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Upper Crossed Syndrome
Janda

• Upper crossed syndrome (UCS) is characterized by facilitation
of the upper trapezius, levator scapulae, sternocleidomastoid,
and pectoralis muscles, as well as inhibition of the deep cervical
flexors, lower trapezius, and serratus anterior

• This imbalance creates joint dysfunction, particularly at the
atlanto-occipital joint, C4-C5 segment, cervicothoracic joint,
gleno-humeral joint, and T4-T5 segment



• Janda noted that these changes in muscular tone create a muscle imbalance, which leads to 
movement dysfunction

• Muscles prone to tightness generally have a “lowered irritability threshold” and are readily 
activated with any movement, thus creating abnormal movement patterns

• These imbalances and movement dysfunctions may have direct effect on joint surfaces, thus 
potentially leading to joint degeneration





Deep Neck Flexors



Suboccipitals
Rectus Capitis Posterior Major: Spinous process of  C2 to the occipital bone.
Rectus Capitis Posterior Minor: Middle of  the posterior arch of  the C1 to the occiput.
Obliquus Capitis Superior: Transverse process of  C1 to the occiput.
Obliquus Capitis Inferior: Spine of  the C2 to the transverse process of  C1.



Trapezius
The trapezius muscle is mainly postural but is also used for active movements such as side bending and turning the head, 
elevating and depressing the shoulders, and internally rotating the arm. The trapezius elevates, depresses, and retracts the 
scapula. The descending muscle fibers of  the trapezius muscle internally rotate the arms. The transverse muscle fibers retract 
the scapulae, and the ascending muscle fibers medially rotate the scapulae.



Levator Scapulae



Pectoralis Minor



Rhomboids



Clinical Presentation

• Forward head posture
• Increased cervical lordosis and thoracic kyphosis 
• Elevated/lowered and protracted shoulders
• Rotation or abduction and winging of  the scapulae
• Very tight adjacent neck, shoulder girdle, and rib 

musculature
• Cervicogenic headaches
• +/- numbness & tingling into the upper extremity
• Difficulty looking over the shoulder or looking upward



Red Flags
Non-mechanical history

• Malignancy (breast cancer)
• Osteoporosis
• Rib or compression fracture (female, over 70yo, trauma, use of  corticosteroids, low 

BMI, sedentary)
• Spondylodiscitis ( inflammation of  disc/vertebrae due to infection)
• Pulmonary embolism



Differential Diagnosis
Thoracic Outlet Syndrome

• Compression of  the neurovascular structures (Brachial Plexus 
C5-T1, Subclavian artery and vein) as they exit through the 
thoracic outlet (cervicothoracobrachial region)

• The thoracic outlet is marked by the anterior scalene muscle 
anteriorly, the middle scalene posteriorly, and the first rib 
inferiorly

• Ulnar distribution pattern of  pain
• Pain: sharp, burning, aching
• Discoloration of  hands
• Arm swelling



Assessment

• Undress cervico-thoracic area, assess from front, side and back
• Observe posture from top of  the head to the midback (FHP, scoliosis, hyper-kyphosis, Dowager’s 

hump, Scheuermann’s kyphosis)
• Observe muscle tightness, wasting, spasm, bony landmarks
• Cervical assessment (active and passive, overpressure, quadrant) 
• CTJ
• Thoracic assessment
• Shoulder ROM and scapular position and movement
• Cervical rib (extra rib, can cause Thoracic Outlet Syndrome)



Thoracic Assessment

• Active physiological movements: f, e, sf, r +/- repetition and overpressure
• PPVIMs: can be used as treatment
• PAIVMs +/- repetitions and sustained holds

• CPA spinous process
• UPA facets, UPA costotransverse joint
• UAP costosternal joint ((sternum to cartilage, cartilage to rib)



Palpation

Palpation:
• Spinous process
• Facet
• Costo-transverse joints
• Sterno-costal joints



Muscle Testing

DNF
• Anterior Neck Flexor Endurance 45s (head lift), look at the chin
• Biofeedback Unit

Thoracic Extensors
• Chest Raise (prone chest lift) 

Paraspinals
• Inferior traps, mid traps, rhomboid

External Rotators



Management



Management

• Education regarding condition and management.
• Manual Therapy:

• Soft tissue mobilization/massage/DN/TP release to loosen and release tight musculature
• Mobilizations/manipulations to improve stiff  spinal or rib segments

• Postural re-education where specific cueing is given to make sure proper alignment 
in the spine, shoulder girdle, and head are taught, explain tissue creep to patient

• Stretching/flexibility exercises to the chest, neck, and back
• Supportive or corrective therapeutic taping



Workshop 1 (15min)
Thoracic Assessment

• Active physiological movements: f, e, sf, r +/- repetition and overpressure
• PPVIMs: can be used as treatment
• PAIVMs +/- repetitions and sustained holds

• CPA spinous process
• UPA facets, UPA costotransverse joint
• UAP costosternal joint (sternum to cartilage, cartilage to rib)



Case Study

• 69 y.o. female, Uni lecturer

• In July 2018 came to us with right arm and neck pain 
for a week, she reported that has been working on her 
laptop at the kitchen table for the past month

• In May 2019 had an exacerbation of  neck pain since 
long meeting and increased periods of  sitting at desk 
for work, she reported neck tightness and associated 
headaches



Case Study

On assessment she presents FHP, kyphotic, TOP UT, LS, Cervical ROM 50% rotation,50% SF,  
limited lower cervical extension, stiff  CTJ during Cervical extension and rotation. Thoracic 
extension is minimal, and rotation is limited R>L. Increased tone on SCM L>R and Cervical 
extensors appear tight and short. Weak DNF during supine head lift.
Initial treatment involved:

• STR UT, LS, Suboccipitals
• Cervical, Thoracic and CTJ PA mobs
• Supine Cervical traction
• HEP: foam roller extension and book openers
• Advice heat and NSAIDs



Case Study

• June 2020 came back from US with terrible neck pain and headaches. Waking up in the 
morning with stiffness and pain that tends to get better with time and movement. Saw GP 
who prescribed Valium to help settle muscular tension.  

• Treatment similar as before including education regarding postural overload, and DNF 
activation in supine. Further advice regarding postural awareness, breaks at work.

• July 2020: further improvement, headaches have subsided, compliant with exercises, now 
local SCM tightness. Progressing DNF endurance work.



Clinical Reasoning
Psychosocial impairments, attitudes and beliefs

Physical impairments
Functional limitations
Contributing factors

What are your short term goals with this patient? 
What are your long term goals with this patient?

What techniques will you use to achieve these goals?
What outcome measures will you use to measure the long term treatment effect?



Reading Resources

• Medbridge Online Course Evidence-Based Examination of  the Thoracic Spine. Chapter 5. Motion Testing—Lecture and 
Demonstration.

• Medbridge Online Course Evidence-Based Examination of  the Thoracic Spine. Chapter 6. Palpation and Muscle Testing 
and Performance—Lecture and Demonstration

• Paine, R. M., & Voight, M. (1993). The Role of  the Scapula. Journal of  Orthopaedic & Sports Physical Therapy, 18(1), 
386-391. doi:10.2519/jospt.1993.18.1.386


