Lecture 04 — Temporomandibular Joint Dysfunction
Student Handout - RU RMT 20 Pathological Treatments - Ruhani College - Registered Massage Therapy Diploma Program

How to use this handout: it follows the lecture in the order it is delivered, so you can annotate it as we go rather than copying slides.
Everything examinable in this lecture is here. Work through the review questions at the end without looking back, then check them
against the answers.

Learning outcomes

By the end of this lecture you will be able to recognise TMJ dysfunction, assess it safely, and treat the muscles of mastication with
care and consent.

Understand the joint — Describe the TMJ’s anatomy, the muscles of mastication and the pain—spasm—pain cycle.
Assess safely — Palpate bilaterally, test jaw ROM with the Three-Knuckle Test, and screen comorbidities.

Respect the danger zone — Work the anterior neck with constant awareness of the vessels, styloid and lymph nodes.
Plan & treat — Set goals around the pain—spasm cycle and a parasympathetic state, with consent throughout.

Definition — What is TM] dysfunction?

TMJ dysfunction (TMJD) is not one disease but a group of conditions that cause jaw dysfunction and pain. For most people it is self-
limiting, and the prognosis is very good.

A group of conditions — Many causes converge on the same joint — TMJD is an umbrella term, not a single diagnosis.
Dysfunction & pain — Impaired jaw movement and pain are the common thread across presentations.

Usually self-limiting — Most cases resolve in weeks to months and respond well to conservative care.

Source: TMJ dysfunction covered in Rattray & Ludwig (2000), Clinical Massage Therapy (hypermobility / hypomobility conditions).

Understanding TM] Dysfunction

Many roads lead to the jaw — posture, muscle, stress, bite and trauma. Understanding the joint and its drivers shapes a safe, effective
treatment.

General Information — Cause, course & who it affects

An unpredictable course: symptoms can flare for a short, intense period, disappear, and then return later — which is why moderate,
holistic care is preferred over aggressive measures.

Cause often unknown — The exact cause is frequently unclear, and several factors usually combine.
Usually self-limiting — Most often lasts weeks to months; rarely long-term or debilitating.
Who it affects — More common in women, usually between the ages of 20 and 40.

Common Causes — What converges on the joint

Many proposed causes exist, and not all are well proven. They cluster into joint problems, muscular drivers, structural patterns and
stress.

Joint & structural — Joint adhesions and scarring, intra-joint dysfunction, osteoarthritis, abnormal teeth alignment.
Muscular — Hypertonic muscles and trigger points, postural distortion, habitual forward head or neck jut.
Trauma & stress — Direct facial trauma, mouth over-stretching, emotional stress, mineral and vitamin deficiencies.

Contributing Factors — What keeps the jaw loaded

Bruxism — Habitual teeth grinding — often during sleep — keeps the masseter and temporalis overworked.
Teeth clenching — Daytime or stress-driven clenching sustains tension in the jaw muscles.

Aging — Age-related joint and tissue change can contribute over time.
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Morbidity & Prevalence — Common signs, far fewer needing care

TMID is common, but most people who have signs of it never need treatment — a useful reminder to treat the person in front of you,
not the statistic.

8-12%

75%

5%

of Canadians are estimated to be affected by TMID.
of adults have signs and symptoms of TMJD.

actually need treatment — the prognosis is very good.

Pathophysiology — The joint itself

The TMJs are complicated, synovial, highly innervated, modified hinge joints — the mandibular condyles articulating into the fossae of
the temporal bones. You can palpate the joint by pressing just in front of the ear while opening and closing the mouth.

A modified hinge — Synovial and highly innervated; small, compact joints doing a great deal of work.
The disc — A fibrocartilage disc sits between the bones to prevent bone-on-bone contact.
Synovial fluid — Slippery synovial fluid lets the jaw chew, talk, sing, yawn and laugh smoothly.

Functional Anatomy — The muscles of mastication

Jaw movement — protrusion, retraction, closing, compression and side-to-side gliding — is driven by a small group of muscles,
supported by a muscular sleeve beneath.

— Digastrics — open and retract the jaw.

— Together they form much of the floor of the mouth.

The movers — — Temporalis — helps close the jaw and retract the mandible.
The supporting sleeve — — Pterygoids — protrusion and side-to-side deviation.
— Masseter — closes the jaw. — — Suprahyoid & infrahyoid — form a sleeve supporting the jaw.

A Difficult Diagnosis — Why TM]D is so often missed

The medical literature is full of conflicting opinion — bruxism is a cause versus no proof it is; pain is always present versus pain is not
necessarily a symptom. With no firm diagnostic standard, many cases are undiagnosed, mis-diagnosed or self-diagnosed.

Symptoms are easily mistaken for migraine, sinus infection, neuralgia or toothache — so a careful, structured assessment matters all
the more.

Reaching A Diagnosis — How TM]D is investigated

Diagnosis draws on history, hands and imaging together — no single test confirms it.

History — Jaw clenching, gum chewing, eating habits and stress management; past arthritis, dental work or facial trauma.

Palpation — Reveals bony or muscular abnormalities around the joint and jaw muscles.

Imaging — X-ray, CT or MRI to assess bony and soft-tissue damage and disc displacement.

Presentation & Assessment

TMJD usually presents bilaterally, with movement, sound and pain in varied combinations. A bilateral, structured assessment tells you
what to treat — and what to avoid.

Overall Signs & Symptoms - 1 of 2 — Movement and sound

TMJD generally occurs bilaterally, but occasionally on one side only. These signs can appear on either or both sides.

Movement — Asymmetrical jaw movement, an uncomfortable bite, and reduced jaw range of motion.

Locking — Occasional locking of the jaw during opening or closing.

Sound — Popping or clicking sounds in the joint with movement.
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Overall Signs & Symptoms - 2 of 2 — Pain and referral

Variable pain — Constant, sporadic or use-related pain — sometimes sharp and intolerable.

Referred facial pain — Dull, aching facial pain, sometimes radiating to the neck and shoulders.

Swelling & associated — Slight facial swelling on the affected side; headaches, vertigo, hearing problems and earaches.

What Massage Can Address — Where treatment helps

TMJD plays to a massage therapist’s strengths: it drives a pain—spasm—pain cycle and trigger points, and is often secondary to
profound stress — both squarely within our reach.

The pain—-spasm cycle — Many techniques effectively reduce the localised hypertonicity that sustains the cycle.
Stress & the parasympathetic — Easing the client into a parasympathetic state is a goal of most sessions.

Face, head, neck & shoulders — Work here, combined with relaxing modalities, relieves muscle pain and anxiety.
Source: Treatment rationale consistent with Rattray & Ludwig (2000), Clinical Massage Therapy.

The Mechanism — The pain-spasm-pain cycle

Like tension headache, TMID sustains itself. Pain provokes protective muscle spasm, spasm produces more pain — and trigger points
and referred pain spread the problem outward.

9

9

9

Jaw pain

Muscle spasm

More pain

Referral — Hypertonicity and trigger points intensify pain.

Joint or muscular pain in the TMJ. — Trigger points refer pain to head, neck and shoulders — the loop repeats.
Surrounding muscles guard and tighten. — - break the cycle at the muscle, before joint damage occurs -

Therapist Assessment — Palpate, and compare both sides

Often the client self-diagnoses and has no plan to see a physician or dentist — so the therapist assesses intelligently to guide
treatment. Healthy jaw muscles palpate almost as relaxed and pliable as the gastrocnemius.

Palpate the muscles — The masseter and jaw muscles should feel relaxed and mobile, with attachments palpable.
Always bilaterally — Palpate and assess every facial muscle on both sides, for comparison.

Look for the difference — You are seeking hypertonicity and unilateral differences between the two sides.

Source: Bilateral palpation approach consistent with Rattray & Ludwig (2000), Clinical Massage Therapy.

Range of Motion — The Three-Knuckle Test

The mouth should open easily to about 1.5-2.0 inches, with no effort or pain. Rattray & Ludwig’s Three-Knuckle Test offers a quick
practical check: ask the client to stack three fingers vertically and place them in her mouth.

Three fingers — Three stacked fingers should fit; a limited or painful opening suggests TMJ difficulty.
Test the movements — Side-to-side gliding, protrusion, retraction, chewing, yawning and laughing — all easy and pain-free.

Watch as she moves — Observe for wincing from pain and for lateral deviation of the jaw.
Source: Three-Knuckle Test and TMJ ROM assessment from Rattray & Ludwig (2000), Clinical Massage Therapy.

Assessment Questioning — Build the history

What lies behind the jaw pain shapes the plan. Ask about injury, dental history and, within scope, the stress that can drive bruxism.
Injury & trauma — Past injuries, whiplash, facial trauma, surgeries and lengthy dental procedures.

Stress, within scope — Past emotional trauma that might have led to bruxism — explored within scope of practice.

Pain management — How the pain is currently managed, including medications and other care.
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Before You Treat — Red flags & the endangerment zone

Most TMID is benign and conservative, but the working area is delicate. Screen for what is beyond scope, and treat the anterior neck
with real respect.

Refer the atypical — Severe, locked, or rapidly worsening presentations, or suspected fracture or dislocation.
Neurological signs — Numbness, weakness or changes that point beyond simple muscular dysfunction.
The anterior neck — A dense endangerment zone — vessels, lymph nodes and the fragile styloid process.

Consent first — Always gain explicit permission before working near the face, jaw or anterior neck.
Source: Contraindications and endangerment-zone cautions consistent with Rattray & Ludwig (2000), Clinical Massage Therapy.

Treatment Planning

TMID is treated conservatively and often by a team. Clear goals, sensible frequency and good client education tie the plan together.

Treatment Options — Conservative care comes first

TMJD is usually treated conservatively — aggressive or irreversible measures are rarely needed. Initial care centres on resting and
unloading the jaw.

Rest the jaw — Eat soft foods; avoid gum chewing and big jaw movements like wide laughing or biting a large sandwich.
Compresses — Apply warm and / or cold compresses to the joint to ease pain and muscle tension.
Gentle exercise — Perform gentle mandibular exercises to maintain pain-free movement.

A Team Condition — Who else may be involved

There is rarely one right way to treat TMID, so several specialists may work in parallel — with the massage therapist ideally part of
that team.

Dentist & orthodontist — Assess the bite, dental causes and appliances such as mouth guards.
Physiotherapist & chiropractor — Address movement, posture and the wider musculoskeletal picture.
Psychotherapist — Supports the stress and emotional components that drive clenching.

Oral surgeon — Involved only for the rare cases needing surgical intervention.

From Mild To Last Resort — Appliances & invasive options

— Protects the teeth but does not cure; long-term use can alter the bite.

— Corticosteroid injection into the joint for severe cases.

— Dental equilibration, oral or facial surgery, teeth extraction, bridgework.

— Reserved for the rare cases that fail conservative care.

Mouth guard — mildly invasive — — Used for decades for grinding, night clenching and TMJ disorders.
Aggressive & last resort — — Effectiveness remains questionable; intended for short-term use.

Prevention — Keeping occasional jaw pain away

Simple habit changes protect the joint and reduce flare-ups — reinforce these as home-care.
Avoid the loaders — Avoid gum chewing and biting hard objects that overwork the jaw.
Mind the diet — Eliminate hard or sticky foods that demand heavy, repetitive chewing.
Support the jaw — Support the lower jaw when yawning or laughing to limit over-stretching.

Common Medications — What clients may be taking

Over-the-counter pain medication is typical; stronger options are reserved for intolerable pain or uncontrolled stress. Note all current
medication in your history.

— Used for most cases of manageable jaw pain.
— Muscle relaxants and / or antidepressants for intolerable pain or uncontrolled stress.

— Corticosteroid injection into the joint, in rare cases.
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— These affect tolerance and alertness — adjust treatment accordingly.
Over-the-counter — — NSAIDs — ibuprofen (Motrin, Advil) and naproxen (Aleve, Naprosyn).
Prescribed, selected cases — — Non-opioid pain reliever / fever reducer — acetaminophen (Tylenol, Panadol).

Therapeutic Goals — Reasonable aims for the RMT

Because untreated TMID often resolves in time, massage helps hasten recovery — and protects the joint while it does.
Break the pain—spasm cycle — Interrupt the cycle before permanent damage occurs to bone or cartilage.

Relieve hypertonicity — Ease the surrounding muscles and address contributing factors such as kyphosis-related back pain.

Restore function — Facilitate smooth, pain-free movement of both TMJs and decrease irritable innervation.
Source: Treatment goals consistent with Rattray & Ludwig (2000), Clinical Massage Therapy.

Massage Session Frequency — How often, and for how long

Reassess as you go: TMIJD’s flaring, remitting course means the plan should flex with the client’s symptoms rather than run on a fixed
schedule.

When pain is severe — 60-minute sessions twice a week while pain is severe.
Until recovery — 60-minute sessions once a week until recovery is complete.
Maintenance — 60-minute maintenance sessions once a month.

Massage Protocol

The face is personal and laden with emotion — it cannot be invaded like a calf muscle. Trust and superficial softening come first; deep,
precise work follows.

Massage Protocol — Relax first, then go deep

The protocol spends extensive time relaxing the client and softening superficial tissue well before detailed or deep work begins. A
client who habitually clenches will clench harder when startled or distrusting — so trust must be earned, and the tissue prepared,
before “to-the-bone” work is possible.

Earn trust — The face carries emotional agendas — a calm, consented approach is the foundation.
Soften superficially — Relax and soften the superficial tissue before any deep therapeutic work.
Then work deep — Effective work here is relatively deep — but only once trust and tissue allow it.

Getting Started — Position, comfort & safety
Set the client up for easy access and comfort — and frame the session so the jaw is never the first or last thing you touch.

Position with care — Supine gives easy access; prone with the face in the cradle can be uncomfortable. Side-lying (neck supported,
pillow between knees) is a good alternative.

Explain & consent — Explain why disrobing helps you reach contributing muscles; have hot towels and cold packs ready.

Begin & end away from the jaw — Open and close with relaxation away from face, neck and jaw; the client must always breathe,
swallow and speak freely.

Intraoral Work — Reaching the muscles of mastication

Rattray & Ludwig describe accessing the muscles of mastication intraorally. Warm the masseter with external effleurage first, then —
with a gloved finger and explicit consent — work each muscle gently.

Masseter — Gloved finger inside the cheek with thumb outside, a pincer-like compression of the muscle.
Medial pterygoid — From the last lower molar, slide the finger medially and posteriorly to reach it.

Lateral pterygoid — Between the upper last molars and the cheek, with gentle superior-posterior pressure.
Source: Intraoral protocol for the muscles of mastication from Rattray & Ludwig (2000), Clinical Massage Therapy.
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Surrounding Muscles — Working the neck safely

The jaw does not work alone — the neck muscles drive and refer into it. Treat them, but with constant awareness of the structures
beneath your fingers.

SCM — Address one side at a time — never compress both sternocleidomastoids simultaneously.
Suboccipitals & occiput — Release tension along the occipital ridge that feeds head and jaw pain.
Digastric — carefully — Working near the mastoid and occipital ridge, avoid compressing the fragile styloid process.
Source: Soft-tissue and friction techniques consistent with Rattray & Ludwig (2000), Clinical Massage Therapy.

Massage Therapist Tip — The anterior-neck endangerment zone

There is good reason every massage school teaches that the anterior neck is an endangerment zone — a small, compact area dense
with easily damaged tissue.

This does not contraindicate your work — it focuses it. Lymph nodes nestle under the mandible; major vessels are palpable; the
styloid is fragile. With keen awareness of the anatomy you touch and the pressure you use, you can work safely here.

Contraindications & Cautions — Hard limits in this region
Spare the carotid — While treating the anterior neck muscles, do not compress the carotid artery.
One SCM at a time — While treating the SCM, never work both sides simultaneously.

Protect the styloid — Palpating the mastoid and working the occipital ridge for the digastric, avoid compressing the fragile styloid
process.

Always ask first — Gain permission before placing your hands anywhere near the face, jaw or anterior neck.
Source: Contraindications & cautions from the lecture protocol; endangerment-zone care per Rattray & Ludwig (2000), Clinical Massage Therapy.

Key takeaways — Carry these into the clinic

TMID is an umbrella — A group of conditions, usually self-limiting, with a very good prognosis.

Break the pain—spasm cycle — Reduce hypertonicity before joint damage occurs — the core therapeutic aim.
Assess bilaterally — Compare both sides and use the Three-Knuckle Test for jaw opening.

Trust before depth — Earn trust and soften superficially before any deep or intraoral work.

Respect the danger zone — Focus completely on your hands in the dense anterior neck.

Consent, always — Explicit permission before any face, jaw or anterior-neck contact.

References and further reading

— Rattray, F. & Ludwig, L. (2000). Clinical Massage Therapy: Understanding, Assessing and Treating Over 70 Conditions. Toronto: Talus
Inc. — TMJ dysfunction (hypermobility / hypomobility conditions): anatomy, the Three-Knuckle Test, intraoral treatment of the
muscles of mastication, goals and contraindications.

— Pierson, M.J. (2011). Changes in temporomandibular joint dysfunction symptoms following massage therapy: a case report. Int J
Ther Massage Bodywork, 4(4), 37-47. — intraoral massage protocol after Rattray & Ludwig.

— Canadian Massage Therapy Council for Accreditation (CMTCA). Competency standards — scope of practice, consent (including
intraoral work), documentation and referral.

Review questions

Answer these from memory before checking the answers below.

1. Why is temporomandibular joint dysfunction described as a group of conditions rather than a single diagnosis?
2. Name the muscles of mastication and state which are accessible to massage.

3. What does the three-knuckle test assess, and what is a normal finding?

4. What additional consent and communication considerations apply to intraoral work?

5

. Why is the anterior neck described as an endangerment zone, and what does that mean for treating a TMJ client?
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Answers

1. Because jaw pain and dysfunction can arise from the muscles of mastication, the joint capsule and ligaments, the articular disc, or
the joint surfaces themselves — often in combination — and different presentations need different approaches.

2. Masseter, temporalis, medial pterygoid and lateral pterygoid. Masseter and temporalis are readily accessible externally; the
pterygoids require intraoral access, which is a separate scope, consent and technique consideration.

3. It assesses mouth opening. The client should be able to insert the width of three of their own knuckles between the incisors; less
than that indicates restricted opening.

4. Intraoral treatment is a personal and invasive area, so it requires its own explicit informed consent separate from the general
treatment consent, a clear explanation of what will be done, gloves and hygiene protocol, and an explicit statement that the
client may stop the work at any point.

5. It contains the carotid artery, jugular vein, vagus nerve, thyroid gland and the brachial plexus. Pressure must stay light and specific,
sustained compression is avoided, and any symptoms of dizziness, light-headedness or altered sensation mean stopping
immediately.
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