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OSPT PERSPECTIVES FOR PRACTICE

Classify Condition Through Evaluation of Clinical Findings

Neck Pain With
Mobility Deficits

Neck Pain With Movement
Coordination Impairments

Neck Pain With Headache
(Cervicogenic)

Neck Pain With
Radiating Pain

Central and/or unilateral pain
Range-of-motion (ROM)
limitations with symptom
reproduction

Associated (referred) upper
extremity (UE) pain may be
present

Traumaswhiplash onset
Associated (referred) UE pain
Dizziness/hausea
Headaches, concentration
and/or memory difficulties,
hypersensitivity, heightened
affective distress

« MNoncontinuous unilateral neck
pain and associated (referred)
headache

- Headache precipitated or
aggravated by neck movements
or sustained positions

- Meck pain with radiating pain in
the involved extremity

+ UE dermatomal paresthesia,
numbness, myotomal weakness

Expected

Exam Findings

Limited cervical ROM

Pain at end-range active and
passive ROM

Segmental cervical and thoracic
mobility restriction

Pain reproduced with segmental
provocation

Strength and motor control
deficits with subacute or chronic
pain

Positive cranial cervical flexion
test

Positive neck flexor muscle
endurance test

Positive pressure algometry
Strength and endurance deficits
of the neck muscles

Neck pain with mid-range
motion that worsens with
end-range positions
Tenderness of myofascial
trigger points

Sensorimotor impairment
Neck pain with referred pain

- Positive cervical flexion-rotation
test

= Headache reproduced with
segmental provocation

- Limited cervical ROM

- Restricted upper cervical
segmental mobility

= Strength, endurance, and
coordination deficits of neck
muscles

- Positive radiculopathy test item
cluster (upper-limb nerve
mobility, Spurling's test, cervical
distraction, cervical ROM)

- May have UE sensory, strength,
or reflex deficits associated with
the involved nerve(s)

Intervent

ion Strategies*

Thoracic thrust manipulation:
AB|S-C|CB

Cervical thrust manipulation:
AC|SC

Cervical mobilization: A-C | S-C
Cervical ROM exercise: A-B
Advice to stay active: C-C
Home ROM exercise: A-B
Supervised exercise for
strengthening and endurance of
upper quarter: A-B | S-B | C-B
Stretching: A-B

General fitness: C-B

Combined cervical/thoracic
region exercise plus thrust
manipulation/mobilization: C-B
Neuromuscular exercise for
cervical/scapulothoracic
regions: C-B

Multimodal approach: C-B

Dry needling, laser, intermittent
traction: C-B

Advice to remain active: A-B
Home ROM and postural
exercise: A-B

Progress monitoring: A-F
Minimize collar use: A-B
Combined exercise plus manual
therapy: A-B | C-C

Exercise for active ROM,
strengthening, endurance,
posture, coordination, aerobics,
function: AB

Transcutaneous electrical nerve
stimulation: A-C | C-C
Education on prognosis, pain
management, reassurance: C-C
Cervical mobilization plus
individualized exercise: low-load
strengthening, endurance,
flexibility, functional training,
principles of cognitive behavioral
therapy, neuromuscular
coordination: C-C

+  Active mobility exercise: A-B

+ Exercise: C1-2 self-sustained
natural apophyseal glide
(self-SNAG) element: A-C| 5-C

+ Cervical thrust manipulation and
mobilization: S-B | C-B

« Thoracic thrust manipulation:
C-B

+ Combined manual therapy plus
cervical and scapulothoracic
strength and endurance
exercise: C-B

Exercise: mobilizing and
stabilizing elements: A-C
Low-level laser: A-C
Possible short-term collar use:
A-C

Combined exercise
(stretching/strength) plus
manual therapy for cervical
and thoracic region: C-B
Education to encourage
occupational and exercise
activity: C-B

Intermittent traction: C-B




JOSPT PERSPECTIVES FOR PRACTICE

Classify Condition Through Evaluation of Clinical Findings

Neck Pain With
Mobility Deficits

Neck Pain With Movement
Coordination Impairments

Neck Pain With Headache
(Cervicogenic)

Neck Pain With
Radiating Pain

Common Symptoms

» Central and/or unilateral pain

» Range-of-motion (ROM)
limitations with symptom
reproduction

« Associated (referred) upper
extremity (UE) pain may be
present

+ Trauma/whiplash onset

« Associated (referred) UE pain

+ Dizziness/mausea

« Headaches, concentration
and/or memory difficulties,
hypersensitivity, heightened
affective distress

= Noncontinuous unilateral neck
pain and associated (referred)
headache

* Headache precipitated or
aggravated by neck movements
or sustained positions

Neck pain with radiating pain in
the involved extremity

UE dermatomal paresthesia,
numbness, myotomal weakness

Expected Exam Findings

« Limited cervical ROM

+ Pain at end-range active and
passive ROM

« Segmental cervical and thoracic
mobility restriction

+ Pain reproduced with segmental
provocation

+ Strength and motor control
deficits with subacute or chronic
pain

+ Positive cranial cervical flexion

test

« Positive neck flexor muscle

endurance test

+ Positive pressure algometry
+ Strength and endurance deficits

of the neck muscles

* Neck pain with mid-range

motion that worsens with
end-range positions

« Tenderness of myofascial

trigger points

« Sensorimotor impairment
« Neck pain with referred pain

= Positive cervical flexion-rotation

fest

* Headache reproduced with
segmental provocation

» Limited cervical ROM

* Restricted upper cervical
segmental mobility

= Strength, endurance, and
coordination deficits of neck
muscles

Positive radiculopathy test item
cluster (upper-limb nerve
mobility, Spurling’s test, cervical
distraction, cervical ROM)

May have UE sensory, strength,
or reflex deficits associated with
the involved nerve(s)




JOSPT PERSPECTIVES FOR PRACTICE

Classify Condition Through Evaluation of Clinical Findings

Neck Pain With
Mobility Deficits

Neck Pain With Movement
Coordination Impairments

Neck Pain With Headache
(Cervicogenic)

Neck Pain With
Radiating Pain

Common Symptoms

» Central and/or unilateral pain

» Range-of-motion (ROM)
limitations with symptom
reproduction

« Associated (referred) upper
extremity (UE) pain may be
present

+ Trauma/whiplash onset

+ Associated (referred) UE pain

+ Dizziness/nausea

* Headaches, concentration
and/or memory difficulties,
hypersensitivity, heightened
affective distress

= Noncontinuous unilateral neck
pain and associated (referred)
headache

» Headache precipitated or
aggravated by neck movements
or sustained positions

Neck pain with radiating pain in
the involved extremity

UE dermatomal paresthesia,
numbness, myotomal weakness

Expected Exam Findings

« Limited cervical ROM

+ Pain at end-range active and
passive ROM

« Sepmental cervical and thoracic
mobility restriction

+ Pain reproduced with segmental
provocation

+ Strength and motor control
deficits with subacute or chronic
pain

» Positive cranial cervical flexion

test

« Positive neck flexor muscle

endurance test

» Positive pressure algometry
= Strength and endurance deficits

of the neck muscles

» Neck pain with mid-range

motion that worsens with
end-range positions

« Tenderness of myofascial

trigger points

= Sensorimotor impairment
= Meck pain with referred pain

» Positive cervical flexion-rotation

test

* Headache reproduced with

segmental provocation

» Limited cervical ROM

* Restricted upper cervical
segmental mobility

= Strength, endurance, and
coordination deficits of neck
muscles

Positive radiculopathy test item
cluster (upper-limb nerve
mobility, Spurling’s test, cervical
distraction, cervical ROM)

May have UE sensory, strength,
or reflex deficits associated with
the involved nerve(s)




Neck Pain With
Mobility Deficits

Neck Pain With Movement
Coordination Impairments

Neck Pain With Headache
(Cervicogenic)

Intervention Strategies*

Thoracic thrust manipulation:
A-B|S-C|C-B

Cervical thrust manipulation:
A-C|5C

Cervical mobilization: A-C | 5-C
Cervical ROM exercise: A-B
Advice to stay active: C-C
Home ROM exercise: A-B
Supervised exercise for
strengthening and endurance of
upper quarter: A-B | S-B | C-B
Stretching: A-B

General fitness: C-B

Combined cervical/thoracic
region exercise plus thrust
manipulation/mobilization: C-B
Neuromuscular exercise for
cervical/scapulothoracic
regions: C-B

Multimodal approach: C-B

Dry needling, laser, intermittent
traction: C-B

Advice to remain active: A-B
Home ROM and postural
exercise: A-B

Progress monitoring: A-F
Minimize collar use: A-B
Combined exercise plus manual
therapy: A-B | C-C

Exercise for active ROM,
strengthening, endurance,
posture, coordination, aerobics,
function: A-B

Transcutaneous electrical nerve
stimulation: A-C | C-C
Education on prognosis, pain
management, reassurance: C-C
Cervical mobilization plus
individualized exercise: low-load
strengthening, endurance,
flexibility, functional training,
principles of cognitive behavioral
therapy, neuromuscular
coordination: C-C

Neck Pain With
Radiating Pain

Active mobility exercise: A-B
Exercise: C1-2 self-sustained
natural apophyseal glide
(self-SNAG) element: A-C | S-C
Cervical thrust manipulation and
mobilization: 5-B | C-B
Thoracic thrust manipulation:
CB

Combined manual therapy plus
cervical and scapulothoracic
strength and endurance
exercise: C-B

Exercise: mobilizing and
stabilizing elements: A-C
Low-level laser: A-C
Possible short-term collar use:
A-C

Combined exercise
(stretching/strength) plus
manual therapy for cervical
and thoracic region: C-B
Education to encourage
occupational and exercise
activity: C-B

Intermittent traction: C-B

*Intervention strategies are coded by stage (A, acute; S, subacute; C, chronic) and grade of recommendation (A-F). For example, A-B indicates that for people in the acute stage
of the condition, there is grade B evidence supporting the effectiveness of the intervention. Figure produced for JOSPT by Kate Minick, DPT, OCS and Gerard P. Brennan, PT, PhD,
FAPTA of Intermountain Healthcare, Rehabilitation Services, Salt Lake City, Utah.
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NUCLEO
TRIGEMIOCERVICAL
regiao do SNC que

recebe fibras

aferentes do nervo 1
trigémeo e dos trés

primeiros nervos SENSORY -
espinhais cervicais,

além de demais
aferentes de outros 3

pares cranianos. ‘

SPINAL NUCLEUS
of V




NUCLEO

TRIGEMIOCERVICAL
Dentro desse nucleo o
caminho das aferéncias
trigeminais e cervicais
nao € bem delimitado,
ocorrendo convergéncia
da informacao
nociceptiva trigeminal e
cervical para um mesmo
grupo de neurénios de
segunda ordem.
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Akerman et al., 2011
Nature Reviews | Neuroscience



Interacao
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Mongini, 1998

£y Spinal tract of trigeminal nerve

Makofski, 1989

Bogduk e Govind, 2009




Dores associadas




Subcomité de Clamificacio das Cefaléias
da Sociedade Internacional de Cefaléia

Classificacao Internacional das

CEFALEIAS JRAEES

v" Cefaleia do Tipo Tensional
v’ Cefaleia Cervicogénica
v' Cefaleia em Salvas

v Cefaleia Atribuida a DTM
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http://www.ihs-headache.org/ichd-guidelines



Migranea

« Popularmente conhecida como enxaqueca

* Cefaleia de forte intensidade, unilateral, pulsatil,
duracao 4 a 72hs, piora com atividade fisica

 fonofobia e fotofobia, ndusea e/ou vomitos

« Acomete cerca de 18% da populacao na maioria mulheres

» Pode ser classificada em migranea com e
sem aura e em migranea e migranea cronica
(= 15 dias de dor por més)




Migraine Prevalence (%)
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Cefaleia Cervicogénica

- Acomete cerca de 3% da populacao

> A- Dor referida de uma fonte no pescoco e percebida em uma
ou mais regioes da cabeca ou face (preenchendo critério C e D)

= B- Evidéncia clinica , laboratorial e/ou por imagem de um
transtorno ou lesao na coluna cervical ou nos tecidos moles do
pescoco, reconhecidos como causa valida de cefaleia

> C- Evidéncia de que a dor pode ser atribuida aos transtorno ou
a lesao do pescoco baseada em pelo menos uma das seguintes:

= 1-Demonstracao de sinais clinicos que impliquem em uma
fonte de dor no pescoco

- 2-Abolicao da cefaleia p6s bloqueio anestésico

- D- A dor desaparece dentro de 3 meses apds o tratamento bem
sucedido do transtorno ou lesiao causal



IHS — 2° edigao IHS — 3° edi¢do beta

A.

e/ou
2.

D.

A dor referida a partir de uma
fonte no pescoco, mas percebido
na cabeca e/ou face, preenchendo
os critériosCe D

Evidéncias clinicas, laboratoriais e
/ ou imagem de um disturbio ou
lesdao na regiao cervical aceito
como uma causa valida de dor de
cabeca .

A evidéncia de que o problema
causa dor da dor cervical, com
base

Os sinais clinicos que implicam
uma fonte de dor no pescogo

Aboli¢ao da cefaléia com bloqueio
anestésico diagndstico

A dor desaparece dentro de 3

meses apos o tratamento bem-
sucedido da lesdo / doenca cervical.

A.

B.

D.

Qualquer cefaléia preenchendo o
critério C

Evidéncia clinica, laboratoriais e /
ou evidéncia de imagem de um
disturbio ou lesdo da coluna
vertebral cervical, ou tecidos
moles capaz de causar cefaléia

A evidéncia de causalidade
demonstrada por, pelo menos,
dois das seguintes opgdes:

Cefaléia desenvolvida em relacao
temporal com o aparecimento do
disturbio cervical ou da lesao
Cefaléia melhora
significativamente ou é resolvida
em paralelo com a melhoria ou
resolucao da doenca ou lesao
cervical

Amplitude de movimento cervical
reduzida e piora da cefaléia por
manobras provocativas

Cefaléia é abolida apds bloqueio
diagndstico de uma estrutura
cervical ou seu suprimento
nervoso

Nao é melhor explicada por outro

AdAiacnActicn CIC-2

1.

Ou

A precipitacao crises por
parte de movimentos do
pescogo ou
posicionamento estranho
sustentado

Por pressao externa sobre
a regiao cervical ou
occipital superior do lado
afetado

Resultado positivo para
bloqueio anestésico

Unilateralidade da dor sem
deslocamento lateral

Cervicogenic Headache

International Study Group



Cefaleia do Tipo Tensional

- Acomete cerca de 70% da populacao

Moderada intensidade, bilateral, peso ou pressao,
duracao de 30 mim a sete dias, nao agravada por

atividade fisica, sem nausea ou vomito e com fotofobia ou
fonofobia

« A CTT pode ser classificada como:
CTT episodica infrequente, <12 dias de dor por ano

CTT episodica frequente, >12 dias e < 180 dias de
dor/ano

CTT cronica, >15 dias de dor por més
Ambas podem estar ou nao associadas
a dolorimento pericraniano




Carater da dor

Intensidade

Duracao

Lateralidade
Localizacao

Aura

Atividade Fisica
Nausea/Vomitos
Foto/Fonofobia

Histdria Familiar

Migranea

Cefaleia do Tipo

Tensional

Cefaleia
Cervicogénica

Pressao, pulsatil,

Pulsatil Pressao agulhada...
Moderada/severa |[Fraca/moderada [|Fraca/severa
4 a 72 horas 30 min a 7 dias variavel

Uni ou bilateral Bilateral Unilateral

Fronto-temporal

Holocraniana/

Variavel (cabeca e/ou

occiptal face)
Sim Nao Nao
Piora Pode melhorar Indiferente
Sim Nao Talvez
Foto e Fonofobia [Nao Talvez
Sim Menos frequente |Nao

Periodo Menstrual [2Y4EVE)

Nao agrava

Nao agrava




Cefaleia

Ma regido temporal E
modificada por movimento
rmandibular, funcdo ou

Cefaleia familiar durante: abertura
daboca OU excursdeslaterais ou
protrusdo OU palpacdo do misculo

parafuncdo temporal

né'm-\

n5u¢

| Singisde Alerta |

Cefaleias primarias efou secundarias (migranea, tensional , cervicogéncia, etc)

N

v

Encaminhar conforme necessidade para diagnéstico e tratamento adicionais com outras especialidades (médicos, dentista, psicologo, efc) ]




DOR MIOFASCIAL NA CABECA, PESCOCO E NA FACE

v'80% pacientes dos pacientes com dor crdnica apresentam Pontos Gatilhos (Pgs)
v'30% o0s Pgs sdo a causa primaria de dor

v Dores na regido superior do corpo/cabeca maior chance de apresentar dor miofascial
(Simons et al, 2005).

v’ Pacientes com diferentes tipos de cefaléia apresentam mais pontos gatilhos e alteracdes

posturais que individuos controles (Marcus et al, 1999).



*Cervicogenic headache: clinical
manifestations. Cephalalgia
Fredriksen et al 1987;7:147—160
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Dores associadas
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O que avaliar?

v" Palpacdao Muscular e Articular: em busca de dor (irradiada
ou nao, nodulos de tensao)

v" Amplitude de Movimento Mandibular: dor, altera¢des no

percurso normal, ruidos articulares

v" Avaliacdo da COLUNA CERVICAL: trigger points que causam

dor irradiada na regiao orofacial
v" Postura da cabeca e corporal

v" Oclusdo



DTM — Por que a Fisioterapia?

v'Simples

v'Reversivel

v'Ndo invasiva

v'Sem efeitos colaterais

v Permite aprendizagem para o auto cuidado
v'Favorece a comunicagao

v'Paciente torna-se mais confiante

v'SUS



DTM - Quando solicitar uma avaliacao ?

v Dor crdnica na cabeca, pescoco, musculos ou ATM

v" Disfuncdo do movimento mandibular de

v' origem muscular

v" origem articular
v Pontos gatilhos miofasciais
v" AlteracBes evidentes da postura corporal
v Pds-operatorios

v" Ruidos articulares (crepitacdes)



Objetivos

***Controlar dor e desconforto
**Reduzir a tensdao muscular
“*Melhorar a ADM

**Restaurar a funcao mandibular
***Diminuir a pressao intrarticular
“*Melhorar a postura

**Diminuir fatores de risco



Técnicas empregadas no tratamento

v"Mobilizacdo articular
v Terapia manual

v'Prescricdo de exercicios
v" Alongamentos
v Coordenac3do e proprioceptivos

v'Foto-Termo-Eletroterapia
v'Biofeedback
v'Correcdo postural

v Educacio



ARTICULACAO TEMPOROMANDIBULAR




SISTEMA ESTOMATOGNATICO

* Essa € uma unidade biologica ou morfofuncional, perfeitamente
definivel, que esta localizada anatomicamente no territorio
craniocervicofacial, sendo primariamente responsavel pelas funcoes

de mastigacao, degluticao e fono-articulacao; também

desempenhando um importante papel nas funcdes de gustacao e de

respiracao



DISFUNCAO
TEMPOROMANDIBULAR

d Termo coletivo que abrange
varios problemas clinicos,
envolvendo a musculatura da
mastigacao, a ATM e
estruturas associadas

O Sindrome ?! Coletanea de
desordens do sistema
mastigatorio, que apresentam
sintomas comuns



Nao ha um consenso entre os pesquisadores sobre a etiologia e
o diagnostico da DTM

v McNeil (1997) dividiu em fatores

v’ Predisponentes: > risco de desenvolver DTM, inclui condicdes
estruturais, metabdlicas e psicologicas que afetam o sistema
mastigatorio

v’ Precipitantes: levam ao inicio dos sintomas e sdo primariamente
relacionados ao trauma ou a sobrecarga do sistema mastigatorio

v’ Perpetuantes: podem iniciar e complicar o tratamento da DTM,
fatores psicosociais, alteracdes hormonais, parafuncao



Fatores Neuro

Fatores
Musculares

Anatdmicos

Oclusais

DTM

—

Fatores
Psicologicos
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