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Recommendations by the EACD for Examination,
Diagnosis, and Management of Patients with
Temporomandibular Disorders and Orofacial Pain by
the General Dental Practitioner

De Boever JA, Nilner M, Orthlieb J-D,
Steenks MH

The Council of the European
Academy of Craniomandibular
Disorders charged the Educational
Committee with the task of establish-
ing Guidelines and Recommendations
for the examination, diagnosis, and
management of patients with tem-
poromandibular disorders and oro-
facial pain by the general dental
practitioner. It was not their pur-
pose to present a thorough and
critical review of the vast amount
of literature available but to sum-
marize the at-present generally
accepted clinical approach. These
recommendations are based as
much as possible on scientific evi-
dence and on sound clinical judg-
ment in cases where only partial
evidence or contradictory data
were found. 

Introduction

This document describes recommendations for the general dental
practitioner (GDP) taking care of patients suffering from temporo-
mandibular disorders (TMD) and/or orofacial pain (OFP). They
should be considered in assessment, diagnosis, management, and
prognosis. The GDP has to decide and justify care to be applied
according to pathology of each individual patient. The recommen-
dations are based on current published data. Because the etiologi-
cal factors of TMDs and the relative efficacy of the different thera-
peutic modalities for TMDs are not well established yet, the
practitioner should be careful in the selection of assessment tech-
niques and in the choice of therapeutic modalities. Irreversible
therapeutic methods should not be considered before reversible
measures.

The following recommendations do not act as a quality warrant
of the care provided by the individual general dental practitioner.
In this respect, the competences of the GDP are more directive
than these recommendations, which are written as a “patient-cen-
tered” rather than “clinician-centered” approach. Assessment,
diagnosis, and management are discussed in the following sec-
tions. The majority of patients consulting the GDP belong to a dif-
ferent population than those referred to specialized clinics.
Referred patient populations are mostly characterized by chronic-
ity, comorbidity, and complexity. Patients consulting the GDP for
TMD/OFP are in general less complex. Therefore the GDP has a
more important role in diagnosis and management than is nor-
mally assumed. The general dental practitioner has to decide when
to treat and when to refer. These recommendations were written
to help the GDP working in daily practice. TMDs are among
many orofacial pain conditions. In this publication they are
defined as “a collective term embracing a number of clinical con-
ditions that involve the masticatory musculature, the temporo-
mandibular joints (TMJs) and associated structures, or both”
(Okeson, 1995).

The authors are members of the Educational
Committee of the EACD. They are listed in
alphabetical order but contributed equally in
the discussions and the final draft of the
manuscript. The guidelines were submitted
to the General Assembly of the EACD and
accepted during the meeting September 28,
2007.
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I. Screening

In order to detect the presence of a TMD, it is rec-
ommended that a routine screening protocol be
used. The screening protocol can include the fol-
lowing 4 (mostly validated) questions:

1. Do you have pain when you open your mouth
wide or chew once a week or more?

2. Do you have pain in your temples, face, tem-
poromandibular joint or jaws once a week or
more? (Nilsson et al, 2006)

3. Have you lately registered that the jaw is locked
or that you can’t open wide?

4. Do you have often headache more than once a
week? A positive answer can be an indication to
refer the patient first to a neurologist.

If the patient replies “yes” to one of the 4 ques-
tions, a more thorough history taking and assess-
ment may be indicated.

II. Assessment

The main goal of the assessment is to gather infor-
mation in order to be able to establish a “working
diagnosis.” This goal is achieved by a thorough
history and examination. This can rule out disor-
ders with signs and symptoms similar to
TMDs/OFP, such as dental, periodontal, or
mucosal disorders, other pain conditions, neo-
plasms, growth disturbances, and systemic disor-
ders. A flowchart (Fig 1) can help in this phase of
the examination.

The clinician must determine:

• The main reason for consulting and the chief
complaints

• The general medical, dental, and psychosocial
history; this should include questions about gen-
eral pain patterns and include more specifically

Fig 1 Flowchart of the diagnostic process in patients with orofacial pain and temporomandibular
disorders. Axis 1 represents the physical conditions. Non-TMD: other conditions presenting pain in
the head and the neck and mandibular range of motion (ROM) limitations. Specific TMD: conditions
with a known substratum, eg, neoplasms, growth disturbances, systemic disease. Non-specific TMDs:
conditions related to overloading or trauma, surpassing the capacity for adaptation. Generally divided
into muscular and articular subgroups.

Axis II represents psychosocial factors, which are increasingly important when chronicity plays a
more prominent role. If appropriate, a comprehensive history, taking into account the role as a doctor
interested in the background of patients and the impact of the complaints on the activities of daily life,
is considered the best first approach. Instruments like SCL 90, MFIQ can be used by those knowledge-
able with the interpretation and consequences for management. Referral to a medical psychologist can
be considered on the basis of the resulting finding, knowing the limitations of the dental competencies.

Axis I Pain head/neck
Mandibular ROM

Non-TMD TMD
Specific
TMD

Other diagnosis:
referred pain:
dental; pathology:
pharynx, salivary
glands; neurolog-
ical; psychiatry;
medically unex-
plained

Non-specific

Muscular:
• Myofacial pain
• Myofacial pain

with limited
mouth opening

Articular:
• Disc
• Osteoarthrosis
• Arthralgia
• Adhesion
• Hypermobility/

dislocation

Muscular/Articular

Axis II Psychological status
Pain related limitations & Impact (ICF)

Anxiety
Depression
Coping
Locus of control
Cognitions
Expectations
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questions about cervical pain and dysfunction
(de Wijer et al, 1996), medication, as well as
complementary and alternative medicine (De
Bar et al, 2003)

• Detailed history of orofacial pain and dysfunc-
tion (location, pattern, type, severity, frequency,
aggravation, relief, impact on activity daily life)

• Expectations of the patient and the relatives with
regard to the complaints 

• Therapy already received for the problem,
including outcome

Basic documentation includes:

• Assessment of the contributing factors involved
and their grading 

• Extraoral inspection: asymmetries, posture, scars
• Intraoral inspection and examination, including

occlusal characteristics
• Radiographs of the teeth and jaws (panoramic

radiograph complemented with peri-apical
radiographs and/or bite wings)

• Physical examination of the masticatory system
• An empathic attitude in history taking, in combi-

nation with a validated checklist (Axis II evalua-
tion). Such a checklist can help to assess the role
of psychosocial factors and inform the patient as
to the role of such factors and make the patient
decide on a referral to a clinical psychologist or
psychotherapist knowledgeable in these condi-
tions (team approach) (Dworkin & LeResche,
1992). 

To establish an individual working diagnosis,
the following additional investigations and consid-
erations should be taken into account in specific
cases and conditions. This recommendation also
applies when the patient is referred to a specialist: 

• Additional imaging techniques, such as CT
and/or MRI, if fractures, tumors and other hard
or soft tissue lesions are suspected (Brooks et al,
1997). For each case the most reliable method
should be chosen; if in rare cases (eg, claustro-
phobia) this is not possible, an invasive tech-
nique as arthrography can be considered.

• Magnetic resonance imaging to confirm sus-
pected disc displacement is not recommended in
the initial assessment phase.

• Arthroscopy, preferably done by a surgeon or
specialist in TMDs, if inflammation and/or
adhesions are suspected. 

• A patient with chronic pain should be referred to
a multidisciplinary pain clinic where it is under-
stood that management strategies in chronic
TMDs/OFP conditions are different from acute
and subacute TMDs/OFP.

• Clinical examination of occlusion: some occlusal
characteristics are considered as potential risk
factors for development of TMD symptoms (De
Boever et al, 2000). Attention should be given
to: cross bite (Seligman & Pullinger, 2000), class
II occlusion and overjet (Henrikson & Nilner,
2002), and large CO-CR discrepancy (Pullinger
& Seligman, 2000). Anterior occlusal wear and
its progression in relation to age is to some
extent a potential risk factor and should be doc-
umented (Seligman & Pullinger, 2002; Carlsson
et al, 2002; Pullinger & Seligman, 2006).
However, in these models etiology per se has not
been studied. There is at present no evidence for
preventive strategies in this respect. 

There are indications that loss of posterior sup-
port may be a contributing factor for TMJ pain
(Ciancanglini et al, 1999; Ciancanglini et al, 2003;
Sarita et al, 2003; Seedorf et al, 2004). Dental sta-
tus and the location and number of tooth contacts
in maximum intercuspation should be noted.

• In planning occlusal treatment and in the fabri-
cation of occlusal splints, the articulator has a
practical clinical value in reducing valuable chair
time when inserting the splint. There is no evi-
dence that occlusal analysis of models mounted
on an articulator in combination with registra-
tion of mandibular movements has diagnostic
value for TMD/OFP diagnosis (Türp, 2003). 

• Jaw tracking devices have a low additional diag-
nostic value because of the biological variation in
the function of the stomatognathic system, fluc-
tuations in time, and the inherent mechanical
factors involved in the clinical use of the instru-
ments (Morneburg and Pröschel, 1998;
Bernhardt et al, 1999; Naeije et al, 1999;
Kordass, 2002; Gallo et al, 2006). Some tracking
devices have today a high reliability. However,
the clinical usefulness today is doubtful.

• Clinical assessment of parafunctions (eg, brux-
ism) as a risk factor for masticatory muscle pain
(Huang et al, 2002; Velly et al, 2003) is based
on the history and on assessment of occlusal
wear, because additional reliable clinical tests
are not yet available. Tongue scalloping and
cheek ridging can be an indication of oral habits
and parafunctions. Another possible indication
for bruxism is noncarious cervical lesions called
abfractions (Rees & Jagger, 2003). Therefore,
attrition and abfractions should be included in
the dental assessment. Bruxism has to be differ-
entiated from dental erosion, to be tested
through a.o. food diaries and saliva analysis. 
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• In clinical conditions in which sleep disorders
(snoring, sleep apnea, and bruxism) influence
the patient’s quality of life, sleep laboratory tests
are indicated and should be discussed with the
appropriate specialist.

• If the temporomandibular condition is part of a
generalized disease, no additional laboratory
tests should be prescribed by the dental practi-
tioner, but the patient should be referred via the
general medical practitioner to the appropriate
specialist (eg, ENT specialist, rheumatologist,
neurologist).

• In cases of suspected concomitant neck/shoulder
complaints, referral to a physiotherapist is
advised (de Wijer et al, 1996). 

• If assessment does not establish a working diagno-
sis, the patient should not be treated but referred.

• The referral should be in writing, preferably
using standard referral documents.

III. Diagnosis

Pain has been defined as “an unpleasant sensory
and emotional experience associated with actual or
potential damage or described in terms of such
damage” (IASP, 1979). Orofacial pain can be
characterized as nociceptive or neuropathic. Other
important differentiations are acute versus chronic
pain and benign versus malignant pain. In this
document the pain conditions discussed are noci-
ceptive rather than neuropathic. Nociceptive pain
can be concomitant with neuropathic pain. It can
be difficult to distinguish between the two types of
pain condition. The use of a validated list may be
useful (Bouhassira et al, 2005). Details and impli-
cations are not within the scope of this document.
Any clinician should be knowledgeable as to these
differences regarding diagnosis and management
and regarding the difference between site and
source of the pain (Okeson, 1995, 2008 ). 

History taking, physical examination and, where
appropriate, imaging should lead to a working
diagnosis differentiating between specific and non-
specific disorders, localized and generalized forms,
myogenous pain, arthrogenous pain and a combi-
nation of both and concomitant pain as odontal-
gia, joint and muscle pain outside the head (Türp
et al, 1998). Psychosocial factors and their impact
on daily life should be assessed as well. After hav-
ing excluded specific disorders, the GDP can clas-
sify the nonspecific conditions based on clinical
criteria indicated in Table 1. A diagnosis has to be
established taking into account all individual
aspects gathered by the assessment.

Physical complaints such as bodily pains can
exist without a definable source. Psychiatric dis-
ease may play a role in these cases, necessitating
the help of an expert. Beyond these possibilities,
pain may exist without any explanation (Fig 1).
The dentist (within the dental competencies) is the
expert in using diagnostic injections to exclude
dental sources for orofacial pain, one of the major
pitfalls in diagnosis.

IV. Therapeutic Modalities

Therapy must not start without a (working) diag-
nosis. If the practitioner cannot arrive at a (work-
ing) diagnosis, if the complaints have a mainly
neuropathic origin or the pain is chronic, the
patient should be referred to a colleague who is
knowledgeable in the domain of TMDs/OFP. The
clinician needs to find a balance between therapeu-
tic modalities that focus on the active participation
of the patient (patient centered) and more passive
modalities, such as wearing a stabilization splint.
In general, individualized therapy is not based on
the etiology of the TMD condition, since it is not
well known (Greene, 2001). Management is
directed by the presented symptoms, their course
and influencing factors. Patient education consist-
ing of explanation of the condition, reassurance,

Common Uncommon TMD diagnoses or systemic diseases 
diagnoses TMJs Musculature

Myofascial pain Congenital disturbances (hyperplasia, hypoplasia, aplasia) Fibromyalgia
Disc displacements Rheumatoid arthritis Whiplash
Arthralgia, arthritis, arthroses Psoriatric arthritis

Pelvospondylitis (Bechterew)
Systemic lupus erythematosus
Luxation
Ankylosis
Neoplasm
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and advice on use and abuse of the masticatory
system in a broad sense are part of the nonactive
patient-centered approach.

Because of the clinical results of a conservative,
noninvasive approach consisting of a combination
of different clinical “tools,” this approach is often
indicated. Studies show favorable results with a
reversible approach for the myogenous TMDs and
for the arthrogenous TMDs also in case of disc
displacements without reduction (Mongini et al,
1996; Ekberg & Nilner, 2002; Ekberg et al, 2002;
Magnusson et al, 2002).

It has been shown that combined therapeutic
approaches in general are more successful than sin-
gle therapeutic approaches. (Kurita et al, 1997). It
is recommended that more complex TMD condi-
tions are managed using combinations of single
therapies (Vallon et al, 1998; Turk, 1997;
Sherman & Turk, 2001; Gardea et al, 2001;
Schiffman & Gross, 2001). Cost-effectiveness
studies may direct the use of different therapeutic
strategies, because the differences in outcome
between therapies are small.

IVa. Patient Education

Information, explanation, and reassurance at the
first visit and in later phases of management is
extremely important to increase the compliance of
the patient. Counseling is effective in lowering
symptom severity and the anxiety of the patients
(De Boever et al, 1996). Counseling should be ori-
ented towards the specific complaints and should
address the cognition of the patient and the rela-
tives. It should go beyond general statements. 

Counseling consists of:

• Explaining the pain pathology and dysfunction
in the particular patient

• Explaining the cofactors involved (psychosocial
and behavioral aspects, general diseases)

• Indicating and explaining the important fluctua-
tion in the symptoms

• Explaining the “burn-out” characteristic of the
arthrogenous symptoms. Degenerative TMDs
have a favorable long-term prognosis (De Leeuw
et al, 1994, 1995) with regard to mandibular
function

• Making the patient aware of his responsibilities
in the therapeutic process (compliance, motiva-
tion, coping)

• Evaluation
• Discussing the management goals with the

patient
• Prognosis

IVb. Pharmacological Therapy

The first step in the therapy of patients with pain
and dysfunction is pain management, because
patients contact when they suffer most. The dental
practitioner should be aware of the differences
between the pharmacological therapeutic modali-
ties in acute versus chronic pain patients. The
patient should receive adequate prescriptions
mainly to control pain (around the clock). A fol-
low-up visit is part of this approach. Contact with
the family doctor can be helpful in cases of multi-
ple medications. In modern pain control concepts,
although not yet well documented, it is advised to
prevent pain from becoming chronic also by pre-
scribing pain medication in the early stages (List et
al, 2003).

Few controlled studies have been published on
the efficacy of different types of drugs in TMD
management (Sommer, 2002).

The more complicated and complex drugs indi-
cated for neuropathic pain conditions should be
prescribed by the general physician of the patient
and/or the dental specialist, especially if laboratory
tests are indicated to check for systemic effects
(Dionne, 1997). The use of complementary
medicine (herbs, homeopathy, etc) cannot be rec-
ommended because of the paucity of data and the
possibility of harmful side effects (Ernst, 2004;
Raphael et al, 2003).

The use of newly developed and recommended
pharmacological therapeutic modalities is discour-
aged until studies prove the efficacy in the manage-
ment of orofacial pain (eg, botulinum toxin)
(Freund et al, 2000).

IVc. Occlusal Appliances

Occlusal appliances (stabilization splint, Michigan
splint) may be indicated at the start of therapy in
myogenous and arthrogenous TMDs. Their use
should always be accompanied by patient educa-
tion. The splint should cover the whole arch. The
splint should be worn only during the night and
have a minimal increase of vertical dimension.
Cuspid protection is advocated because it is techni-
cally easier. The most important aspect is to pro-
vide stability to the jaws. The splint should be
checked for stability on a regular basis. Although
the lack of evidence as to its efficacy is still subject
of ongoing debate and research, many clinical
studies show that the occlusal appliance is clini-
cally very successful in pain reduction.
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Mandibular repositioning with the goal to
recapture the disc is not supported by strong evi-
dence; minor repositioning (< 1 mm, short term
maximum 6–8 weeks, weekly evaluation) may be
helpful in loud painful clicks (proven to be due to
anterior disc displacements with reduction) that do
not react to other modalities and are causing
major limitation of the activities in daily life. The
mandibular repositioning splint may reduce the
clicking and pain with disc displacement (Davies
& Gray, 1997; Santacatterina et al, 1998).

Semi-permanent anterior disc displacement caus-
ing intermittent locking of the TMJ, if treated with
splints, may need repositioning, based on the same
principle. Pivot-type splints are not recommended
because they do not provide better clinical results
than full-coverage appliances.

The appliance is constructed in hard acrylic. Soft
acrylic appliances are sometimes recommended in
children (Ingerslev, 1983). If such appliances are
used on a long-term basis, the general dental prac-
titioner can do the follow-up of the stabilization
appliance at the regular dental checks. The patient
should be instructed to visit the GDP in case of
any perceived occlusal change, especially if longer
periods of wearing a splint are indicated, and to
bring the splint along on each dental visit.

IVd. Physiotherapy

The global aims of physiotherapy management are
to alleviate patients’ pain, reverse the dysfunction,
and restore optimal muscle and joint function,
posture, and activities of daily living to prevent
recurrent episodes. Within this management,
patients are provided with precise and relevant
exercise and lifestyle strategies to assist them with
effective, preventive self-management, including
home exercises, self-massage, habit-reversal tech-
niques, relaxation, and oral instruction. 

All systems may require active management and
physiotherapy embraces the following therapies,
including manipulative therapy, exercise therapy,
massage therapy, re-education, ergonomic and
lifestyle advices, and the application of electro-
physical agents and other physical aids as required.
The therapy is focused on the relevant items
regarding the physical examination process, such
as posture, neuromotorcontrol and stress manage-
ment, and the muscle and joint system in the oro-
facial, cervico-thoracic spine, and shoulder girdle
area. For many conditions, clinical practice guide-
lines are systematically developed to assist the
practitioner. Studies have shown that physiother-
apy can be as effective as other therapies (Townsen

et al, 2001; Michelotti et al, 2004, 2005; McNeely et
al 2006; Medlicott et al, 2006).

IVe. Behavioral and Psychological Management

It is recommended that behavioral, cognitive
behavioral, and psychological therapy be part of
the total treatment because of the role of psy-
chosocial factors (Axis II) in the multifactorial eti-
ology of TMDs (Dworkin et al, 2002; Turner et al,
2006). Referral of the patients is recommended for
psychological evaluation and, if indicated, for ther-
apy. The dentist must know the limitations of
exploring psychosocial factors. Habit reversal
techniques using biofeedback proved efficient in
lowering the general tension of the patient (Crider
& Glaros, 1999). In patients with chronic pain,
the management strategy must take into account
the coping styles and locus of control.

IVf. Arthrocentesis 

Inflammatory diseases of the TMJs should be
treated with medication, occlusal appliances, and
physiotherapy. In case of unsuccessful outcome at
12–16 weeks, arthrocentesis of the joints may be
performed (Emshoff et al, 2000) with a high long-
term success rate in cases of internal derangement
(Carvajal & Laskin, 2000). However, the same
results may be obtained with less invasive methods
such as physical therapy (Kropmans et al, 1999).
In case of loud and painful clicking of the TMJ,
arthrocentesis may be indicated in the initial thera-
peutic phase (Projectgroep, Gnathologie, 2003).

V. Other Therapeutic Modalities

The following therapeutic modalities may be indi-
cated in selected patients (see below). The GDP
should realize that these modalities lead to irre-
versible changes in some parts of the stomatog-
nathic system.

Va. Occlusal Therapy

After reduction of pain and normalization of the
functional movements, gross occlusal interferences
(eg, as a result of migration) may be removed to
provide the patient with occlusal stability between
the jaws. 

Very few studies have investigated the therapeu-
tic outcome of occlusal equilibration only.
Occlusal adjustment alone should not be used as a
single therapeutic modality or at the start of ther-
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apy (De Boever et al, 2000). Exceptions may be
gross interferences preventing proper tooth con-
tact, not the result of inflammation and/or myoge-
nous TMDs. Although therapeutic outcome may
be similar to other noninvasive modalities, and
cost-effectiveness is superior to other modalities,
the risk of introducing occlusal awareness cannot
be excluded.

Recent literature reviews do not support the use
of systematic occlusal adjustment (Forssell et al,
1999; Tsukyama et al, 2001; Koh & Robinson,
2003, 2004).

Vb. Prosthetic Reconstructions

Prosthetic reconstruction to replace missing teeth
is not useful in the prevention of TMDs. In the
management of TMDs it should only be consid-
ered in the final phase after remission of the symp-
toms of pain and dysfunction. In case prosthetic
reconstructions are planned from a restorative
point of view, the subjective therapeutic need has
to be taken into account. Extensive prosthetic
rehabilitations are putting stress to the system
because of the long treatment sessions and are not
always advisable. If prosthetic treatment is consid-
ered and planned in TMD patients, it should be
kept as simple and as minimally invasive as possi-
ble (Plesh & Stohler, 1992; Türp Strub, 1996).

Missing teeth can be replaced in case of pro-
nounced arthrosis the TMJs in generalized or local
joint pathology of unknown origin to avoid over-
load. The scientific basis to substantiate this
approach is small (Hagag et al, 2000; De Boever et
al, 2000). In case of a developing open bite, a sta-
bilization splint that covers only the non occluding
teeth may provide orthopedic stability. The use of
composite materials can be taken into considera-
tions as well. Before starting restoration, the origin
of the occlusal change, as well as its course, must
be established.

Vc. Orthodontic Therapy

Patients should not be treated orthodontically in
order to prevent or treat TMDs (Mohlin & Kurol,
2003). Psychosocial and aesthetic reasons are
dominating factors indicating orthodontic treat-
ment. Also, patients who have undergone
orthodontic treatment are not at a higher risk to
develop TMD (Kim et al, 2002; Egermark et al,
2003). Adaptation to morphological changes is
higher in younger patients.

If pain symptoms occur during orthodontic
treatment, therapy should slow down or halt but

not be interrupted (Henrikson et al, 1999).
Because a clinical decision has to be made, the
structured decision-making program as described
by Collett & Stohler (1994) can be very useful and
recommended for daily practice. 

After pain and dysfunction subside, orthodontic
therapy might be indicated to stabilize the occlu-
sion. Recent studies do not show a correlation
between TMDs and crossbites with or without a
forced lateral bite (Farella et al, 2007).

Vd. Joint Surgery/Orthognathic Surgery 

After relief of pain, patients should be informed
that orthognathic surgery may be indicated in
cases of pronounced forms of malocclusion. This
information should include the effects, benefits,
and risks. There are studies indicating that orthog-
natic surgery results in better chewing ability (van
den Braber et al, 2005) and does not lead to an
increase in TMD symptoms (De Boever et al,
1994; Egermark et al, 2000; Farella et al, 2007).
However, in case of pre-existing TMJ dysfunction,
orthognathic surgery may also lead to worsening
of the symptoms (Wolford et al, 2003).
Management of pain and dysfunction before
surgery is mandatory. After surgery, there is a risk
for a progressive condylar resorption in women
with a mandibular angle > 37 degrees and a pre-
existing dorsally migrated condyle (Hoppenreijs et
al, 1998). 

There is no evidence for the use of hyaluronate
injections into the TMJs (Shiz et al, 2003).
However, a restricted number of intra-articular
injections of corticosteroids by an expert in case of
TMJ to inflammation is well-documented and rec-
ommended in acute phases (Wenneberg et al,
1991). The effect of intramuscular injections is not
well-documented in the literature.

Open joint surgery is indicated in very few cases
of failure of interocclusal splint therapy combined
with medication, counseling, and physiotherapy
failed after two years. Continuing pain or limitation
are regarded as the main indication for a failure of
nonsurgical therapy (consensus report TMJ sympo-
sium, March 22, 1985, Cologne, Germany). Only if
the lasting complaints have a major impact in daily
functioning, leading to a major handicap and severe
disability, open joint surgery can be discussed. The
oral surgeon should be convinced that the postoper-
ative results will improve the condition.
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Ve. Arthroscopic Surgery

Arthroscopy is done in very rare cases in the man-
agement of TMDs and preferably not carried out
by the general practitioner. Because of the com-
plexity and the need for extended clinical skills,
this procedure should be performed by an experi-
enced surgeon only. In case of adhesions, it may
serve to improve mobility of the TMJs (Schiffman
et al, 2007).

VI. Children and Adolescents

The prevalence of therapy for TMD and OFP in
children and adolescents (Nilsson et al 2005, List
et al, 1999) have been found to be around 7%.
From puberty girls more often than boys report
these kinds of disturbances, but the fluctuations in
time (Wänman & Agerberg 1986) make a conser-
vative treatment approach recommendable.

In a prospective study TMD symptoms and signs
were registered in three parallel groups, one with
Class II malocclusion treated orthodontically, one
with Class II malocclusion without orthodontics,
and one group with normal occlusion. TMJ click-
ing increased over time, although it was of less fre-
quency in the normal group. The normal group had
a lower frequency overall of TMD. TMD fluctu-
ated substantially over time with no predictable
pattern. The large fluctuation over time again leads
us to suggest a conservative approach for therapy
of TMDs in children and adolescents (Henriksson
& Nilner, 2006).

Therapeutic modalities reported in the literature
are information, relaxation therapy, occlusal appli-
ances (Wahlund et al, 2003) and they have shown
acceptable results. When all teeth except for the third
molar are fully erupted at the age of 13, a stabiliza-
tion appliance can be recommended as a part of the
management. Other types of therapeutic modalities
(eg, exercises for the lower jaw, biofeedback) have
been presented (Skeppar & Nilner, 1993).

Conclusions

In assessment, diagnosis and management of
TMDs/OFP, some aspects are not convincingly sci-
entifically proven. In daily practice, this may result
in a dilemma between TMD signs and symptoms,
and the treatment need and demand (Mohl &
Ohrbach, 1992). In general the management
should be prudent and well considered (Stohler &
Zarb, 1999).

Patients with TMD of myogenous and arthroge-
nous origin can be successfully managed using
conservative noninvasive methods by the general
dental practitioner (Sundqvist et al, 2003).
However, they should be additionally trained in
diagnostics, differential diagnosis, and planning a
tailored and patient-centered therapy. Because of
the multifactorial etiology, different from patient
to patient, different therapeutic approaches should
be used in seemingly similar cases. Studies have
convincingly shown that a combined therapeutic
approach leads to more favorable results than a
single approach. It is important that the general
practitioner treats these patients because up to 5%
of the population is demanding therapy for pain
and dysfunction of the orofacial region. The gen-
eral dental practitioner should also be aware of
her/his limitations and refer to TMD specialist or
other relevant medical specialist in case of psycho-
logical components, neuropathic pain, or pro-
nounced chronicity.

The guidelines for the general practitioner should
urge the practitioner to do additional reading and
to keep up with the fast evolution of science.

These recommendations should be reviewed and
adapted on a regular basis.
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