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ABSTRACT 
Temporomandibular disorder (TMD) is the common term used to describe a range of disorder affecting the tempo-
romandibular joint (TMJ). Facial pain is a common symptom that patients present to their dentist, and TMDs re-
present a significant proportion of the non-dental causes of this pain. These disorders can have a profound effect on 
a patient’s quality of life. The management goals for the prosthodontist are patient comfortable, occlusal stability 
and the complex restoration of the teeth. 
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INTRODUCTION 

Temporomandibular disorder (TMD) is a ge-
neral term used to explain various disorders that 
affect the temporomandibular joint (TMJ). Facial 
pain is the most common symptom that often oc-
curs in patients when patients come to the clinic, 
and pain in TMJ disorders is caused by non-den-
tal. This disorder can have a considerable effect 
on the quality of life of patients.1 

Patients who have TMD can present with a 
range of different symptoms; these include diffuse 
pain–typically intermittent in nature and often re-
ported in several areas of the head and neck; ten-
derness or pain in muscles of mastication; limited 
mouth opening and locking of the jaw; painful of 
teeth (wear facets may be noted on tooth surfa-
ces); and clicking or crepitus sounds when TMJ is 
in function.1 

Therapeutic approaches to the TMJ disorders 
must be directed to reduce the main signs and 
symptoms of the condition. In the majority, patients 
who have disorders in the TMJ must be encoura-
ged to be able to carry out early self-management 
that can help control symptoms and limit function-

al disorders. However, pain is the main cause of 
this pathological state, and this is the main reason 
patients seek medical treatment.1,2 

Conservative treatments for TMD include me-

dication, physiotherapy, occlusal splints, self-ma-

nagement strategies, and interventions based on 
cognitive behavioral approach. At present, a con-
servative treatment approach prevails over surge-

ry, given it is less aggressive and usually result in 
satisfactory clinical outcomes in the mild-moderate 
TMD. In fact, the evidence for the greatest effect-
iveness of surgical versus conservative interven-
tion to reduce short-term pain in arthrogenic TMD 

is controversial and inconclusive.2 
Treatment of TMD begins with anamnesis and 

a thorough examination. Signs and symptoms in 
TMD can generally be directly identified; however, 
it is important to pay attention to other diagnoses 
that can resemble or occur simultaneously. There 
are certain signs & symptoms that are categori-
zed into "red flag".3 

Certain signs and symptoms that are catego-
rized into "red flag" need to be considered and if 
found, they must be all the way to refer to more 
competent practitioners. It must be noted that the 
symptoms which are a red flag category have a 
special type of examination and a different treat-
ment than generally. When the signs and symp-
toms found are not categorized into red flag, treat-
ment can be done conservatively.3 

Majority of patients with TMD need to be gi-
ven non-invasive handling that can relieve symp-
toms rather than patients. TMD almost resemble 
rheumatological disorders; and it is still unknown 
to the cause rather than TMD so that the signs 
and symptoms can be more severe. So, it is 
necessary to be given direct handling to avoid 
invasive and irreversible treatments.4 

So, it is very urgent to understand prostho-
dontic and comprehensive treatment of temporo-
mandibular disorders. 
 
CONSIDERATIONS IN THE TMD  

Accurately diagnosing and treating TMDs can 
be a difficult and confusing task. This is often true 
primarily because patient’s symptoms do not al-
ways fit into one classification. All the treatment 
methods being used for TMDs can be categorized 
generally into one of two types, namely definitive 
treatment or supportive therapy. Definitive treat-
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ment refers to those methods that are directed to-
ward controlling or eliminating the etiologic factors 
that have created the disorder. Supportive thera-
py refers to treatment methods that are directed 
toward altering patient symptoms but often do not 
affect the etiology.5 Definitive therapy is aimed di-
rectly toward the elimination or alteration of the 
etiologic factors that are responsible for the disor-
der. Definitive treatment for an anterior displace-
ment of the articular disc will reestablish the pro-
per condyle-disc relationship. Since it is directed 
toward the etiology, an accurate diagnosis is es-
sential. An improper diagnosis leads to improper 
treatment selection.5 

Supportive therapy is directed toward altering 
the patient’s symptoms and often has no effect on 
the etiology of the disorder. A simple example is 
giving a patient aspirin for a headache that is cau-
sed by hunger. The patient may feel relief from the 
headache, but there is no change in the etiologic 
factor (hunger) that created the symptom. Sup-
portive therapy is directed toward the reduction of 
pain and dysfunction. The two general types of 
supportive therapies; they are pharmacologic the-

rapy and physical therapy.5 

Durham et al categorize some signs and symp-

toms in orophacic pain, which can resemble TMD. 
This category is referred to as "red flag" covers 
1) previous history of malignancy-could indicate 
new primary, recurrence, or metastases; 2) per-
sistent or unexplained neck lump or cervical lym-
phadenopathy–may indicate a neoplastic, infec-
tive, or autoimmune cause; 3) neurological symp-
toms, for example, headache or cranial nerve ab-

normalities with sensory or motor function change-

may indicate an intracranial cause, or malignan-
cy affecting cranial nerve peripheral branches; 4) 
facial asymmetry, facial swelling, or profound tris-
mus-may indicate a neoplastic, infective, or inflam-

matory cause; 5) recurrent epistaxis, purulent na-
sal discharge, persistent anosmia, or reduced he-

aring on the ipsilateral side-may indicate nasopha-

ryngeal carcinoma; 6) unexplained fever or weight 
loss–may indicate malignancy, immunosuppres-
sion, or other infective causes, for example, sep-
tic arthritis; 7) new-onset unilateral headache or 
scalp tenderness, jaw claudication, and general 
malaise, if the person is more than 50 years of 
age-may indicate giant cell arteritis; and 8) occlusal 
changes-may indicate neoplasia rheumatoid arthri-
tis, trauma, or bone growth around the TMJ, for 
example, acromegaly.1 

Signs and symptoms categorized into "red 
flag" need to be considered and if found, they must 

be all the way to refer to more competent prac-
titioners. It must be noted that these red flag symp-

toms in isolation should prompt their own line of 
enquiry and management. When red flags have 
been considered and confidently excluded, the 
mainstay of treatment for majority of people is con-

servative.3 
Treatment for TMD is categorized into two 

types namely definitive care and supportive care. 
But it must always be remembered that this sup-
portive treatment is only symptomatic and not a 
substitute for definitive care. The etiological fac-
tors need to be addressed and eliminated so that 
long-term care success will be achieved.5 
 
TREATMENT OF TMD 

The main goals of treatment for TMD are to 
reduce or eliminate pain and or joint noises, and 
to restore normal mandibular function, that is best 
achieved when other contributing factors such as 
stress, depression and oral parafunctional habits 
(ie., bruxism) are addressed and incorporated into 
the overall treatment strategy. It is essential for 
the clinician to establish whether the fundamental 
problem is physical or psychogenic, as this will 
dictate treatment.6 
 
Explanation and reassurance 

The initial step in the management of TMD is 
to explain to patients the causes and nature of the 
disorders they faced, then convince them of the 
benign nature of the situation. It must be explain-
ed to patients that this disorder is not life-threaten-

ening for the patient, not like cancer, and but this 
disorder can be chronic in nature. Then explain to 
patients this TMD can be treated.6 

The initial step in the management of TMD is 
to explain to patients the causes and nature of the 
disorders they faced, then convince them of the 
benign nature of the situation. We must explain to 
patients that this disorder is not life-threatening for 
the patient, not like cancer, and but this disorder 
can be chronic in nature. Then explain to patients 
this TMD can be treated.6 

 

2.1 Education and selfcare 
The next step is to formulate a self-care rou-

tine which should include the following; limitation of 
mandibular function, habit awareness and modifi-
cation, a home exercises program and avoiding 
stress. Voluntary limitation of mandibular function 
(i.e., avoid excessive chewing and talking) is en-
couraged to promote rest or the immobilisation of 

muscular and articular structures, much the same 
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as an athlete would rest an injured joint. Hence, the 
patient is advised to maintain a soft diet and avoid 
foods where a considerable amount of chewing is 

involved;6 1) soft diet: existing pain in the mastica-
tion system often limits functional range of mandi-
bular movements. Therefore, if possible, painful 
movements should be avoided. In addition, this 
should be avoided because it can improve symp-
toms of the disorder through the effects of central 
excitatory and cyclic muscle pain. Patients are gi-
ven instructions to move their mandible in a range 
that does not provide pain. It means that the type 
of food must be changed. Patients are encoura-
ged to eat softer diet, bite less, and generally chew 
slowly (Fig.1);5  2) jaw rest (especially in long dental  

Figure 1 Suggested patient education form for instruct-
tions on a soft food diet.5 

 

treatments): after checking hard tissue and initial 
handling, soft tissue in the joints also needs to be 
evaluated. Treatment in soft tissue will increase 
according to the severity of the symptoms. If there 
is no significant change in the range of movements 
and slight pain, the patient is asked to reduce use, 
start a soft diet and generally rest the jaw for two 
weeks. Patients should be reminded not to chew 
gum and if possible, reduce parafunctional activity. 
Patients are instructed to return to clinic if there is 

an increase in pain and an appointment is made 
for re-evaluation within 2 weeks;5 3) avoid excessi-
ve jaw movements: Patients must also be instruct-
ed not to evaporate widely, sing, chew gum, and 
other activities that can improve the function of low-

er jaw movements;5 4) topical heat and coolant 
therapy: The modality of physical therapy must be 
done carefully because manipulation of therapy 
can increase pain. Sometimes stimulation of hot 

sensations can help. In some patients, cold sensa-

tions are more helpful. Patients themselves can 
know which is better at reducing their pain. Like 
warm therapy, cold therapy has proven to be a sim-

ple and often effective method for reducing pain. 

Being subjected to a cold sensation can relax the 
muscles that are spasms, thereby reducing pain. 

Application is carried out directly into the pain area 

and transferred by a circular motion without em-
phasis. When numb starts to feel, stop immediately 
and do not leave on the tissue for more than 5 to 
7 minutes. After a period of heating and cooling, a 
second application may be needed (Fig.2);5 5)avoid 
 
 
 

 
 
 
 
 
 
 

Figure 2 Heat and coolant therapy.5 
 
stress and anxiety: Some TMD are etiologically 
related to certain emotional states. The emotional 
stress is certainly one of several psychological 
factors that need attention. Increased levels of 
emotional stress can affect muscle function by in-
creasing rest activity (protective co-contracting), 
increasing bruxism or both. Increased emotional 
stress also activates the sympathetic nervous sys-

tem, which itself can be a source of muscle pain. 
One anxiety disorder that might be considered the 
most difficult by clinicians is obsessive compul-
sive disorder. This disorder has been shown to in-
crease TMD in patients.5 

 

Medicament 
Anti-inflammatory can be used when clinici-

ans suspect tissue inflammation such as with cap-

sulitis, retrodiscitis, or osteoarthritis. This type can 
suppress the body's overall response to irritation. 
Anti-inflammatory can be given orally or by inject-
ion. The main class of oral anti-inflammatory drugs 
is nonsteroidal anti-inflammatory drugs (NSAIDs). 
This drug is effective for mild to moderate inflam-
matory conditions and postoperative acute pain 
(Fig.3).5 

When high levels of emotional stress are con-

sidered to contribute to TMD, anxiolytic agents (an-

tianxiety) can help in managing symptoms. Re-
member that the anxiolytic agents do not relieve 
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stress but only change the patient's perception or 
reaction to stress. Therefore, the use of anxiolytic 
agents is a supportive treatment. The commonly 
used anxiolytics group is benzodiazepines. Can 
be prescribed every day but, there is a possibility 
for dependency, it should not be used for more 
than 7 consecutive days (Fig.4).5 

Muscle relaxants have been prescribed to pa-

tients with TMD for years although most clinicians 
agree that their effectiveness is minimal. Most of 
the muscle relaxants have a central effect, which 
soothes the patient. Perhaps this sedation is the 
main explanation of the positive response for some 
patients.5 

Although tricyclic antidepressants were origin-

ally developed for depression management, the 
latest developments from selective serotonin re-
uptake inhibitors (SSRIs) have proven to be far 
more effective.5 

 

Jaw physiotherapy 
Massage and stretching; deep massage can 

be more useful than gentle massage in restoring 
normal muscle function. However, this deep mas-

sage must be carried out by a physical therapist. 
Deep massage itself can help mobilize tissue, in-
crease blood flow to the area, and eliminate trig-
ger points. To increase the effectiveness of deep 

massage, patients should be given heat stimula-
tion 10-15 minutes before starting the massage. 
Deep massage tends to relax muscle tissue, and 
reduce pain (Fig.5A).5 
 
 
 
 
 
 
 

   
 
 
 

 
Figure 5A Massage therapy; B TENS therapy.5 

 
Transcutaneous electrical nerve stimulation 

(TENS), produced by continuous stimulus from 
the nerve fibers at mild pain levels. When TENS 
units are placed in areas of painful tissue, electri-
cal activity reduces pain perception. TENS uses 
low voltage, low ampheres, biphasic currents with 
varying frequencies and is designed primarily for 
sensory counter stimulation of painful disturban-
ces (Fig.5B).5 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 3 Common anti-inflammatory medications used for TMD.5 

 

Figure 4 Common muscle relaxants used for temporomandibular disease.5 
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Low-level laser therapy (LLLT) 
Among the various physical therapy modali-

ties, LLLT has recently been put under the spot-
light because of its easy application, short treat-
ment time, and few contraindications. Many pros-
pective clinical trials have been performed to eva-
luate the efficacy of LLLT. In addition, LLLT can 
also improve functionality rather than TMJ.7 

The use of LLLT has been considered as a 
complement to treatment options in handling TMD 
which is maintained to provide responses that re-

semble analgesics, anti-inflammatory, and regene-

rative effects, without any side effects being re-
ported and can be well received by patients.7 

During TMD treatment with LLLT, laser type 
variability, frequency, dosage, exposure time, ap-

plication area, number of laser sessions, and du-

ration of therapy can increase the heterogeneity of 
the treatment effect. However, research is need-
ed to look at different laser parameters of type, 
treatment regimen, evaluation time, and outcome 
measures so that they can be used better. This 
treatment is maintained as noninvasive, safe, ea-
sy to use, and inexpensive.7 
 

Occlusal appliance therapy 
Occlusal appliance can also help in reducing 

certain etiological factors. When malocclusion is 
suspected as a cause of TMD, occlusal appliance 
therapy can quickly and reversibly produce more 
desirable occlusal conditions. If it does not affect 
the symptoms, malocclusion is most likely not an 
etiological factor and of course the need for irre-
versible occlusal therapy must be questioned. The 
success or failure of occlusal appliance therapy 
depends on the selection, fabrication, and adjust-
ment of the patient's tools and cooperation.5 

The reversible occlusal therapy temporarily 
changes the patient's occlusal condition and is best 
done with occlusal appliance. An acrylic device 
used on teeth in one of the jaws to create and 
change position of the mandible and tooth con-
tact patterns. The exact position and occlusion of 
the mandible will depend on the etiology of the dis-

order. If you want to treat parafunctional activity, 
the appliance will provide mandible and occlusion 
positions that meet the criteria for optimal occlus-

sal relations. So, when the appliance is being used, 
the occlusal contact patterns are in harmony with 
the optimal condyle-discus-fossa relationship for 
the patient. Therefore, this appliance provides or-
thopedic stability. This tool has been used to re-
duce symptoms associated with various TMD as 
well as reduce parafunctional activity.5 

Irreversible occlusal therapy is a permanent treat-
ment in changing occlusal conditions and or man-
dible positions, for examples selective gritting of 
teeth and restorative procedures that change oc-
clusal conditions. Appliance designed to perma-
nently change mandibular growth or repositioning 
is also considered irreversible occlusal therapy. 
When treating patients, one must always pay at-
tention to complexity rather than TMD. Therefore, 
reversible therapy is always indicated as an initial 
treatment for TMD patients. The success or fail-
ure of this treatment can help determine the need 
for irreversible occlusal therapy. If the patient suc-
cessfully responds to reversible occlusal therapy 
(stabilization tool), there seems to be an indication 
that irreversible occlusal therapy can also help.5 
 
Types of occlusal plane 

Stabilizing splint is one of the most-common-
ly-used splints. Also called Michigan splint, muscle 
relaxation appliance or gnathologic splint and it's 
usually made for upper arch. This splint has least 
adverse effect.8 

This stabilization can take the form of wear-
ing full arch nighttime occlusal protective devices 
for patients who have grinding, clenching, or brux-

ism habits that erode teeth or imperil prosthetic 
restorations.9 Outcome of stabilizing splint also de-

pends on certain factors among which only conti-
nuous use of this splint can cause reduction in sym-
ptoms of TMD. As concluded by results wearing 
splint for 24 hours per day results in occlusal sta-
bilization.8 

Stabilization appliance can help minimize for-
ces to damaged tissues and permitting more effi-
cient healing. These are the following steps in ma-

king this appliance, a) impression used alginate. 
Impression should be free of bubbles and voids 
on the teeth and palate. It should be poured im-
mediately with die stone gypsum. When the stone 
is set, cast is withdrawn from the impression and 
should be free of bubbles and voids; b) excess 
stone on labial portion is trimmed to the depth of 
the vestibule. With a pressure or vacuum adapter, 
a 2-mm-thick, hard, clear acrylic resin sheet is 
adapted to the cast. Some products offer a dual-
sided acrylic resin sheet with a soft side for the 
teeth and a hard side on which to develop the oc-
clusion. This 2.5 mm thick should be considered 
since it offers good retention and comfort during 
treatment; 3) the outline of the appliance is cut off 
the cast with separating disk. The cut is made at 
the level of the interdental papilla on the buccal 
and labial surface of the teeth. The posterior pa-
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latal area is cut along a straight line connecting 
the distal aspects of each second molar; d) appli-
ance is then removed from the cast. Hard rubber 
wheel can be used to eliminate excess acrylic in 
the palatal area; e) the lingual border is extended 
10-12 mm from the gingival border of the teeth. 
A large acrylic bur is used to smooth rough edges. 
The labial border is terminated between the inci-
sal and middle thirds of the anterior teeth. (The bor-
der around the posterior teeth may be slightly long-

er). It is safer to leave the border a little longer be-
cause if the appliance does not completely seat 
intraorally, the borders can be shortened until the 
appliance is fit; f) a small amount of clear self-cu-
ring acrylic resin is added to the occlusal surface 
of the anterior portion. This acrylic will act as the 
anterior stop, with the size approximately 4 mm 
wide and should extend to the region where a 
mandibular anterior central incisor will contact; g) 
evaluation is done intraorally. Appliance should fit, 
offering adequate retention and stability. Lip and 
tongue movement should not dislodge it. When 
pressure applied, it should not cause tipping or 
loosening. If the borders of the appliance have 
been maintained near the junction of the middle 
and incisal thirds on the facial surfaces of the 
teeth, adequate retention will be achieved; h) if it 
does not seat completely, it can be manipulated 
by heating it extra orally with a hair dryer and re-
seated on the teeth. This will help achieve a well-
fitting appliance. Care must be taken not to over-
heat the plastic or all shape may be lost.5 

For the stabilization appliance to be effective 
optimally, condyles must be located on their most 
musculoskeletally stable position, which is centric 
relation (CR).5 Two techniques have become wide-

ly used for finding CR, namely 1) bilateral manual 
manipulation technique. The bilateral manipulation 
suggested by Peter Dawson in 1974, is the me-
thod that has been largely utilized by those who 
adhere to functionally generated path techniques. 
They have suggested that the condyles do not 
always move superiorly, but sometimes, in res-
ponse to posterior guidance from the operators, 
they move inferiorly. They emphasized the impor-
tance of superior placement of the condyles in the 
fossa when attempting to record CR.10  
The bimanual manipulation technique was per-
formed by placing both operator's hands under the 
subject's mandible. Slight superior pressure was 
applied at the gonial angle and inferior pressure 
at the mandibular symphysis, little effort is utilized 
in gaining a posterior placement. An attempt is 
made to obtain an arcing motion of the mandible 

in its most superior position guiding the mandible 
into registration material. This registration mate-
rial was allowed to harden and removed from the 
subject's mouth.10,11 
2) by placing a stopper on the anterior region of 
the appliance and the muscles are used to locate 
the musculoskeletally stable position of the con-
dyles. This point is achieved by placing an occlu-
sal stop in the anterior of the mouth and asking the 
patient to attempt to close on the posterior teeth. 
Without posterior tooth contacts, the elevator mus-

cles will allow the condyles to be place into their 
musculoskeletally stable positions and it can be 
accomplished with a leaf gauge. The concept be-
hind leaf gauge is when only the anterior teeth 
occlude (disengaging the posterior teeth) the di-
rectional force provided by the elevator muscles 
(temporalis, masseter, medial pterygoid) seats the 
condyles in a superoanterior position within the 
fossae.5 

The anterior stop provided by the leaf gauge 
acts as a fulcrum, allowing the condyles to be 
pivoted to musculoskeletal position in the fossae. 
Leaf gauge must be used carefully so the condyle 
will not be deflected away from CR. If the leaf gau-
ge is too rigid, it may provide a posterior slope 
deflecting the mandible posteriorly as the elevator 
muscles contract. Another mistakes may result if 
patient attempts to bite on the leaf gauge in a 
slightly forward position as this will lead to pro-
truding of the mandible from the CR position.5 
 
Anterior positioning appliance 

The anterior positioning appliance is an inter-
occlusal device that encourages the mandible to 
assume a position more anterior to the intercuspal 
position. It may be useful for the management of 
certain disc derangement disorders since anterior 
positioning of the condyle may help provide a bet-
ter condyle-disc relationship, thus allowing better 
opportunity for tissue adaptation or repair. This 
appliance is used to temporarily position the con-
dyles more anterior then their musculoskeletally 
stable position to relieve the existing symptoms.5,12 

Like the stabilization appliance, the anterior 
positioning appliance is a full-arch hard acrylic de-
vice that can be used in either arch. However, ma-
xillary arch is preferred because a guiding ramp 
can be more easily fabricated to direct the man-
dible into the desired forward position. The steps in 
fabricating anterior positioning appliance are 
a) the appliance does not extend onto the labial 
surfaces of the teeth and hence is more esthetic 
than the stabilization appliance; b) the key to suc-
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cessful construction of the appliance is in locating 
the correct anterior stop. It is made on the ante-
rior part of the appliance by asking the patient to 
protrude his mandible and finding the position in 
which the clicking and the joint pain is relieved; 
c) sometimes, stoppage of the clicking alone does 
not indicate that the mandible is positioned ante-
rior to the retrodiscal tissue. So, if symptoms fail 
to resolve, more advanced methods like arthros-
copy and MRI may be used to ascertain the po-
sition of the mandible.5,12 
 
Anterior bite plane 

The anterior bite plane is a hard acrylic appli-
ance worn over the maxillary teeth providing con-
tact with only the mandibular anterior teeth. This 
appliance is intended to disengage the posterior 
teeth and thus eliminate their influence on the 
function of the masticatory system. Bite plane the-

rapy should be used when there's a muscle dis-
order caused because of excessive loading of the 
musculature and hyper occlusion; this bite plate 
allow muscle to relax. It is suggested mostly in pa-
tients having muscle pain which could be acute/ 
chronic. The appliance has been suggested for the 
treatment of muscle disorders related to orthope-
dic instability or an acute change in the occlusal 
condition. Parafunctional activity may also be treat-
ed with this but only for short periods of time.5,8 
  
Posterior bite plane 

It is a hard acrylic appliance, which covers 
the posterior mandibular teeth and is usually fa-
bricated for mandibular teeth and connected by a 
cast lingual bar. The objective of this appliance is 
to bring about changes in the vertical dimension 
and the mandibular positioning. This appliance 
has been advocated in cases of severe loss of 
vertical dimension or when there is a need to 
make major changes in anterior positioning of the 
mandible. The use of this device may be helpful 
for certain disc derangement disorders, although 
it has not been studied well for this condition.5,12 
 
Pivoting appliance 

The pivoting device is fabricated with hard 
acrylic resin that covers the maxillary or mandibu-
lar arch with a single posterior occlusal contact, 
placed as far posteriorly as possible, in each qua-
drant. When superior force is applied under the 
chin, the tendency is to push the anterior teeth 
close together and pivot the condyles downward 
around the posterior pivoting point. This appliance 
was originally developed with the idea that it would 

reduce interarticular pressure and thus unload the 
articular surfaces of the joint. This was thought to 
be possible when the anterior teeth moved closer 
together, creating a fulcrum around the second 
molar, pivoting the condyle downward and back-
ward away from the fossa. This appliance was sug-

gested for patients with internal derangements or 
with osteoarthritis. Unfortunately, a potential ad-
verse effect with the use of this modified appli-
ance may cause occlusal changes as a posterior 
open bite in pivot area.5,13 
 
Soft or resilient appliance 

It is fabricated from resilient material and is 
usually adapted to the maxillary teeth. The main 
aim is to achieve even and simultaneous contact 
with the opposing teeth. This appliance is worn 
during nighttime only. They can provide relief with-

in 6 weeks. The goal of this treatment is to achieve 
even and simultaneous contact with the opposing 
teeth. In many cases, this is difficult to accomplish 
since most of the soft materials are difficult to pre-
cisely adjust. The most common indication is as 
a protective device for persons likely to receive 
trauma to their dental arches. Protective athletic 
splints decrease the likelihood of damage to the 
oral structures when trauma is received. Soft ap-
pliances have also been recommended for pa-
tients who exhibit high levels of clenching and 
bruxism.5,14 
 

Cognitive behavioral therapy 
Patients with chronic TMD usually present 

associated psychological factors that should be 
managed with specific interventions. This therapy 
is one of the treatments proposed to manage pa-
tients’ thoughts, behaviours, and or feelings that 
might exacerbate pain symptoms. It is a non-in-
vasive therapy and unlikely to have adverse ef-
fects. This can be in the form of lifestyle counsel-
ing, relaxation therapy, hypnosis, and biofeed-
back.2,6 
 
Psychotherapy 

Occasionally TMD may be the somatic expres-

sion of an underlying psychological or psychiatric 
disorder such as depression or a conversion dis-
order. Clues to this possibility are when strange 
symptoms are reported, the patient demonstrates 
odd behavior, or the patient’s suffering appears 
to be excessive or persistent beyond what would 
normally be expected of the condition itself. In 
these cases, psychiatric referral is a mandatory 
part of the overall management strategy.6 
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Figure 5 Indications for surgical treatment of the TMJ. 
The types of surgical procedures that can be performed 
on TMD are a) closed procedures; namely TMJ arthro-
centesis and TMJ arthroscopy, and b) open procedu-
res; namely TMJ arthrotomy/arthroplasty and TMJ joint 
replacements. 
 

Other 
Acupuncture, botox injections, chiropractic/ 

osteopath jaw manipulation and other treatments 
have been tried in the management of TMD but 
have not been accepted in general practice due to 
lack of evidence in the effectiveness of these the-

rapies. Stimulation of specific areas (or acupunc-
ture points) causes the release of endogenous 
opioids (endorphins and enkephalins), which re-
duce pain sensation by flooding afferent interneu-
rons with subthreshold stimulation. This effective-
ly blocks the transmission of noxious impulses 
and thus reduces the sensation of pain. Intermit-
tent stimulation of about two pulses per second 
appears to be effective in reducing discomfort 
associated with masticatory dysfunction.3,6 
 
TMJ surgery 

Specific indications for TMJ surgery include 
severe and chronic limited mouth opening and se-

vere mechanical disturbances such as painful 
clicks and crepitus that fail to respond to nonsur-
gical measures.5 
 

Treatment for TMD is categorized into two 
types, namely definitive care and supportive care. 
The main goals of treatment for TMD are to re-
duce or eliminate pain and or joint noises, and to 
restore normal mandibular function. Dentist must 
learn to correctly diagnosis and properly treat the 
acute orofacial pain condition with practical and 
evidence-based approach. Acute pain manage-
ment is necessary to prevent an acute condi-tion 
from becoming a chronic pain disorder in the 
future. 
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