
Anatomy of GIT 
1. Oral cavity & Salivary 

Glands.
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The oral cavity.
The teeth.
The Tongue.
The Palate.
Palatine Tonsils.
The salivary glands.



The Lips
• Are 2 fleshy folds surrounding the 

oral orifice, covered on the outside 
by skin & lined on the inside by 
mucous membrane. 

• The substance of the lips is made up 
by :

 The orbicularis oris muscle. 
 The labial blood vessels and nerves. 
 The muscles radiate from lips into the 

face 
 Connective tissue.
 Many small salivary glands. 





• The philtrum: shallow 
vertical groove in the 
midline on the outer 
surface of the upper lip.

• The Labial frenulae is a 
median folds of mucous 
membrane that connect 
the inner surface of the 
lips to the gums



The Mouth Cavity
The mouth cavity extends

from the lips to the 
pharynx. 

The mouth is divided into:
 The  vestibule.
 The mouth cavity proper.



Vestibule of the Mouth
• It is a slitlike space lies between the lips 

& the cheeks externally & the gums & 
the teeth internally. 

• It is limited above & below by the 
reflection of the mucous membrane 
from the lips to the gums.

• Its lateral wall is formed by the cheek, 
which is formed by the buccinator 
muscle & lined with mucous membrane

• The tone of the buccinator & the 
muscles of the lips keeps the walls of 
the vestibule in contact with one 
another. 





Mouth Proper
• The roof of the mouth is formed by the 

hard palate in front & the soft palate 
behind.

• The floor is formed by:
 The anterior 2/3 of the tongue. 
 The reflection of the mucous membrane 

from the sides of the tongue to the gum 
of the mandible.

• The frenulum of the tongue connects 
the undersurface of the tongue to the 
floor of the mouth in the midline . 

• The sublingual gland projects up into 
the mouth, producing a low fold of 
mucous membrane, the sublingual fold. 









Mucous Membrane of the Mouth
• In the vestibule
 The mucous membrane is tethered 

to the buccinator muscle by elastic 
fibers in the submucosa that 
prevent redundant folds of mucous 
membrane from being bitten 
between the teeth when the jaws 
are closed.

• The mucous membrane of the 
gingiva, or gum:

 Strongly attached to the alveolar 
periosteum.



Sensory Innervation of the Mouth

Roof: the greater palatine & nasopalatine nerves from 
maxillary division of  the trigeminal nerve.

 Floor: 
 Common sensation: the lingual nerve a branch of the 

mandibular division of the trigeminal nerve. 
 The taste fibers travel in the chorda tympani nerve, a 

branch of the facial nerve.
Cheek: The buccal nerve, a branch of the mandibular 

division of the trigeminal nerve.







Deciduous Teeth
• There are 20 deciduous teeth.
• In each jaw, we have:
 Four incisors
 Two canines. 
 Four molars.
• They begin to erupt about 6 

months after birth & have all 
erupted by the end of 2 years. 

• The teeth of the lower jaw usually 
appear before those of the upper 
jaw.



Permanent Teeth
• There are 32 permanent teeth.
• In each jaw, we have:
 Four incisors.
 Two canines.
 Four premolars.
 Six molars.
• They begin to erupt at 6 yrs of age. 
• The last tooth to erupt is the 3rd

molar, which may happen between 
the ages of 17 & 30. 

• The teeth of the lower jaw appear 
before those of the upper jaw.



The Tongue
• It is a mass of striated muscle covered

with mucous membrane. 
• The muscles attach the tongue to:
 Above: styloid process & soft palate
 Below: mandible & the hyoid bone.
• The median fibrous septum divide the 

tongue into right & left halves.
• The sulcus terminalis is  a V-shaped 

sulcus that divide the upper surface of 
the tongue into:

 The anterior 2/3, or oral part.
 The posterior 1/3, or pharyngeal part





• The apex of the sulcus 
projects backward & is 
marked by a small pit, the 
foramen cecum, which is an 
embryologic remnant that 
marks the site of the upper 
end of the thyroglossal duct.

The Tongue







• Three types of papillae 
are present on the 
upper surface of the 
anterior 2/3 thirds of 
the tongue: 

 The filiform papillae.
 The fungiform papillae.
 The vallate papillae.



• The mucous membrane covering the posterior 1/3 of 
the tongue is devoid of papillae but has an irregular 
surface, caused by the presence of underlying lymph 
nodules, the lingual tonsil.

• Papilla leads to increase the surface area which can 
house higher number of nerve endings that leads to 
increase in the tasting function of the taste buds.

• Papillae not mean taste bud, the papillae host taste 
buds.

The Tongue





• The ventral surface of the tongue is 
covered by mucus membrane, 
thin, smooth, transparent with no 
folding, & without keratinization.

• The frenulum of the tongue is a 
fold of mucous membrane that 
connects the undersurface of the 
tongue to the floor of the mouth in 
the midline.

• The deep lingual vein can be seen 
through the mucous membrane on 
the lateral side of the frenulum.

The Tongue





• Lateral to the lingual vein, the mucous 
membrane forms a fringed fold called the plica 
fimbriata.

The Tongue



• Clinical note: the deep 
lingual vein used for 
absorption of 
medications taken 
sublingually like: 
nitroglycerine 
vasodilator (for 
myocardial infarction, 
angina pectoris ) in less 
than 1 min.



Muscles of the Tongue
• The muscles of the tongue are : 

intrinsic & extrinsic.

Intrinsic muscles 
• Confined to the tongue & are not 

attached to bone. 
• Consist of longitudinal, transverse

& vertical fibers.
• Nerve supply: Hypoglossal nerve.
• Action: Alter the shape of tongue.



Extrinsic muscles of the tongue 
• The extrinsic muscles are 

attached to bones & to the soft 
palate. 

• They are:
 The genioglossus.
 The hyoglossus.
 The styloglossus.
 The palatoglossus.
• Nerve supply: Hypoglossal 

nerve. 
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Movements of the Tongue
• Protrusion: Genio-glossus muscles

on both sides acting together.
• Retraction: Stylo-glossus & hyo-

glossus muscles on both sides 
acting together.

• Depression: Hyo-glossus muscles 
on both sides acting together.

• Retraction & elevation of the 
posterior 1/3: Stylo-glossus & 
palato-glossus muscles on both 
sides acting together.

• Shape changes: Intrinsic muscles.









Genioglossus & Airway Patency
• Genioglossus is the largest muscle of tongue originates 

from “mental spine” going all the way to the tongue.
• It is under constant state of contraction (non-relaxed) to 

keep the tongue forward preventing it from collapsing 
backward (keeping it in its position), so if it is relaxed, the 
tongue will relapse backward closing the upper airways 
(oropharynx) leading to suffocation. 

• While hypercontraction of genioglossus muscle will 
protrude the tongue out of the mouth.

• Under general anesthesia we put plastic tube through 
the nose or the oral cavity (intubation) when applying 
general anesthesia, so there is no matter if the tongue 
relax after relaxation of genioglossus because the tube 
will keep the upper pathway patent.









Deviation of The Tongue
• The two genioglossus muscles, they 

are innervated by hypoglossal nerve.
• To check this nerve function we will 

ask the patient to protrude his tongue.
• Normally the right muscle will pull the 

tongue to the left side & the left one 
pulls it to the right side so the resultant 
position is in the middle.

• If his tongue is deviated to the left the 
left muscle is affected…

• General rule is: ( the tongue deviates 
to the damaged or paralyzed side 
resulted from nerve damage).







The Tongue
Arterial  Supply
• The lingual artery.
• The facial artery via the tonsillar branch.
• The ascending pharyngeal artery. 
 The veins drain into the internal jugular 

vein.
 Lymph Drainage
• Tip: Submental lymph nodes.
• Sides of anterior 2/3: Submandibular & 

deep cervical lymph nodes
• Posterior 1/3: Deep cervical lymph 

nodes



 Sensory Innervation
• Anterior 2/3:
 General sensation: Lingual 

nerve.
 Taste: Chorda tympani.
• Posterior 1/3: 
• Glossopharyngeal nerve for 

general sensation & taste.

The Tongue





Hypoglossal Nerve (CN XII)
• It is a motor nerve. 
• It emerges on the anterior surface of 

the medulla oblongata crosses the 
posterior cranial fossa.

• It leaves the skull through the 
hypoglossal canal. 

• It is joined by C1 fibers from the 
cervical plexus.

• The hypoglossal nerve thus 
innervates the muscles of the 
tongue (except the palatoglossus) & 
therefore controls the shape & 
movements of the tongue.



The Palate 
• It forms the roof of the mouth & the 

floor of the nasal cavity, divided into: 
 The hard palate (in front) formed by 

the palatine processes of the maxillae 
& the plates of the palatine bones. 

 The soft palate (behind) mobile fold 
attached to the posterior border of 
the hard palate. 

• Continuous at the sides with the 
lateral wall of the pharynx.

• Composed of mucous membrane, 
palatine aponeurosis, &muscles

 The uvula is a free a conical projection 
on the midline of the posterior border 
of the soft palate.









Muscles of the Soft Palate
• They are the tensor veli palatini, 

levator veli palatini, palatopharyngeus 
palatoglossus, & the musculus uvulae.

Palatine Aponeurosis
• Is a fibrous sheet attached to the 

posterior border of the hard palate.
• It is the expanded tendon of the tensor 

veli palatini muscle of both sides.
• Gives origin & insertion to palatine 

muscles.
• When the muscles of the two sides contract, the 

soft palate is tightened so that the soft palate may 
be moved upward or downward as a tense sheet.
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Movements of the Soft Palate
• The pharyngeal isthmus(channel between 

the nasal & oral parts of pharynx) is closed 
by raising the soft palate.

• The soft palate is raised by contraction of 
the levator veli palatini on each side.

• Simultaneously the upper fibers of the 
superior constrictor muscle contract & 
pull the posterior pharyngeal wall forward

• The palatopharyngeus muscles on both 
sides contract so the palatopharyngeal 
arches are pulled medially. 

 By this means the nasal part of the pharynx is closed off 
from the oral part as occurs during the production of 
explosive consonants in speech.



Nerve Supply of the Palate
• The greater & lesser palatine nerves 

from the maxillary division of the 
trigeminal nerve enter the palate 
through the greater &  lesser palatine 
foramina. 

• The nasopalatine nerve, a branch of 
the maxillary nerve, enters the front 
of the hard palate through the incisive 
foramen. 

• The glossopharyngeal nerve also 
supplies the soft palate.





Blood Supply of the Palate
• The greater palatine branch of the 

maxillary artery.
• The ascending palatine branch of 

the facial artery.
• The ascending pharyngeal artery.

Lymph Drainage of the Palate
• Deep Cervical Lymph Nodes.



Palatine Tonsils 
• The palatine tonsils are two masses 

of lymphoid tissue.
• Each located in the depression on 

the lateral wall of the oral part of 
the pharynx between the palato-
glossal & palato-pharyngeal 
arches. 

• Covered by mucous membrane.
• Its free medial surface projects 

into    the pharynx.
• The surface is pitted by numerous   

small openings that lead into the 
tonsillar crypts.







Palatine Tonsils 
• The tonsil is covered on its lateral 

surface by a fibrous capsule.
• The tonsil reaches its maximum size 

during early childhood, but after 
puberty it diminishes in size.

• It is supplied by the tonsillar branch 
of the facial artery. 

• The veins join the external palatine, 
the pharyngeal, or the facial veins.

• Lymphatic drainage to the upper 
deep cervical lymph nodes, just 
below and behind the angle of the 
mandible.



Waldeyer's Ring of Lymphoid Tissue

• The lymphoid tissue that 
surrounds the opening into the 
respiratory & digestive systems 
forms a ring. 

• The lateral part of the ring is 
formed by the palatine tonsils 
and tubal tonsils. 







Tonsils & Tonsillitis
• The palatine tonsils are a 

common site of infection, 
producing the characteristic sore 
throat & pyrexia. 

• Recurrent attacks of tonsillitis are 
best treated by tonsillectomy. 

• Quinsy: A peritonsillar abscess 
(quinsy) is caused by spread of 
infection from the palatine tonsil 
to the loose connective tissue 
outside the capsule.
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Salivary gland



Parotid Gland
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• It is the largest salivary gland. (but not
the most functional, 30% of saliva, 
Submandibular 60% & Sublingual 5% .

• It lies in a deep hollow:
 Below the external auditory meatus.
 Behind the ramus of the mandible.
 In front of the SCM muscle. 
• The facial nerve divides the gland into 

superficial & deep lobes.







Parasympathetic 
secretomotor supply to 
the gland arises from 
the glossopharyngeal 
nerve.
the nerves reach the 
gland via the tympanic 
branch, the lesser 
petrosal nerve, the otic
ganglion & the 
auriculotemporal
nerve.



 The parotid duct (Stenson's duct):
• 5cm long & has a thick wall.
• Emerges from the anterior border of 

the gland over the lateral surface of 
the masseter, about a fingerbreadth 
below the zygomatic arch.

• It then pierces the buccinator 
muscle to enter the vestibule of the 
mouth upon a small papilla opposite 
the upper 2nd molar tooth.

Parotid Gland





Parotid Gland
Parotid & Lesions of the Facial Nerve 

The gland consists essentially of 
superficial & deep parts & facial nerve 
lies in the interval between these parts. 

• A benign parotid neoplasm rarely, if ever, 
causes facial palsy. 

• A malignant tumor of the parotid is 
usually highly invasive & quickly involves 
nerve, causing unilateral facial paralysis.

Parotid Duct Injury
• May be damaged in injuries to the face 

or may be inadvertently cut during 
surgical operations on the face.



• The parotid gland may become acutely 
inflamed (Parotitis) as a result of:

 Retrograde bacterial infection from the 
mouth via the parotid duct. 

 Via the bloodstream, as in mumps. 
• In both cases, the gland is swollen & 

painful because the fascial capsule 
derived from the investing layer of deep 
cervical fascia is strong & limits the 
swelling of the gland.

• The pain with eating is due to swollen 
glenoid process, which extends medially 
behind the TM joint.

Parotid Gland Infections



Facial Nerve
• Emerges on the anterior 

surface of the hindbrain 
between the pons & the 
medulla oblongata. 

• Motor & sensory root
pass laterally in the 
posterior cranial fossa 
with the 
vestibulocochlear nerve 
& enter the internal 
acoustic meatus.



Facial Nerve

• the nerve then enters 
the facial canal that 
runs laterally through 
the inner ear. 

• On reaching the medial 
wall of the middle ear 
the nerve swells to form 
the sensory geniculate 
ganglion.





Facial Nerve

• Then leave the skull 
through the 
Stylomastoid foramen, 
passes forward through 
parotid gland to its 
distribution.



Important Branches of the Facial Nerve
• Five terminal branches to the muscles 

of facial expression; the temporal, the 
zygomatic, the buccal, the mandibular, 
& the cervical branches.

• Greater petrosal nerve. 
• Nerve to stapedius.
• Chorda tympani.
• Posterior auricular.
 The facial nerve thus controls facial 

expression, salivation, & lacrimation & 
is a pathway for taste sensation from 
the anterior part of the tongue & floor 
of the mouth & from the palate.







Submandibular Gland 
• Consists of a mixture of serous & mucous acini. 
• It lies beneath the lower border of the body of the 

mandible.
• Divided into superficial & deep parts by the mylohyoid 

muscle.
• The deep part lies beneath
the mucous membrane of the 
mouth on the side of the 
tongue. 





• Parasympathetic secretomotor nerve supply is from 
the facial nerve via the chorda tympani & the 
submandibular ganglion.

• The submandibular duct (Wharton's Duct) (5cm 
long)

• Emerges from the anterior end of the gland & runs 
forward on hypoglosus between lingual & 
hypoglossal nerve beneath the mucous membrane 
of the mouth. 

• It opens at the side of the frenulum of the tongue.

Submandibular Gland 







Submandibular Salivary Gland 
calculus Formation (Sialolith)

• The submandibular salivary gland is a 
common site of calculus formation. 

• This condition is rare in the other 
salivary glands. 

• The presence of a tense swelling below 
the body of the mandible, which is 
greatest before or during a meal & is 
reduced in size or absent between 
meals, is diagnostic of the condition. 

• Examination of the floor of the mouth 
will reveal absence of ejection of saliva 
from the orifice of the duct of the 
affected gland.



• Frequently, the stone can be 
palpated in the duct, which lies 
below the mucous membrane of the 
floor of the mouth.

• The submandibular lymph nodes are 
commonly enlarged as a result of a 
pathologic condition of the scalp, 
face, maxillary sinus, mouth cavity & 
acute infection of the teeth.  

• Enlargement of these nodes should 
not be confused with pathologic 
swelling of the submandibular 
salivary gland.

Submandibular Salivary Gland 
calculus Formation (Sialolith)





Sublingual Gland
• It lies beneath the mucous membrane 

of the floor of the mouth, close to the 
frenulum of the tongue . 

• The sublingual ducts (8-20 in number) 
called ducts of Rivinus, 3-4 of these 
ducts unite to form large one called 
duct of Bartholien.

• The ducts open into the mouth on the 
summit of the sublingual fold.

• Blockage of one of these ducts may 
cause of cysts under the tongue.

• Parasympathetic secretomotor nerve 
supply is from facial nerve via chorda 
tympani & submandibular ganglion



Anatomy of GIT 
2. Mandible & Muscles Mastication
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The Mandible 
• The largest & strongest bone of the 

face, articulates with the skull at the 
temporomandibular joint (TMJ).

• Consists of a horseshoe-shaped body 
& a pair of rami. 

• The body meets the ramus at the 
angle of the mandible.

 Symphysis menti: is a faint ridge, on 
the external surface of the body in the 
midline.

 The mental foramen: located below 
2nd premolar tooth, it transmits the 
terminal branches of inferior alveolar 
nerve & vessels.



The Mandible 
 The mental spines:
• located on the medial surface of 

the body of the mandible & give 
origin to: 

 The genioglossus muscles (above)
 The geniohyoid muscles (below). 
 The mylohyoid line 
• An oblique ridge that runs 

backward & laterally from the 
area of mental spines to an area 
below & behind 3rd molar tooth.





The Mandible 
 The submandibular fossa: lies below 

the posterior part of the mylohyoid 
line, for the superficial part of 
submandibular salivary gland.

 The sublingual fossa: lies above the 
anterior part of the mylohyoid line,
for the sublingual salivary gland.

 The alveolar part: the upper border 
of the body of the mandible, in the 
adult it contains 16 sockets for the 
roots of the teeth.

 The base: is the lower border of the 
body of the mandible.



The Mandible 
 The digastric fossa
• Small, roughened depression on the 

base, on either side of symphysis 
menti, for attachment of anterior 
bellies of digastric muscles.

• The ramus of the mandible has: 
 Coronoid process (anterior).
 Condyloid process (head)(posterior).
Mandibular notch: which separates 

the 2 process.
 The neck (short neck) below the 

condyloid process, or head.





The Mandible 
On the lateral surface of the ramus 

are markings for the attachment of 
the masseter muscle.

Mandibular foramen: on the medial 
surface of the ramus for inferior 
alveolar nerve & vessels.

 The lingula: bony projection in front 
of mandibular foramen ,for 
attachment of the 
sphenomandibular ligament. 

 The coronoid process: receives on 
its medial surface the attachment of 
the temporalis muscle.





• The mandibular foramen leads 
into the mandibular canal, 
which opens on the lateral 
surface of body of the mandible 
at the mental foramen. 

• The incisive canal is a 
continuation forward of the 
mandibular canal beyond the 
mental foramen & below the 
incisor teeth.

The Mandible 



Temporomandibular Joint
Articulation occurs between:
 Above: the articular tubercle & the 

anterior portion of the mandibular 
fossa of the temporal bone. 

 Below: the head of the mandible. 
(condyloid process).

 Type of Joint
• The TMJ is a synovial joint.
• The articular surfaces are covered 

with fibrocartilage.
• The articular disc divides the joint 

into upper & lower cavities.



A capsule surrounds the joint 
& is attached:

 Above to the articular tubercle 
& the margins of the 
mandibular fossa.

 Below to the neck of the 
mandible.

Nerve supply from 
auriculotemporal & masseteric 
branches of the mandibular 
nerve.

Temporomandibular Joint
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Ligaments of TMJ
 Lateral temporomandibular 

Strengthens the lateral aspect of 
the capsule.

• Its fibers run downward & 
backward from the tubercle on 
the root of the zygoma to the 
lateral surface of the neck of the 
mandible. 

• It limits the movement of the 
mandible in a posterior direction 
& thus protects the external 
auditory meatus.

ligament 



Ligaments of TMJ
 Sphenomandibular ligament 
• lies on the medial side of the joint
• It is a thin band, attached above 

to the spine of the sphenoid bone 
& below to the lingula. 

• It represents the remains of the 1st

pharyngeal arch in this region.
 Stylomandibular ligament 
• lies behind & medial to the joint.
• It is merely a band of thickened 

deep cervical fascia that extends 
from the apex of the styloid 
process to the angle of mandible.



Articular Disc
• Is an oval fibrocartilage plate attached 

circumferentially to the capsule, divides 
the joint into upper & lower cavities.

• It is attached in front to the tendon of 
the lateral pterygoid muscle & by 
fibrous bands to the head of mandible.

• These bands ensure that the disc 
moves forward & backward with the 
head of the mandible during 
protraction & retraction.

• The upper surface of the disc is concavoconvex to fit the 
shape of the articular tubercle & the mandibular fossa, 
the lower surface is concave to fit the head of  mandible.





Important Relations of TM Joint
Anteriorly: 
• The mandibular notch & the 

masseteric nerve & artery.
Posteriorly: 
• The tympanic plate of external 

auditory meatus & the glenoid 
process of the parotid gland.

 Laterally: 
• The parotid gland, fascia & skin.
Medially: 
• The maxillary artery & vein & 

the auriculotemporal nerve.









Muscles of mastication
General rules:
• They are 4 major muscles: masseter, temporalis, medial 

pterygoid & lateral pterygoid.
• Origin: from the temporal& infratemporal fossa.
• Insertion: all are inserted in the ramus of the mandible.
• Nerve supply: all are supplied by the mandibular nerve.
• Action: 
 All of them elevate the mandible except the Lateral 

pterygoid which lowers the mandible.
 All of them protrude the mandible except the Temporalis 

which retracts the mandible.
 The Pterygoid muscles move the mandible from side to 

side (chewing).







Movements
• Possible movements of the 

mandible: 
 Depressed
 Elevated.
 Protruded.
 Retracted.
 Rotation (as in chewing).
• In the position of rest, the teeth 

of the upper & lower jaws are 
slightly apart. 

• On closure of the jaws, the teeth 
come into contact.



Depression of the Mandible
• As the mouth is opened, the head of 

mandible rotates on the undersurface 
of the articular disc around a 
horizontal axis. 

• To prevent the angle of the jaw 
impinging on the parotid gland & 
sternomastoid muscle, the mandible is 
pulled forward by the contraction of 
lateral pterygoid muscle.

• Depression of the mandible is brought 
about by contraction of the digastrics, 
the geniohyoids & the mylohyoids; the 
lateral pterygoids play an important 
role by pulling the mandible forward.









Elevation of the Mandible
• The movements in depression of the 

mandible are reversed. 
• First, the head of the mandible & the 

disc move backward, then the head 
rotates on lower surface of the disc.

• Elevation of the mandible is brought 
about by contraction of temporalis, the 
masseter, & the medial pterygoids. 

• The head of the mandible is pulled 
backward by the posterior fibers of the 
temporalis. 

• The articular disc is pulled backward by 
the fibroelastic tissue, which tethers the 
disc to the temporal bone posteriorly.



Protrusion & retraction of the Mandible
• The articular disc is pulled forward 

onto the anterior tubercle, carrying the 
head of the mandible with it. 

• All movement thus takes place in the 
upper cavity of the joint. 

• In protrusion, the lower teeth are 
drawn forward over the upper teeth, by 
contraction of the lateral pterygoid 
muscles of both sides, assisted by both 
medial pterygoids.

• In retraction, the articular disc & the 
head of the mandible are pulled 
backward into the mandibular fossa by 
contraction of the posterior fibers of 
the temporalis.



Lateral Chewing Movements
• These are accomplished by 

alternately protruding & 
retracting the mandible on 
each side. 

• For this to take place, a certain 
amount of rotation occurs & 
the muscles responsible on 
both sides work alternately & 
not in unison.



Clinical Significance of the TMJ
• The TM joint lies immediately in front of the external 

auditory meatus. 
• The great strength of the lateral temporomandibular 

ligament prevents the head of the mandible from 
passing backward & fracturing the tympanic plate when 
a severe blow falls on the chin.

• The articular disc of the TMJ may become partially 
detached from the capsule & this results in its 
movement becoming noisy & producing an audible click 
during movements at the joint.



Dislocation of the TMJ
• Occurs when the mandible is depressed.
• In this movement, the head of the 

mandible & the articular disc both move 
forward until they reach the summit of 
the articular tubercle.

• In this position, the joint is unstable & a 
minor blow on the chin or a sudden 
contraction of the lateral pterygoid 
muscles, may be sufficient to pull the 
disc forward beyond the summit. 

• In bilateral cases the mouth is fixed in an 
open position & both heads of mandible 
lie in front of articular tubercles.



Dislocation of the TM Joint
• Reduction of the dislocation is 

easily achieved by pressing the 
gloved thumbs downward on 
the lower molar teeth & 
pushing the jaw backward. 

• The downward pressure 
overcomes the tension of the 
temporalis & masseter muscles.

• The backward pressure 
overcomes the spasm of the 
lateral pterygoid muscles.


