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TEMPOROMANDIBULAR JOINT DISORDERS: SOME CONSIDERATIONS
CONCERNING DIAGNOSTIC METHODS AND TREATMENTS
Temporomandibular joint disorders refer to a variety of problems affecting the joint, muscles and
other structures associated with the masticatory function. The different signs and symptoms
accompanying this disorder may include pain, difficulty in opening one’s mouth, chewing or
talking, and clicking or popping sounds when opening one’s mouth.
Many theories have been proposed to explain the etiology of these disorders, including
malocclusions, improper mandible-skull relationship, condylar malposition, teeth grinding and the
optimal physiologic mandibular rest position considering the neuromuscular approach. These
different schools of thought suggest the use of electronic devices or techniques for diagnostic
purposes, such as analysis of occlusion, electromyography, dynamic recording of mandibular
movements, sounds and vibrations produced by articulation, or the analysis of condylar
concentricity and condition.
Evidence-based scientific data from acceptable research studies have not been able to
show that these recording and analysis techniques are sensitive and specific enough to
differentiate between patients with temporomandibular joint disorders and those
without such disorders. These tools generate an excessive proportion of false positives
with respect to reference standards, as well as weak positive predictive values.
In other words, none of these methods improves the ability to accurately diagnose
temporomandibular joint disorders when compared with anamnesis, a complete clinical
examination including the palpation of muscles and joints, the auscultation of joints and the
measurement of mandibular movements with a millimeter ruler, and certain imaging techniques
for temporomandibular joints. These methods may also lead to mistaken diagnoses for patients
suffering from orofacial pain but with no temporomandibular problems.
The belief that any deviation from ideal occlusion, a well-centered condyle position or an optimal
neuromuscular mandibular position constitutes an etiological factor explaining temporomandibular
joint disorders that simply contributes to designing invasive and costly treatment plans that
appear plausible but have not been validated.
Since most of the temporomandibular joint disorders observed in clinics have no known etiology,
their treatment should be based on the biopsychosocial model and the use of reversible and
non-invasive therapies. Many reversible approaches have proven at least as effective in
relieving the symptoms of temporomandibular joint disorders as most invasive approaches. Longterm studies show, in fact, that many of these disorders simply and naturally improve with time,
and that this improvement cannot be attributed to any particular type of biomechanical
treatment.
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Lastly, in the absence of evidence-based scientific data, the use of diagnostic and treatment
methods for temporomandibular joint disorders that do not meet recognized standards for
reliability and validity raises some professional ethical issues. It is also important to consider the
cost/benefit ratio in choosing treatment.

References
1. Klasser, G. D., Okeson, J. P. The clinical usefulness of surface electromyography in the
diagnosis and treatment of temporomandibular disorders. J Am Dent Assoc 2006;
137 (6): 763-71.
2. Koh, H., Robinson, P. G. Occlusal adjustment for treating and preventing
temporomandibular joint disorders. Cochrane Database Syst Rev 2003; (1): CD003812.
3. American Association of Dental Research. Policy statement: temporomandibular disorders.
Alexandria, Va.; 2010. Available at:
www.aadronlinge.org/i4a/pages/index.cfm?pageid=3465 (consulted Sept. 13, 2010).
4. Greene, C. S, Laskin, D. M. Temporomandibular disorders: moving from dentally based to a
medically based model. J Dent Res 2000; 79 (10): 1736-9.
5. Scrivani, S. J., Keith, D. A., Kaban, L. B. Temporomandibular disorders. New Engl J Med
2008; 359: 2693-2705.
6. Gonzalez, Y. M., Greene, C. S., Mohl, N. D. Technological devices in the diagnosis of
temporomandibular disorders. Oral Maxillofac Surg Clin North Am 2008; 20 (2): 211-20.
7. Manfredini, D., Cocilovo, F., Favero, L., Ferronato, G., Tonello, S., Guarda-Nardini, L.
Surface electromyography of jaw muscles and kinesiographic recordings: diagnostic
accuracy for myofascial pain. J Oral Rehabil 2011; 38 (11): 791-9.
8. Al-Saleh, M. A., Armijo-Olivo, S., Flores-Mir, C., Thie, N. M. Electromyography in diagnosing
temporomandibular disorders. J Am Dent Assoc 2012; 143 (4): 351-62.
9. Goulet, J.-P., Palla, S. The path to diagnosis. In Orofacial Pain – From Basic Science to
Clinical Management. Sessle, B. J., Lavigne, G., Lund, J. P., Dubner, R. (Ed.). Quintessence
Publishing, Illinois. 2nd edition, 2008; 135-143.
10. Petrisor, B. A., Keating, J., Schemitsch, E. Grading the evidence: levels of evidence and
grades of recommendation. Injury 2006; 37 (4): 321-7.
11. Benedetti, F., Mayberg, H. S., Wager, T. D., Stohler, C. S ., Zubieta, J. K. Neurobiological
mechanisms of the placebo effect. J Neurosci 2005; 25 (45): 10390-402.
12. Suvinen, T. I., Reade, P. C., Kemppainen, P., Könönen, M., Dworkin, S. F. Review of
aetiological concepts of temporomandibular pain disorders: towards a biopsychosocial model
for integration of physical disorder factors with psychological and psychosocial illness impact
factors. Eur J Pain 2005; 9 (6): 613-33.
13. Stohler, C. S., Zarb, G. A. On the management of temporomandibular disorders: a plea for
a low-tech, high-prudence therapeutic approach. J Orofac Pain 1999; 13(4): 255-61.
14. List, T., Axelsson, S. Management of TMD: evidence from systematic reviews and metaanalyses. J Oral Rehabil 2010; 37 (6): 430-51.

!"

