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Effective Treatments for the Neck and Head
Why Massage Therapy?
For the person in pain, the answer may be, "Because it feels good." or "Because
my doctor prescribed it." For the therapist, the pragmatic answer might be,
"Because it gets results."
But, interestingly enough, when this person presents with serious degenerative
disorders like: cervical radiculopathy, disc herniation, or osteoartitic changes of
the neck, very few doctors would think call on massage therapists.
In my personal experience of having the disorder cervical radiculopathy, my
success was not from traditional medical treatments. My condition improved with
massage therapy and other "tissue-manipulative" approaches; but finally the
answer came from reeducating my own body and by asking, “How did I get here”?

Doing it "to" or Doing it "With"
There are two approaches applied by therapists: "working on the person" and
"working with the person." Working on the person pre-supposes that the person
cannot help themselves; working with the person pre-supposes that the person
has some practical responsibility for, and ability to change, their own condition.
Every massage stroke is one or the other: doing it to the person or doing it with
them; it is either forcing them to relax or helping them discover that they are
contracting and teaching them to relax when, until then, they had forgotten how.
Done passively, tissue manipulation evokes (calls forward) a gradual deepening of
the person’s awareness and control of their muscular actions, but this deepening
is greatly limited by the lack of sensory feedback that active movement provides.
Tissue manipulation done with active participation by the person evokes more
than relaxation and flexibility: Because the person has enhanced awareness of
the connection between sensation and movement, their control of movement
(e.g., strength, resting tension level, and coordination) improves much faster.
2

Forces beyond the Necks Control
Before effective treatment of the neck can begin we must first look at the
tremendous forces at work. With a relaxed individual with minimal stress and
excellent posture the neck balances the head equally on all sides. No one side is
pulling more than the other.
If this relaxed person bends over things change in a fraction of a second. The
muscles of the back of the neck have to stiffen to keep the head up and the eyes
forward. This protective mechanism is called the “law of righting”. It states, “The
eyes will always be level with the horizon regardless of what happens with the
rest of the body”.
Many factors come into play in a person’s life, improper posture, injuries,
emotional trauma, environmental, with the effect, if done often enough will
affect the tissues of the neck to forget the balanced state it once had.
Most conditions of the neck from pain and tightness, to medical diagnoses of
cervical radiculopathy, disc protrusion or herniation, and even osteophytic
reactive changes can be traced back to previous trauma or imbalance. But today
is rarely thought of when treating the neck.
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A number of muscles of the neck remain major players in keeping an imbalance
that over time multiplies compression to lead to disc degeneration. Professor
Vladimir Janda, MD of Czechoslovakia, rehabilitation consultant for the World
Health Organization was one of the first clinicians to bring this theory to light.
Professor Janda is perhaps best known for his identification of
three postural syndromes: the upper (proximal) crossed; lower
(distal or pelvic) crossed; and layer syndromes. Briefly, each of
these clinical scenarios described conditions in which the tone
of antagonistic muscle groups became imbalanced and led to
the predictable sequence of pain and dysfunction.
Once the specific patterns of imbalance and impairment have been determined, a
specific exercise program is implemented. The general progression of treatment
involves the normalization of peripheral proprioceptive structures, normalization
of tight muscles, facilitation of inhibited or weak muscles, and finally coordination
of movement patterns through specific exercise.
By researching Dr. Janda’s work, patterns started to
emerge of tight muscles on one side and weak muscles
on the other side. Essentially tight or tonic muscles
shorten while phasic often weaken.
Type 1 or tonic fibers contract slowly and are able to
burn oxygen more efficiently than phasic muscles,
which allow them to work slowly and steadily over
long periods of time. Over time with misuse and
disuse, these muscles will shorten. This is a clinically
important distinction in tonic muscles response to
stress.
Phasic or Type 2 fibers of which there are two main
categories will weaken under prolonged stress and the
fibers will tend to lengthen.
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As I discovered it is not enough to just relax tight muscles. One must strengthen
weak muscles and reeducate all associated muscles to achieve balance.
Muscles must be trained reflexively to restore normal firing patterns, speed, and
coordination with other movements. Dr. Janda's unique Sensorimotor Training
(SMT) program is the basis for restoring normal muscle function.
SMT specifically targets the sensorimotor system through progressive
proprioceptive exercises.
Janda Approach to Treatment
1. Normalize the periphery. 2. Restore Muscle Balance. 3. Increase afferent input
to facilitate reflexive stabilization. 4. Increase endurance in coordinated
movement patterns.
Janda approach emphasizes the importance of the Central Nervous System in the
sensorimotor system, and its role in the pathogenesis in musculoskeletal pain. In
particular: the neurological pre-disposition of muscles to exhibit predictable
changes in tone, and the importance of proprioception and afferent information
in the regulation of muscle tone and movement. Therefore, assessment and
treatment focus on the sensorimotor system, rather than the musculoskeletal
system itself. Using a functional, rather than a structural approach, the cause of
musculoskeletal pain can be quickly identified and addressed.
In addition, Sherrington’s law of reciprocal inhibition (Sherrington, 1907) states
that a hypertonic antagonist muscle may be reflexively inhibiting their agonist.
Therefore, in the presence of tight and/or short antagonistic muscles, restoring
normal muscle tone and/or length must first be addressed before attempting to
strengthen a weakened or inhibited muscle.

Dissecting the Neck
Before the musculature of the neck can be examined we must look at the
movements we should be capable of. A rarely discussed subdivision of flexion and
extension is capital and cervical function.
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Let us first explore what is termed as postural muscles of the neck. If you were to
dissect 60% of the muscles of the neck short of the postural ones, the head would
still remain in a balanced position.

Semispinalis capitis (medical part is Spinalis
Capitis)
Origin: Transverse processes of lower four cervical
and upper six thoracic vertebrae.
Insertion: Between superior and inferior nuchal
lines of occipital bone.
Primary function: Capital extension.

Multifidus
Origin: Sacrum, PSIS, L1-L5 (Mamillary processes),
T1-T-12 (Transverse processes), C4-C7 (Articular
processes).
Insertion: Spinous processes of higher vertebrae
(may span 2-4 vertebrae before inserting).
Primary function: Cervical and trunk extension.
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Rotatores
Origin: Transverse process of each vertebrae.
Insertion: Base of spinous process of next
vertebrae above.
Primary function: Extends and rotates vertebral
column.

Longus capitis
Origin: Transverse processes of C3-C6.
Insertion: Occipital bone anterior to
foramen magnum.
Primary function: Capital flexion.
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Longus colli
Origin: C3-C5 (transverse processes),
C5-C7 and T1-T3 (anterolateral bodies),
T1-T3 vertebrae (anterior bodies).
Insertion: Anterior arch of atlas, C2-C4
(anterior bodies), C5-C6 vertebrae
(transverse processes).
Primary function: Cervical flexion.

Sternocleidomastoid
Origin: Manubrium of sternum, medial
part of the clavicle.
Insertion: Temporal (mastoid process).
Primary function: Cervical flexion.

Over time these postural muscles are subdued by lesser muscles that have
become stronger from improper habits. The postural muscles that used to
support the vertebrae are now ineffective and gradually become weak. To make
matters worse, the lesser muscles while still performing their primary function
have taken on the job of supporting the vertebrae and the head. It is much easier
to see why the lesser muscles have become stronger, they never stop working.
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Now as we explore the stronger lesser muscles,
keep in mind this illustration of extreme
collapsed posture with a forward head and
hunched shoulders. Of course, no one walks
around that this, or do they?
For every inch that the head moves forward in
posture, it increases the weight of the head on
the neck by 10 pounds!
In the example to the right a forward neck
posture of 3 inches increases the weight of the
head on the neck by 30 pounds and the pressure
put on the muscles increases 6 times. It is also
interesting to note that there are twice as many
extension muscles compared to flexion muscles.

Lesser is More
Subocciptals
Rectus capitis posterior major,
Rectus capitis posterior minor,
Obilquus capitis superior, Obilquus
capitis inferior
Origin: Axis (lamina and spinous
process), Atlas (tubercle of posterior
arch, transverse process).
Insertion: Occiput (inferior nuchal line,
lateral and medial), Occiput (between
superior and inferior nuchal lines),
Atlas (transverse process).
Primary function: Capital extension.
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Longissimus capitis
Origin: C4-C7 (articular processes)
T1-T5 (transverse processes).
Insertion: Mastoid process of the temporal bone.
Primary function: Capital extension.

Splenius capitis
Origin: Ligamentum nuchae, C7-T4 (spinous
processes).
Insertion: Mastoid process of the temporal bone.
Primary function: Capital extension.

Trapezius (upper)
Origin: Occiput, Ligamentum nuchae.
Insertion: Lateral 1/3 of clavicle.
Primary function: Elevates lateral point of scapula.
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Longissimus cervicis
Origin: T1-T5 (transverse processes).
Insertion: C2-C6 (transverse processes).
Primary function: Cervical extension.

Semispinalis cervicis
Origin: T1-T5 (transverse processes).
Insertion: Axis (C2)-C5 (spinous processes).
Primary function: Cervical extension.

Iliocostalis cervicis
Origin: Ribs 3-6.
Insertion: C4-C6 (transverse processes).
Primary function: Cervical extension.
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Splenius cervicis
Origin: T3-T6 (spinous processes).
Insertion: C1-C3 (transverse processes).
Primary function: Cervical extension.

Levator scapulae
Origin: C1-C4 (transverse processes).
Insertion: Scapula (superior medial border).
Primary function: Scapular elevation.

Scalenus (anterior, medius, posterior)
Origin: C1-C7 (transverse processes).
Insertion: Ribs 1-2
Primary function: Rib elevation during inspiration.
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Review of the basics
As we continue to unravel this complex region, let us see what has been discussed
so far.
• Most conditions of the neck from can be traced back to previous trauma or
imbalance.
• Improper posture over time will cause the postural muscles to become
ineffective and gradually become weak.
• Lesser muscles while still performing their primary function have taken on
the job of supporting the vertebrae and the head.
• There are twice as many extension muscles compared to flexion muscles.

Assessment is the key
In order the effectively treat the classic forward head posture in which most
degenerative conditions arise assessment skills must be practiced and perfected.
These assessment tools will show us three things:
1. Are regions of the body compensating for structure instability?
2. Which specific muscle or tendon is affected?
3. Is it a muscle/tendon injury or ligament/joint injury?
Systematic evaluation of muscular imbalance begins with static postural
assessment, observing muscles for characteristic signs of hypertonicity or
hypotonicity.
Try the Wall Test for Neck Posture: - Stand with the back of your head touching
the wall and your heels six inches from the baseboard. With your gluteal touching
the wall, check the distance with your hand between your neck and the wall. If
you can get within two inches at the neck, you are close to having good posture.
This is followed by a series of question and answers: When did you first notice the
problem? Can a certain movement reproduce any pain? If you used any previous
treatment, was it helpful? Any muscle aches, tension, headache, or jaw problems?
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Next, characteristic movement patterns are assessed, and specific muscles are
tested for tightness or shortness. This is referred to as manual muscle testing.
There is such a wide variation of the grading scale with normal adults, for our
purpose a much gentler version will be used. In most cases pain will point to
muscle or tendon damage during these tests.
Muscle Testing Protocol
• Resistance or pressure from the therapist is only 1 to 2 pounds.
• Direction of resistance follows black arrows on illustration.
• Test is preformed for a maximum of 5 seconds.
Capital extension
Position of Subject: Prone with head off end of table. Arms at sides.
Position of Therapist: Standing at side of subject next to the head. One hand
provides resistance over the occiput. “1 to 2 pounds only”. The other hand is used
if support is needed.
Test: Subject extends head by tilting chin upward in a nodding motion. (Cervical
spine is not extended).
Instructions to Subject: “Look at the wall. Hold it. Don’t let me tilt your head
down”.
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Cervical extension
Position of Subject: Prone with head off end of table. Arms at sides.
Position of Therapist: Standing next to subject’s head. One hand is placed over the
subject’s back of the head for resistance. The other hand is placed below the chin
if support is needed.
Test: Subject extends neck without tilting chin. Resistance is only “1 or 2 pounds”
Instructions to Subject: “Push up on my hand but keep looking at the floor. Hold
it. Don’t let me push it down”.
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Capital flexion
Position of Subject: Supine with head on table. Arms at sides.
Position of Therapist: Standing at head of table facing subject. Both hands are
cupped under the mandible to give resistance in an upward and backward
direction. Only 1 to 2 pounds.
Test: Subject tucks chin into neck without raising head from table. No motion
should occur at the cervical spine, this is the downward motion of nodding.
Instructions to Subject: “Tuck your chin. Don’t lift your head from the table. Hold
it. Don’t let me lift up your chin”.
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Cervical flexion
Position of Subject: Supine with arms at side. Head on table.
Position of Therapist: Standing next to subject’s head. Hand for resistance is
placed on subject’s forehead. Only 1 to 2 pounds. Other hand may be placed
below chest, but stabilization is needed only when the trunk is weak.
Test: Subject flexes neck by lifting head straight up from the table without tucking
the chin.
Instructions to the Subject: “Lift your head from the table; keep looking at the
ceiling. Do not lift your shoulders off the table. Hold it. Don’t let me push your
head down”.
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Lateral flexion
Position of Subject: Supine with arms at side. Head on table.
Position of Therapist: Standing next to subject’s head. Hand for resistance is
placed on subject’s side of head to be tested. Other hand is cupped around the
shoulder for support. Only 1 to 2 pounds.
Test: Subject lateral flexes neck without lifting the head from the table.
Instructions to the Subject: “Keep your head on the table; bring your ear to your
shoulder; keep looking at the ceiling. Do not lift your shoulders off the table. Hold
it. Don’t let me push your head to the side”.
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Quiet Inspiration
Position of Subject: Supine
Position of Therapist: Standing next to subject at waist level. One hand is placed
lightly on the abdomen just below the xiphoid process. Resistance of 1 to 2
pounds only is given (by same hand) in a downward direction.
Test: Subject inhales with maximal effort and holds maximal inspiration.
Instructions to Subject: “Take a deep breath . . . as much as you can . . . Hold it.
Push against my hand. Don’t let me push you down.”

Diaphragm breathing inhibits the involvement of overactive accessory breathing
muscles and keeps their activity to a minimum during rest. Accessory breathing
muscles are designed to assist breathing only during exertion to further expand
the ribs but should remain primarily silent at rest. The most important fault during
breathing is lifting the thorax with the scalenes instead of widening it in the
horizontal plane.
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Passive Assisted Neck Stretches
These tests are used to determine range of motion and in most cases pain will
point to ligament damage. Medical authorization may be indicated to perform.
Capital extension
Position of Subject: Seated. Arms at sides.
Position of Therapist: Standing behind subject next to the head. Both hands are
placed around the head.
Test: Therapist extends head by tilting chin upward in a nodding motion. (Cervical
spine is not extended).
Instructions to Subject: “Look at the wall. Keep your shoulders down and relaxed.
Allow me tilt your head up”.
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Cervical extension
Position of Subject: Seated. Arms at sides.
Position of Therapist: Standing next to subject’s head. One hand is placed over the
subject’s upper back for support. The other hand is placed on the forehead.
Test: Therapist extends neck without tilting chin.
Instructions to Subject: “Look at the wall. Keep your shoulders down and relaxed.
Allow me tilt your head back”.
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Capital flexion
Position of Subject: Seated or supine with head on table. Arms at sides.
Position of Therapist: Standing at head of table facing subject. Both hands are
placed around the head.
Test: Therapist tucks chin into neck. No motion should occur at the cervical spine;
this is the downward motion of nodding.
Instructions to Subject: “Keep your shoulders down and relaxed. Allow me tilt
your head forward to tuck your chin”.

23

Cervical flexion
Position of Subject: Seated or supine with head on table.
Position of Therapist: Standing behind subject’s head. One hand is placed on the
back of the subject’s head. Other hand is cupped around the shoulder for support.
Test: Therapist flexes neck by pushing head straight forward without tucking the
chin.
Instructions to the Subject: “Keep your shoulders down and relaxed. Allow me tilt
your head forward”.
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Lateral flexion
Position of Subject: Seated or supine with head on table. Arms at sides.
Position of Therapist: Standing next to subject’s head. One hand is placed on
subject’s side of head to be tested. Other hand is cupped around the shoulder for
support.
Test: Therapist lateral flexes neck by bring ear to shoulder; while pushing shoulder
in opposite direction.
Instructions to the Subject: “Keep your shoulders down and relaxed. Allow me tilt
your head to the side”.

Continue your assessment by noting any weakness of muscle strength, lack of
movement, or pain during movement.
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Massage Treatment
A combination of techniques and modalities are required to effectively treat the
neck area. The goal is to lengthen short, hypertonic muscles with deep-tissue,
myofascial release, friction massage, and active isolated assisted-stretching
techniques which I have found to elongate this dysfunctional tissue.
If your assessment skills are sound, you should have a good indication as to where
you need to focus your work. Keeping in mind Janda’s upper cross syndrome of
predictable sequence of tightness and weakness. Through experience I have
found most problems of the neck dealing with muscle tissue seem to come and
go. With chronic complaints over years ligament damage and structural changes
occur.
One of my favorite techniques is a movement I like to call “Dynamic Extension
Release”. It is commonly known as a massage concept called “pin-and-stretch”,
which is applying pressure to a muscle as you elongate it. The first order of
business is to position the person on the table in a prone position.
Posterior neck
This area will require much of your work,
so I prefer to work one layer at a time
with minimal discomfort to the person
starting in the prone position. The
person eventually turns over supine,
continuing to attack this highly
problematic area many times.
As you can see in this illustration, muscle
fibers cross in different directions, with
each muscle having the ability to stick or
adhere to the layer below itself.
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Trapezius
• In the prone position, warm up the tissue with gentle stokes, directed in
either up or down movements.

• “Dynamic Extension Release” movement is performed by having the person
start in cervical extension and slowly lowers the neck into cervical flexion
while you stroke the trapezius.

• If any adhesions are found, go against the grain and smooth out any
restrictions. In some instances, holding the restriction until it softens is
helpful. Note any referral pain patterns.
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Extension muscles
• As the trapezius releases focus your intention working the deeper layers of
the extensor musculature.
• Follow the same procedure as in the previous muscle. Smoothing any
adhesions and use “Dynamic Extension Release” as described earlier.

Subocciptals
• If your treatment table is equipped with an adjustable face cradle, lower
the angle a few degrees, or have the person tilt their forehead down into
capital flexion to access the base of the neck.
• “Dynamic Extension Release” in this area is accomplished by having the
person move slowly into capital flexion.
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Intertransverse ligament
The fifth and seventh cervical intertransverse ligament is often injured. In the
prone position it is easily accessible. To find this ligament, go inferior from the
mastoid process and push laterally into the side of the neck. At the level of C3 you
will need to push the anterior fibers of the
upper trapezius posterior and remain
anterior to these fibers.
You should find a semi hard structure
which is the transverse process. This area
is also the attachment for the scalenes and
levator scapula. Continue inferior until you
cannot go any further.
This is the level of the C7 vertebrae. This is
the main culprit with medial scapula
referral pain and limited side flexion.
• After the transverse process is located, gently cross fiber in an anterior to
posterior direction to treat the ligament. Note any referral pain patterns.
• Gently cross fiber any of the higher ligaments (C2-C6) if pain is present.
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Dowagers hump
It is an abnormal outward curvature of the vertebrae of C7 found in many forward
head postures. Compression of the front (anterior) portion of the involved
vertebrae leads to forward bending of the spine (kyphosis) and creates a hump at
the upper back. If untreated, in time osteoporotic changes will take place.
Unless a fracture is present, hypomobile facet joints at the C6-C7 level will
prevent proper alignment and foundation for the cervical spine, even if balance of
the musculature is restored.
• Have the person raise the head out of the face cradle.
• As the person lowers their head, stoke upwards superiorly on this area.

• Continue this movement at least 2 more times and stroke in a downward
inferior direction.
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Supine position
In this position the weight of the person’s head will allow you to generate
pressure instead of just doing it yourself in the prone position. Be aware that your
wrist has a tendency to flex or extend, which could cause you to strain.
Posterior musculature
Continue treating all of the muscles of the posterior region. The person’s head
may be elevated by a pillow, supported with your other hand, or lying on the
table.
• Treat trapezius and extensor
muscles.
• If any adhesions are found,
go against the grain and
smooth out any restrictions.
• Note any referral pain
patterns.

• Use “Dynamic Extension
Release” to treat the
extensor muscles.
• Have the person slowly move
their neck into cervical
flexion as you stroke up or
down.
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Subocciptals
• Treat these muscles with the head
rotated to the side.
• The person’s head may be
elevated by a pillow, supported
with your other hand, or lying on
the table.
• Using
“Dynamic
Extension
Release”, have the person move
into capital flexion as you stroke.
Intertransverse ligament
• After the transverse process is
located (under the mastoid
process), remembering to stay
anterior to the trapezius, gently
cross fiber in an anterior to
posterior direction to treat the
ligaments of C2-C7. Note any
referral pain patterns.
Dowagers hump
• Using medium pressure on the C7
area as the person moves into
cervical flexion.
• Stroke in an inferior direction at
least 2 times and 1 time going
superior.
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Anterior neck
This area of the neck is complex, not
because of numerous muscles, but
because most of the deep flexors are
weak and right next to them are
possibly two muscles that are too
tight.
Weak muscles have a tendency to
stay weak because of the reverse
effect of the stretch reflex. By
incorporating a spindle-stimulating
technique to, in a sense “wake up the
muscle” it is more open to be
strengthened.
Deep Neck Flexors
• Position fingers just lateral to the trachea. Gently push in at 45 degrees.
• Begin 1 minute of fast paced circles in all directions from C2-C6.
• If there is a chance the person might have a deep venous thrombosis this
movement is contraindicated.
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Sternocleidomastoid
In my experience I have found this muscle is lengthened most of the time, but
only 50 percent in a weakened state. This might be caused, by nature it is a
postural muscle that is subdued by stronger extensor muscles. On the other hand,
if these stronger extensor muscles have become injured the sternocleidomastoid
has to spring into action to hold up the head.
• Grip this muscle with your thumb and fingers.
• If your assessment points to weakness, incorporate 1 minute of fast paced
circles on the entire length of the muscle.
• If your assessment points to tightness, incorporate “Dynamic Extension
Release”, by slowly having the person move from cervical flexion to cervical
extension, while you stroke up and back down the muscle.
• If there is a chance the person might have a deep venous thrombosis this
movement is contraindicated.
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Scalenes
This muscle is responsible for 50 percent of the compressive forces in the neck,
which lead to disc degeneration.
• With one hand (or pillow)
elevate the head at least 30
degrees
• Place fingers posterior to
sternocleidomastoid, gently
push in at 45 degrees. Move
in an anterior to posterior
direction, then inferior to
superior direction.
• If there is a chance the person
might have a deep venous thrombosis this movement is contraindicated.

• Perform “Dynamic Extension
Release”, by slowly having the
person move from cervical
flexion to extension (with a
little side flexion away from
the treatment side), while
you stroke up and back down
the muscle.
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Cervical distraction
• Gentle distraction must
be emphasized. I use
no more that 1 to 2
pounds of pressure.
• Place one hand with
the radial carpal aspect
at C2-C3 area.
• The other hand gently
stabilizes the head.
• Move the person into
capital extension.
• Lean away with your body weight only for up to 30 seconds or less.

Cervical reeducation
• Restore joint play and
capsular flexibility by
grasping the neck and
gently
move
the
person into capital
flexion, then cervical
flexion, then capital
extension,
then
cervical
extension,
then finally lateral
flexion on both sides.
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Temporomandibular joint disorder
The function of mastication should be evaluated to rule out a possible
involvement in persons with neck pain or positive signs of forward head posture.

Masseter
Origin: Zygomatic bone.
Insertion: Mandible (ramus).
Primary function: Mastication (closure
of the jaw).

• Stroke this muscle from origin to insertion and reverse.
• If any adhesions are found, go against the grain and smooth out any
restrictions. In some instances, holding the restriction until it softens is
helpful.

37

Medial pterygoid
Origin: Sphenoid bone, palatine bone,
maxilla bone.
Insertion: Mandible (ramus and angle)
Primary function: Mastication (closure of
the jaw).

• Treatment of this muscle is performed by using your index finger to
compress the inside portion of the ramus of the mandible. The thumb is
placed on the outside aspect of the mandible for stabilization.
• Holding the restriction until it softens is helpful.
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Temporalis
Origin: Temporal bone.
Insertion: Mandible (tendon to coronoid
process).
Primary function: Mastication (closure of the
jaw).

• Using gentle finger tip pressure, working 1 1/2 to 2 inches above the ear to
treat this muscle.
• Holding any sensitive spots until it softens is helpful.
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Masseter (internal portion)
• Using exam gloves, place one
finger inside the mouth
(outside of the teeth).
• Place the other finger on the
outside portion of the
muscle.
• Pushing the fingers against
each other, stroke and
compress the inside portion
while also working the
outside portion.
• Holding any sensitive spots until it softens.
Temporalis tendon (internal portion)
• With inside finger directed towards the ear (outside of the teeth), have the
person move their jaw toward the side being treated. This will open up a
space for your finger to push closer to the ear.
• Gently push toward the ear and move back and forth.
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Jaw distraction (internal portion)
• Have the person open
their mouth.
• Place your thumbs on
the last bottom molars.
• Place
your
fingers
around the ramus of the
mandible.

• Have the person close their jaw as much as possible (without too much
pressure on your thumbs). Then have the person relax their jaw.
• In a gentle scooping motion, push your thumbs downwards while curling
your fingers upwards for ten seconds.
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Active isolated assisted-stretching
These movements will not only elongate tight muscles and ligaments that you
have just released, reeducate the injured tissue, but will also strengthen weaken
areas without activating the stretch reflex.

Cervical flexion
• Have the person sit up straight and hold back the shoulders.
• Instruct the person to tuck the chin as close to the neck as possible,
contract the anterior neck muscles and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the movement by
using the front hand to provide a gentle pushing effort.
• Rear hand to stabilize the shoulder.
• 10 repetitions.
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Cervical extension
• Have the person sit up straight and hold back the shoulders.
• Instruct the person to contract the posterior neck muscles by gently tilting
the head backward, and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the movement by
using the front hand to provide a gentle pulling effort at the forehead or
jaw.
• Rear hand to stabilize at the cervical-thoracic juncture.
• 10 repetitions.
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Cervical lateral flexion
• Have the person sit up straight and hold back the shoulders.
• Instruct the person to contract the muscles on the opposite side of those
being stretched.
• Have the person exhale and move head towards opposite shoulder.
• Therapist should stabilize the shoulder on the side being stretched to
prevent compensation.
• Give gentle assistance for 2 seconds at the end of movement.
• 10 repetitions. Repeat on the other side.
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Kinesiology tape treatment
I have found by using the addition of kinesiology tape after my treatments it has
accomplished 2 objectives.
1. Affects the sensory receptors to help the person to be aware of areas or
positions they might have forgotten about.
2. Aids in mechanical correction by utilizing the stretching qualities of the
tape with pulling where it is needed to stimulate a sensation which results
in the body’s adaptation to the stimulus.
Application essentials
• Clean the area with alcohol before application to remove any oil residue.
• For overused or tightened muscles, the tape is applied from insertion to
origin.
• For chronically weakened muscles or where increased contraction is
desired, the tape is applied from origin to insertion.

Scalenes (optional)
• Cut the tape in half
because of this small
area. Spilt the 2 halves to
make a “V”. Attach the 2
ends below the clavicle
with 25% stretch.
• Have the person rotate
their neck away from
you; apply the anchor
point with no tension on
the side of the neck.
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Pectoralis minor
• Cut the tape in half
because of this small
area. Spilt the 2 halves
to make a “V”. Attach
the 2 ends at the level
of the 3rd or 4th rib
with 25% stretch.
• Have the person
rotate their shoulder
away and down from
you; apply the anchor
point with no tension just below the clavicle.

Posterior neck
• Spilt the 2 halves to
make a “V”.
• Have the person flex
their head away from
you.
• Apply the anchor
point with no tension
just halfway at the
medial border of the
scapula.
• Attach the 2 ends
with 25% tension.
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Self treatment
Other than the treatment you have given, the person’s best chance of success
with their pain is realizing that the management of their neck is their
responsibility. Self treatment will be more effective in the long term management
of their pain than any other form of treatment.
Neck retraction
This movement reeducates muscle tissue and gives the person feedback when
their posture is correct.
• Have the person fully retract their head as far as possible.
• Then release the last 10% of this movement.
• A few repetitions a day, especially while sitting.

Retract

Relax
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