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Refer to the slides, I only wrote what she didn’t say in her slides…
Examination of the Temporomandibular joint and the Related Muscles
· When a patient comes to your clinic you should examine him but first you have to take dental and medical history ( in medical history we’re interested in systemic diseases that have to do with TMJ such as arthritis and osteoarthritis. In dental history you need to check if maybe something recently was done for the patient that’s causing the TMJ pain).

· Most patients that come to us with TMJ pain are stressed, afraid and try to stay away, they were forced to come so, try to relax them, make them feel comfortable and let them tell you what they’re complaining of and what’s the reason for that.
· Social history must be taken. You ask your patient about employment, marital status, level of education.

· Use a questionnaire, usually we have preformed questionnaire. Ask the patient to fill it before you see him, once you see the patient you go over the questionnaire and let’s say that we asked him: Do you have arthritis? and his answer was: Yes,, here we can ask him more question about it like when did that happen, if there’s a family history arthritis.. So, from the questionnaire you have the chance to ask more questions about the patient’s related conditions.

· The goal standards of TMD (temporomandibular dysfunction) : -questionnaire. – you take oral history. –clinical examination.

· If the patient has pain, you should ask him when did the pain start, its duration, what relieves the pain…

· Ask your patient to specify and localize the pain.
· If the patient came to you expecting only to relief the pain they don’t care to resolve the issue, you should report that. Because if they don’t see our management important for them then they will not strict to our instructions.

Patient positioning for the examination:   The operator can be standing or sitting behind the patient (WHY? to assist symmetry, you’ll be able to tell if there’s a tumor, if there’s any irregularity in mandibular movement)  , the patient should be supine or 45 degrees to the ground. The best position is for the operator to sit behind the supine patient.

-Usually there’s no pain in the function or palpation of a muscle.

How to examine the muscle: 
1- Palpation is done with the two middle fingers with a circular motion and soft but firm pressure on the muscle.

· Temporalis: it has 3 parts: anterior, middle, posterior.

· Anterior part: examine it above the zygomatic arch and anterior to the TMJ.

· Middle part: just above the TMJ.

· Posterior part: behind and above the TMJ.

· Masseter: It has 2 attachments: superior deep and inferior superficial.

· Superior deep attachment: Just below the zygomatic arch anterior to the TMJ.

· Inferior superficial attachment: Lateral to the ramus, just above the angle of the mandible.

· Medial pterygoid: You place your fingers on the inferior border of the mandible and roll it superiorly medially, that’s how you feel the insertion of this muscle. This method is not accurate because even if you do it you’re not actually on the insertion of the muscle so, you might get a lot of false positive** results. The patient might feel pain because the procedure is irritating. The palpation is extra-orally but in some text books you might read that it can be done intra-orally but in both ways you can’t reach the attachment of the muscle so, they’re inacuurate.

**False positive result: the patient will feel pain but there’s no dysfunction.

· Lateral pterygoid: place your index finger (in some text books they say you can use your little finger) just buccal to the upper second molar ( if you ask the patient to open wide you’ll notice that there’s no space for your finger to get in that area so what should you do is to ask your patient to slightly close his mouth and move the mandible to the site of examination, in this way we move the coronoid process away from the site of examination). Even in the lateral pterygoid muscle palpation there’s controversy because of 2 things: -It’s very tiny area so, if you do this forcefully the patient will feel pain even without any dysfunction. It might give us a lot of false positive results. – recent studies showed that this methods of palpation doesn’t reach the attachment of the muscle so, what they think is it will actually palpate the superior head of medial pterygoid muscle, but there’s nothing approved.

· Posterior nick muscles: such as trapezius, splenius….

· Sternocleidomastoid: ask the patient to rotate his head to the opposite side (if you want to palpate the right muscle you ask him to rotate to the left side). It’s not a masticatory muscle but we should examine it because they’re all interrelated.

2- Functional manipulation: 

· Medial pterygoid: ask the patient to elevate the mandible (closing or biting).

· Lateral pterygoid: ask him protrude the mandible against your fist.

TMJ examination: 
1- Palpation: place the tip of your fingers on the lateral aspect of the condylar process (place them initially 13mm away from the tragus and ask the patient to open and close you can feel the coronoid process going laterally, that’s how you can verify the position). You might feel abnormalities such as a click, sometimes you can feel a bony prominence…  It can be done: -Extrameatal (as we explained above) – Intrameatal: you place your little fingers inside the patients ears and you apply some pressure forward.  You can feel if there’s dysfunction in the lateral or posterior aspect of the TMJ.

2- Auscultation: use it to hear the internal sounds in the jaw. There’s other sounds than click we can hear and indicate dysfunction such as crepitation (خشخشة), you hear with the stethoscope a not smooth movement.

*We should evaluate the TMJ in static and motion conditions.

Joint sounds:  

· Click.

· Crepitation. It can’t be heard easily, you should use a stethoscope.

Evaluation of mandibular movements: 

· Determination of interincisal opening which is about 53-58 mm. It’s more in males than females. It should be more than 40 mm, if it’s less there’s mainly a muscular problem rather than ligaments which prevents the joint from opening properly. You can check it by placing your 3 middle fingers or ask the patient to put his inside his mouth in a vertical way (check the photo in the slides).

· The mandibular movement: looking from behind the patient is the mandibular movement always with the midline or there’s a shift.

· if the patient’s mandible while opening shifts from the midline to the right side for example then comes back to the midline this is called deviation.

· if the patient’s mandible while opening shifts from the midline to the side and continues opening this is called deflection.

· Measurement of lateral excursions: It’s approximately 10 mm, if it’s 2 mm this is restricted movement which indicates a problem in the TMJ. You should pay attention some patients don’t have a coincide midline the upper is different from the lower, just make sure to have a constant reference point .( when the patient’s teeth are edge to the midline of the upper coincides with the lower, in this position the measurement is 0. When he moves the mandible to the right measure the distance from the midline of the upper to the midline of the lower –refer to the pictures- ).

· Protrusive movement: 5 mm  or more.

Examination of teeth and occlusion:  

Breakdown of the teeth: for example the periodontal ligament is widened…

In general look for pathology intra-orally.

Centric relation(CR) and centric occlusion(CO) discrepancies: They’re difficult to detect so, we usually take impressions and centric relation registration and then on the articulator look if there’s discrepancies. You can check them clinically, when the patient close in the hinge axis this is CR and when the mandible slides a bit forward this is CO. Sometimes we have a huge slide between CR and CO it could create a TMJ problem. In normal situations CR coincides with CO or there’s a slide shift between them around a 1 mm.

*Other diagnostic supporting tools: you can take TMJ rediographs.
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