyle


-superior joint space


-posterior joint space


-angle of the jaw (two structures):



-medial pterygoid insertion on the inside of the angle of the jaw



-stylomandibular ligament


-coranoid process (anterior to the condyle)



-also check for tenderness here with the mouth open (
insertion of temporalis muscle)


-mandibular test:  hold at the angle of the jaw and have patient open and close (does it cause tenderness?)



-you might feel restriction at the medial pterygoid or stylomandibular ligament


-also gap and compress the TMJ looking for pain


-look at AROM and resisted ROM with the TMJ gait pattern


-also note which side opens least/last, which side opens first

Evaluate trigger points in the various muscle groups (ant & post muscle groups)

-temporalis


-masseter


-pterygoid


-digastric


-SCM


-traps

Muscle test screening


-baseline strength test (deltoids, or whatever muscle you want to use)


1) have patient clench the teeth, which will decr the vertical dimension (if closed down joint space, it’ll make it worse)



-if weak muscle, then need diversified adjustment to open it up


2) open half way



-first half of gait pattern: rotational phase 

-requires muscular balance


3) mouth all the way open



-requires the disc to translate with the condyle

Three TMJ adjustments


1) diversified adjustment



-adjust side that opens least/last (decr superior joint space) (turn that side up)


-turn head, stabilize skull with one hand, mouth open/relaxed, thrust down ramus of mandible




-alternate contact: pisiform on the mastoid, and hand over ear so your pollicus lands on the ramus


2) helps with the hypermobility



-looking for side that opens first



-want to stop the gait pattern when that condyle lateralizes the most before it jumps back medial



-on the side that opens first, cup that condyle with two fingers (to stabilize) and turn that side down



-adjusting hand takes contact on the chin and adjust toward the table (glance off the chin)



-then recheck gait pattern, and expect to see less deviations


3) distraction contact



-hook around the angle of the jaw with the index finger, pollicus over the roots of the teeth (on mandible)



-distract inferiorly and check anterior and posterior glide



-second option, is to use gloves and hold the jaw with thumbs on the teeth (fingers on angle of jaw)




-state laws dictate whether or not chiropractors can go inside the patient’s mouth



-two ligaments attached to condyle: stylomandibular ligament, sphenomandibular ligament



-attempt to recapture the disc (if need be)

-goal is 50% change (from whatever indicators you’re using)

Soft Tissue (muscular release work)

-techniques to decrease muscle strain pattern so that we can try to help with the anterior head carriage


-want to restore cervical curve and balances the muscles

Platysma stretch
-turn patients head fully
-with superior hand, stabilize one of three positions: mandible, malar (zygomatic arch), mastoid

-on chest wall, stretch (and quick release) over the sternum, right below the clavicle, and the shoulder


-screen for the tightest areas


-work it with a stretch-release


-should get circulation to the skin (if see it blanch a lot, keeping working until you get circulation)


-check both sides

SCM Release

1) stabilize the mastoid, and free the posterior border of the SCM


-take your thumb and go P-A on the poster border of the SCM


2) once you free the SCM posterior border, then zig-zag around any trigger points or restricted areas
Posterior Trough Technique

-designed to get into the deep intrinsic cervical muscles

-stabilize the occiput with one hand

-with the other hand slide thumb down the neck, close to SP of c/s and slowly stretch inferiorly


-when feel a trigger point or tight band, then hold it until releases

Cranial Facial Stretch


-reach underneath neck and stabilize C1/2 with 2nd and 3rd fingers, and with the thumb stabilize C1 on other side


-turn head away so the thumb is up and stretch by pushing into further rotation on the cranial vault (frontal/cheek bone)


-perform this technique in both hyperflexion and hyperextension of the neck


-with hyperflexion, place the patient’s head on your knee


-line of correction is toward the opposite shoulder

Atlas Dural Stretch (Release)

-move atlas inferiorly away from the occiput


-stabilize occiput, and with thumb of opposite hand stretch the upper portion of the ring of the atlas away from occiput



-stretch and hold technique

Cranial Techniques

Vault (Sutural) Bone Release


-patient’s head fully turned, and stabilize mastoid with pollicus


-perform stretch-releases of following sutures:


-malar (zygomatic-malar suture), move cheek bone away


-sphenoid (temporosphenoidal suture)




-move sphenoid superior and/or anterior, away from temporal bone


-frontal (frontal-sphenoidal suture) at the lateral eyebrow



-move frontal away from the sphenoid



-squamosal suture of the parietal-temporal bone




-move parietal bone superior away from temporal


-first do a screening to check for restriction



-stretch, and then quick release

Cranial Antidote (emergency technique)

-use if problems with the Vault Bone Release (ie headaches)

-interlace hands together under the occiput


-patient breathes with mouth open and pants for 15 seconds

-alternate hands up and down, rocking/wiggling the skull


-have patient cough 2 or 3 times


-may need to repeat one more time
Reciprocal Temporo Rocker Technique (RTRT)

-same contact as above (interlace hands under occiput)

-secondly, with inhalation, put more pressure on distal pollicus at the mastoid tip (elbows come out)


-with exhalation put more pressure on the proximal pollicus at the mastoid body (elbows come in)

-if restriction, hold the side that moves

Two Maxillary screens:

1) Swallowing Test



-is there difficultly swallowing, or a traction off to one side or the other?

2) Tenderness in the maxillary-malar suture (beneath the center of the eye)



-put pressure from inferior to superior on this suture and check for tenderness (in the hollow of the cheek)
Maxillary release - Inside the Mouth

Palatine spread


-start right behind the teeth and work backward spreading the hard palate laterally
Maxillary Rotation


-shift chair to side of patient and support the patient’s forehead


-lift from the center of hard palate (superiorly) toward the bridge of the nose 


-check for creasing at the bridge of the nose


-check midline and each side (always hit the midline when crossing to check the other side)


-15% of the time, may need to come to front of hard palate and lift ant/sup (ie with small dental arch)

Maxillary Straddle (with traction)

-support forehead with one hand, and other hand (thumb/index) on maxillary teeth


-check lateral sheer, rotation, and lateral bending


-direct release: correction directly into the restriction, and hold


-indirect release: hold the opposite side of restriction


-can perform with or without traction downward on the maxilla

Zygoma Massage and Lift (Release Cheek Bone)


-2nd finger outside the teeth and inside the cheek (underneath the zygomatic arch), and thumb on outside


-stretch anterior and then roll lateral

-then recheck the two maxillary indicators: swallowing and tenderness of maxillary-malar suture
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CMRT

3/2/09

Video: “Introduction to CMRT by Joe Unger”

-occipital fiber system

-trap fibers system: disturbance of function such that there is loss of motion

-category II = structural difficulties


-loss of motion causes diminished capacity for adaptation



-compromised ability to adapted (motion-wise) in the structural system


-Ruffini receptors (in pedicles) are motion sensors



-this receptor fires if it does not receive enough stimulation



-lack of motion causes hyperfunctioning of nervous system stemming from Ruffini receptor



-Ruffini spray ending of trap muscle is hyperstimulated (somato-somato reflex)


-locked up segment ( heat ( degeneration of that segment

-occipital fiber system


-man is a reflex being


-habituation occurs once a reflex is initiated in the body


-golgi tendon organ lives in occipital fiber, and is what gets irritated


-three lines of fibers:



-Line 1



-a reaction to a loss of normal CSF pumping action (CSF congestion)




-vertebral segments flex and extend while breathing ( local pumping station for nerve root




-reduced vitality of related system if pumping action is diminished




-initiated reflex: nerve root ( interspinous muscle ( cervical bulb (via spinocerebellar tract)





-reflex arc created between that segment and the occiput




-the correction of this system requires two components:





a) neuro release





b) mechanical release




-primarily deals with parasympathetic system



-Line 2




-line 2 fiber occurs if prolonged Line 1 fiber 




-attempts to compensate for distortion in structural system




-compensation = irritation in rotators muscle leading to vertebral rotation

( dural torque at dural sleeve




-somato-somato reflex to the cerebellum




-also somato-visceral reflex to related organ (and viscero-somatic reflex)




-vertebral rotation (via occipital fiber system) leads to visceral dysfunction




-reflexes eventually lead to habituation patterns

-GTO (in occipital fiber) is an inhibitory organ

-primarily deals with sympathetic system

-Line 2 can become an inhibition to normal healing functions



-Line 3



-suggestive of organic pathology




-increase in irritation in reflex arc affects intertransversarii muscles





-cause vertebral tippage




-primarily CNS involvement

-viscera do not have pain sensors, rather the connective tissue around viscera have pain sensors

-reflexes to organ systems have their origin in embryology

-rotatores, interspinous, and intertransversarii ( receive innervation from one segment only
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1) occipital fiber

2) diff dx vert level (find most tender TP of the associated levels off the chart)

3) O.F. neutralization 

4) TP thump (with two fingers over TP, drop the other fist on fingers) ( add mechanoreception at TP

5) Postganglionic reflex release

6) Additional techniques (specific visceral reflexes, like organ lifts/pumps)

7) Preganglionic RF

8) Recenter vertebra

Numbers 5-7 = CMRT

-Line 1 fiber = tension (at fiber origin on occiput)

-Line 2 fiber = swelling (just inferior to the origin, about ¼”)

-Line 3 fiber = nodulation (another ¼” inferior)

-for true viscero-somatic reflexes, then need both Line 1 and Line 2 fibers

-interspinalis: Line 1

-rotatores: Line 2

-intertransversarii: Line 3

-postganglionic procedure

-palpate for tension over appropriate area on abdominal wall

-light squeeze of trap

-usually response within 15-20 sec, but could take up to 2 min

-preganglionic procedure


-use midsternal points (allows further relaxation of the system)

the guy with the bow tie


