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Background & Etiology 

• TMD affects approximately 10-15% of the population, but only 5% seek
treatment.

• Incidence peaks from ages 20-40 years old, 2:1 female to male ratio.

• Studies have shown a positive association with depression, anxiety, and
smoking

• Major financial burden due to loss of work

• Most common causes of TMD are myofascial pain syndrome, disk
derangement disorders, osteoarthritis, and autoimmune conditions.

• Etiology is multifactorial: biologic, environmental, social, emotional,
cognitive components.

• Many other conditions associated with TMD including fibromyalgia,
autoimmune disorders, sleep apnea, and psychiatric illness.

Table 1: Conditions resembling symptoms associated with TMD 

(Gauer & Semidey, 2015) 



Diagnosis 

• Diagnosis based on detailed history and physical examination.

• The most common S/S found in patients experiencing TMD were facial pain
(96%), ear discomfort (82%), headache (79%), and jaw discomfort or
dysfunction (75%).

• Other symptoms include: dizziness, or pain in the neck, eye, arm, or back.

• Chronic TMD = defined as pain lasting over 3 months.

• Joint noises (i.e. clicking, popping, grating, crepitus) may occur in TMD but
also occur in 50% of asymptomatic patients

• Physical exam findings that support TMD include: abnormal mandibular
movement, decreased range of motion, tenderness of masticatory
muscles, pain with dynamic loading, signs of bruxism, and neck or
shoulder muscle tenderness.

• Positive CN examination findings should not be attributed to a diagnosis of
TMD.

How do you assess clicking, crepitus, or locking? 

• Single click during mouth opening may be associated with anterior disk
displacement

• Second click during closure results in the disk being recaptured:
anterior disk displacement with reduction

• If patient cannot open fully, the disk is blocking the translational path of
the condyle: closed lock

• Crepitus = articular surface disruption which is likely attributable to
osteoarthritis.

• Tenderness to palpation of muscles of masseter, temporalis, and
surrounding neck muscles may distinguish between myalgia, myofascial
trigger points, or referred pain syndrome.

• Mandible deviation upon opening indicative of anterior articular disk
displacement on the same side.

Imaging 

• Plain radiography i.e. Panoramic can reveal acute fractures, dislocations,
or severe degenerative disease

• CT allows for closer view of subtle bony morphology

• MRI = optimal modality of imaging TMJ. 78-95% correlation between
imaging findings and joint morphology in symptomatic patients.

o Typically reserved for patients who have persisting symptoms
despite conservative therapy efforts

• Ultrasound is a non-invasive, low-cost, aid to diagnose internal derangement
of TMJ when MRI is not available.



Management 

Table 2: Management of TMD 

(Gauer & Semidey, 2015) 



Treatment 

• 5-10% of patients require treatment for TMD; 40% of cases resolve spontaneously.

• Study estimates of the effectiveness of conservative therapy is 50-90%.

• Surgical interventions are normally reserved for patients whose symptoms
did not respond to conservative therapies.

Treatment Description 

Nonpharmacologic
al Management 

1. Patient Education

- Jaw rest, soft diet, warm compress, passive
stretching exercises.

- TMJ immobilization has shown to be ineffective
2. Physical therapy (PT)

- Goal to improve range of motion, muscle
strength, coordination, and relaxation.

- Specialized PT i.e. ultrasound, electrotherapy has
lack of evidence to support their use.

3. Acupuncture

- Used to treat myofascial pain. 2 systemmatic
reviews concluded that it is a reasonable adjunct to
provide short- term analgesia for patients with
painful TMD

4. Biofeedback

- Cognitive behaviour therapy and biofeedback
therapy are supported for the short and long-
term management of TMD.

- Examples include: stress modification, sleep
hygiene, elimination of parafunctional habits,
and avoiding
excessive md movements.

Pharmacologic
al therapy 

See Table 3 for details 

Occlusal splints 
and adjustments 

- Thought to alleviate forces placed on TMJ, articular
disk and dentition.

- May benefit patients with bruxism or clenching

- Questionnable support of occlusal devices relieving
TMD symptoms.

- Occlusal adjustments have no benefit in the
management of TMD.

Referral - Referral to a TMJ specialist is recommended if patient
has a a history of trauma, has suffered a fracture to
the TMJ complex, or pain with an unidentifiable
source lasting more than 3-6 months.

- Surgery i.e. arthocentesis, arthoscropy, discectomy,
condylotomy, reserved for correction of anatomic or
articular abnormalities



Table 3: Pharmacological agents used in treatment of TMD 

(Gauer & Semidey, 2015) 

- Surgical treatments have shown to alleviate TMD
symptoms and increasing joint mobility.

- Referral to a dentist indicated for patients who have
poor oral hygiene, caries, wear, which may be
contributing to TMD symptoms.



Take Home Message 

• TMD is a multifactorial condition that has various etiologies. Along with
a detailed history and physical examination, multiple diagnostic imaging
modalities to help diagnose TMD.

• Initial treatment should include conservative, reversible, and evidence-based
modalities. Invasive therapies should be initiated only after noninvasive
options have been exercised

• Cochrane review of NSAIDs, benzodiazepines, anti-convulsants, and muscle
relaxants concluded that there was insufficient evident to support or refute
the effectiveness of any drug for the treatment of TMD. Only naproxen,
gabapentin, and diazepam had evidence to support a reduction of pain
associated with TMD.

• There are many treatments indicated for TMD; however, there is not
one that is uniformly superior for the treatment of pain and oral
dysfunction.

• Quality of life can be affected by TMD. Referrals to specialists are necessary
when cases fail to respond to conservative measures.
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