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The Framework Orthopedic System is a series of dental orthotics, orthopedic, and orthodontic appliances that are used in a sequential order to correct 524.1, an anomalous relationship of the mandible to the cranial base. 524.1 is the International Classification of Disease code for the cra​niomandibular musculoskeletal dysfunction that neuromuscular dentists treat.

Framework is a teaching group of dentists who along with physicians, physical therapists, chiropractors and dental auxiliary, train health care practitioners, mainly dentists, to comprehensively diagnose and treat cra​niomandibular pain and dysfunction patients. Framework evolved in 1983, from the Atlanta Craniomandibular Society, a study club of 12 den​tists. The Atlanta Craniomandibular Society was founded in 1979 and based its philosophy around neuromuscular concepts, functional orthope​dics, and craniovertebral mechanics. The founder, Dr. Justin Jones, was a contemporary of Dr. Bernard Jankelson. Dr. Jones was the primary men​tor in the early years of the ACS.

Temporomandibular Joint Framework Philosophy

The temporomandibular joint (TMJ) Framework Philosophy was de​veloped over a period of 5 years. It includes (I) three‑dimensional diagno​sis; (II) orthopedic and neuromuscular balance; (III) myofascial release, and (IV) elimination of perpetuating factors. In order to gain a thorough understanding of the Framework Orthopedic System and its use, it is important to examine each point of this basic patient care philosophy. Three‑dimensional diagnosis means the dynamic evaluation of the anteroposterior, lateral and vertical positions of the mandible relative to the cranium. Torque, a spacial rotation of the mandible, is a critical pathogenic finding that must be diagnosed and eliminated prior to stabilization therapy. To accurately access the torque generated by the opening and closing musculature that must accommodate to the existing habitual occlusion, study models must be mounted in centric occlusion and then in the myocentric position. All diagnosis in neuromuscular dentistry begins with the identification of this physiologic, neuromuscular rest position. It is the measured difference in the three distinct dimensions between rest and CO that is to be interpreted. Three‑dimensional diagnosis may be obtained by various methods, including TENS, jaw tracking, electromyography (EMG), and parasagittal tomography.

Orthopedic and neuromuscular balance is the goal of stage one pain and dysfunction treatment. It is achieved by TENS relaxation of muscle, by EMG balancing of the occlusal orthotic, by placing the condyles within their physiologic adaptive range (P.A.R.) [1], and by capturing the TMJ discs whenever possible.

Myofascial release is eliminating abnormal neurological input from muscles, ligaments and fascia so that the posture of the body can return to normal. This is an essential element to address in craniomandibular‑cervical therapy. Vapocoolant spray and stretch and injection of myofascial trigger points should be considered in every neuromuscular case. Additional physical therapeutic measures may be required.

Finally, the last point of the Framework Philosophy is the elimination of perpetuating factors. Travell and Simons [2] point out six factors as perpetuating factors in myofascial disease: mechanical stresses, metabolic and endocrine imbalances, chronic infection, nutritional inadequacies and psychological factors.

Jones Treatment MESAS

As an aid for understanding how to achieve part two of the Framework Philosophy, Dr. Justin Jones developed the Jones Treatment MESAS [3]. They are a hierarchy of conceptual procedures that should be performed in sequence to adequately treat the craniomandibular‑cervical patient. First, one must decompress and mobilize the temporomandibular joints. The mandible should be freed and allowed to go to its neutral position without interference from the teeth. Next, the mandible is aligned properly to the cranium at the same time that the upper jaw is aligned and shaped to its ideal arch form. Third in the Jones Treatment MESAS is to balance and stabilize the mandible. This procedure completes the orthopedic and neu​romuscular work to successfully reposition the lower jaw. 524.1 is thereby corrected.

Framework Orthopedic System

The Framework Orthopedic System is a practical way to achieve pre​dictable results. It consists of five parts: (1) the pain release splint [4] or PRS; (2) the maxillary 2 X 4; (3) the 3‑way sagittal; (4) the neuromuscular orthotic, and (5) the fixed verticalizer appliances.

The pain release splint (fig. 1) is generally the first orthotic placed for decompression and mobilization. Its primary indication is pain. This orthotic fits over the lower teeth, is made of soft vinyl Bioplast material, is differentially balanced left to right at the first molar region using the pivot concept. It is quick and inexpensive to fabricate. This technique is extremely beneficial because it allows the head posture to upright and other myofascial components to normalize prior to looking‑in the mandi​ble with a hard splint.

The maxillary 2 X 4 orthodontic bracketing (fig. 1) is used to alter incisal relationships that interfere with normal jaw function. Anterior mis​guidance from flared or retruded incisors can be eliminated. The 2 X 4 features a combination of fixed orthodontic bands or brackets plus a con​trolling arch wire to achieve the various movements: align, level, rotate, anchor, stabilize, uncrowd, retract, flare, torque, intrude or extrude.

The maxillary 3‑way sagittal appliance (fig. 1) is used as an orthotic and as an orthodontic appliance, it is primarily used to expand and shape the narrow upper arch. Also, the anterior dental segment is often moved labially with this orthotic to allow the mandible to autorotate forward. This unlocking of the trapped mandible is especially important in class II division II cases, posterior condylar displacement cases, and class I crowded cases. The occlusal pads, three screws, and clasps allow this appliance to perform a multitude of functions at one time. It saves the patient and the dentist much treatment time.

The next part of the Framework Orthopedic System is the workhorse mandibular neuromuscular orthotic or the modified Jankelson splint. Prescribe this hard acrylic appliance to be worn 24 hours a day including during eating. It is made from the neuromuscular bite registration at 1.5 mm vertical above the neuromuscular rest position. That means the freeway space built into the orthotic is the ideal 1.5 mm. Eliminate all buccal occlusal contacts and maintain bilaterally balanced dominant molar support. Anterior interfer​ences to the neuromuscular trajectory are the most common and are important to eliminate. Obtain free entry into a stable occlusion. Proper anterior and lateral guidance is preferred.
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Fig. 1. Four components of the Framework Orthopedic System (left to right), pain release splint, 3‑way sagittal, maxillary 2 X 4, mandibular neuromuscular orthotic.

.

Indications for the Modified Jankelson appliance are a stabilized cervical component; pain 90 % reduced by the PRS, a need for orthotic wear 24 hours per day to eat, in treating capturable, internally deranged TMJ, and as a 6 to 12‑month test prior to stage two reconstruction or orthodontics.

The last appliance in this series is the Framework Fixed Verticalizer. It is a bonded acrylic, stabilizing appliance that is used in conjunction with fixed orthodontics to close the vertical discrepancy between centric occlu​sion and the corrected mandibular position.

Two types of verticalizer techniques are useful, the tripod with one anterior and two posterior pads and the right‑left occlusal pads technique. Each exactly maintains the ideal mandibular position as the teeth are moved into place with elastics and arch wires. The acrylic occlusal stops are reduced over a period of time as solid interdigitation with the opposing dentition is obtained. These cases are treated conventionally once all of the acrylic is removed and the correct vertical has been obtained.

These five appliances are individual elements of the Framework Orthopedic System. Not all elements are needed in every case. Other techniques or appliances are necessary when conditions dictate. Crown and bridge or prosthetic reconstruction may be the treatment of choice in many instances. These are the percentages of patients in this author's practice who have certain stabilization procedures performed to complete their treatment. Most patients have more than one type of stabilization procedure as a rule. Orthodontics (55%) is the most necessary stabilization method. Occlusal reconstruction is the next most common procedure (35%). Coronoplasty alone is not as commonly done but is nearly always a part of all other procedures. TMJ surgery has been necessary in only 4 patients in 10 years. Even then, they were followed closely postoperatively and have gone through the Framework Orthopedic System to achieve a stable, successful, post surgical result.

Weaning craniomandibular‑cervical pain and dysfunction patients off of their occlusal orthotics and returning their mandible to their original habitual positions may lead to treatment failures. Consideration should be given to the original etiology and to current perpetuating factors still present in these types of cases prior to proceeding into stage two stabilization. The original diagnosis of Anomaly: Jaw to Cranium, 524. 1, must be clinically reevaluated, reconfirmed with objective documentation, and addressed at this point in therapy. The Framework Orthopedic System is a clinical technique to accomplish the desired pain and dysfunction reduction and the stabilization of the maxillomandibular relationship.
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