
Journa
C A L I F O R N I A  D E N T A L  A S S O C I A T I O N

Biophysical Approach

TMD Orthopedics

Airway Centric Philosophy

Physiologic Neuromuscular 
Dentistry

August 2014

TMD:  
THE GREAT 

CONTROVERSY
Daniel N. Jenkins, DDS, LVIF, CDE



C DA  J O U R N A L ,  V O L  4 2 ,  Nº 8

 A U G U S T  2 014  495

Aug. 2014

D E PA R TM E N T S

F E AT U R E S

The Associate Editor/Will I Become Extinct?

Impressions

CDA Presents

RM Matters/License Needed to Play Movies 
in Your Practice

Regulatory Compliance/Dental Practice Act 
Compliance Q&A

Periscope

Tech Trends

Dr. Bob/Snore and You Sleep Alone

497

501

509

575

579 

585

588

589

TMD: The Great Controversy

An introduction to the issue.

Daniel N. Jenkins, DDS, LVIF, CDE

Temporomandibular Disorders: A Human Systems Approach 

This paper presents a broad, inclusive approach to diagnosis and management of TMD that 
reflects both conceptual models of human systems in understanding chronic illnesses as well 
as systematic reviews of treatment for successful management. 

James Fricton, DDS, MS

Temporomandibular Joint Orthopedics With Anterior Repositioning Appliance 
Therapy and Therapeutic Injections

ARA therapy for TMJ internal derangements is successful in long-term recapturing of disks. 

H. Clifton Simmons III, DDS

Airway Centric TMJ Philosophy

Any TMJ or occlusal philosophy must address airway patency while managing pain and 
dysfunction, identifying contributing factors and alleviating perpetuating factors.

Michael L. Gelb, DDS, MS

Physiologic Neuromuscular Dental Paradigm for the Diagnosis and Treatment of 
Temporomandibular Disorders

PNMD paradigm acknowledges the primacy of physiology in shaping and controlling 
anatomy in a functioning human body.

Prabu Raman, DDS, MICCMO, LVIM, FPFA, FACD

518

523

537

551

563

501



C DA  J O U R N A L ,  V O L  4 2 ,  Nº 8

496 A U G U S T  2 014

CDA Offi  cers
James D. Stephens, DDS
PRESIDENT

president@cda.org

Walter G. Weber, DDS
PRESIDENT-ELECT

presidentelect@cda.org

Kenneth G. Wallis, DDS
VICE PRESIDENT

vicepresident@cda.org

Clelan G. Ehrler, DDS 
SECRETARY

secretary@cda.org

Kevin M. Keating, DDS, MS
TREASURER

treasurer@cda.org

Alan L. Felsenfeld, DDS
SPEAKER OF THE HOUSE

speaker@cda.org

Lindsey A. Robinson, DDS
IMMEDIATE PAST PRESIDENT

pastpresident@cda.org

Management
Peter A. DuBois
EXECUTIVE DIRECTOR

Jennifer George
CHIEF MARKETING OFFICER

Cathy Mudge
VICE PRESIDENT, 

COMMUNITY AFFAIRS

Alicia Malaby
COMMUNICATIONS 

DIRECTOR

Editorial
Kerry K. Carney, DDS, CDE
EDITOR-IN-CHIEF

Kerry.Carney@cda.org

Ruchi K. Sahota, DDS, CDE
ASSOCIATE EDITOR

 
Brian K. Shue, DDS, CDE
ASSOCIATE EDITOR

Daniel N. Jenkins, DDS
GUEST EDITOR

Andrea LaMattina
PUBLICATIONS SPECIALIST

Blake Ellington
TECH TRENDS EDITOR

Courtney Grant
COMMUNICATIONS 

SPECIALIST

Jack F. Conley, DDS
EDITOR EMERITUS

Robert E. Horseman, DDS
HUMORIST EMERITUS

Production
Val B. Mina
    SENIOR GRAPHIC DESIGNER

Randi Taylor
    SENIOR GRAPHIC DESIGNER

Upcoming Topics 
September/Dental/Medical 
Collaboration, Part 2

October/Dental/Medical 
Collaboration, Part 3 

November/Dental Implant-
supported Restorations

Advertising
Corey Gerhard
ADVERTISING MANAGER

Corey.Gerhard@cda.org
916.554.5304

Letters to the Editor
www.editorialmanager.
com/jcaldentassoc  

Permission and 
Reprints
Andrea LaMattina
PUBLICATIONS SPECIALIST

Andrea.LaMattina@cda.org
916.554.5950

Manuscript 
Submissions
www.editorialmanager.
com/jcaldentassoc

Subscriptions
Subscriptions are available 
only to active members of 
the Association. The 
subscription rate is $18 and 
is included in membership 
dues. Nonmembers can 
view the publication online 
at cda.org/journal.

Manage your subscription 
online: go to cda.org, log in 
and update any changes to 
your mailing information.
Email questions or other 
changes to membership@
cda.org.

Volume 42, Number 8
August 2014

Journal of the California Dental Association (ISSN 1043-2256) is published monthly by the 
California Dental Association, 1201 K St., 14th Floor, Sacramento, CA 95814, 916.554.5950. 
Periodicals postage paid at Sacramento, Calif. Postmaster: Send address changes to Journal 
of the California Dental Association, P.O. Box 13749, Sacramento, CA 95853.

The California Dental Association holds the copyright for all articles and artwork published 
herein. The Journal of the California Dental Association is published under the supervision of 
CDA’s editorial staff . Neither the editorial staff , the editor, nor the association are responsible for 
any expression of opinion or statement of fact, all of which are published solely on the authority 
of the author whose name is indicated. The association reserves the right to illustrate, reduce, 
revise or reject any manuscript submitted. Articles are considered for publication on condition 
that they are contributed solely to the Journal.

Copyright 2014 by the California Dental Association. All rights reserved.

published by the 
California 
Dental Association 
1201 K St., 14th Floor 
Sacramento, CA 95814 
800.232.7645 
cda.org

Journa
C A L I F O R N I A  D E N T A L  A S S O C I A T I O N

CDA classifieds work harder to 

bring you results. Selling a practice 

or a piece of equipment? Now you 

can include photos to help buyers 

see the potential. 

And if you’re hiring, candidates 

anywhere can apply right from 

the site. Looking for a job? You can 

post that, too. And the best part—

it’s free to all CDA members.   

All of these features are designed to 

help you get the results you need, 

faster than ever. Check it out for 

yourself at cda.org/classifieds.

 

CDA Classifieds. 
Free postings.
Priceless results.

CDA classifieds work harder to 

bring you results. Selling a practice 

or a piece of equipment? Now you

Stay Connected cda.org/journal

Go Digital cda.org/apps

Look for this symbol, noting additional video 
content in the e-pub version of the Journal.





C DA  J O U R N A L ,  V O L  4 2 ,  Nº 8

 A U G U S T  2 014  519

i n t r o d u c t i o n

on this CR position, a TMD patient in 
pain has often had teeth reconstructed 
to maintain CR. Keeping in mind that 
many people have achieved pain relief 
and function from this CR position, 
you might ask, “Why?” In fact, there 
are probably successful cases with 
every other CR position and TMD 
philosophy. Otherwise, why would dentists 
keep treating patients by using those 
approaches? (Although, at a recent TMD 
debate, one presenter admitted that she 
had TMD and has not been successful 
in curing it with her own philosophy.) 

TMD pain is transmitted to the 
brain by nerves. Among the many TMD 
philosophies I have studied or reviewed, 
pain by nerve transmission is accepted. 
The controversy arises over what causes 
the pain and what is to be done about 
it. Relieving TMD pain is only a short-
term goal; treating the cause to keep it 
from recurring is the long-term goal. I 
have relieved many TMD patients of 
their pain within a few minutes simply 
by having them close lightly on a cotton 
roll with their anterior teeth — but 
that is not a long-term solution.

T
wenty-fi ve hundred years ago, 
Hippocrates recorded in his 
sixth book of Epidemics his 
observation, which confi rmed 
traditional thought of the 

time, that many people with severe 
headaches also had crooked teeth. 
Over the centuries, while the tooth-
headache connection was accepted, 
there did not seem to be a consistently 
successful treatment. With the advent 
of pharmacological pain medications 
in the 20th century, head pain was 
treated by drugs, thus treating the 
symptoms and not the cause. Since 
the patient’s primary goal is pain relief, 
drug therapy was deemed a success by 
the patient — at least for a while.

Most dental students are taught 
a centric relation (CR) philosophy 
regarding TMD. While there are more 
than 25 accepted defi nitions of CR, 
the most common one taught in dental 
schools in the U.S. is that the proper 
position of the condyles of the mandible 
is in the uppermost and most posterior 
position in the glenoid fossa. (Thus, it 
fi ts into place like a puzzle piece.) Based 

GUEST EDITOR

Daniel N. Jenkins, 
DDS, LVIF, CDE,  holds a 
fellowship and instructs in 
Physiologic Neuromuscular 
TMD at the Las Vegas 
Institute for Advanced 
Dental Studies. He is a 
certifi ed dental editor of 
the American Association 
of Dental Editors and 
Journalists, editor of the 
Tri-County Dental Society, 
book review editor of 
Cranio: The Journal 
of Craniomandibular 
and Sleep Practice and 
immediate past-president of 
the International Association 
of Comprehensive 
Aesthetics (IACA), ADA 
designated champion for 
evidenced-based dentistry 
and a board member of 
the American Alliance of 
TMD Organizations. Dr. 
Jenkins has a private dental 
practice in Riverside, Calif.
Confl ict of Interest 
Disclosure: Dr. Jenkins 
holds a fellowship and 
instructs in Physiologic 
Neuromuscular TMD at 
the Las Vegas Institute for 
Advanced Dental Studies.

TMD: The Great Controversy
Daniel N. Jenkins, DDS, LVIF, CDE

Video for this article is available in the e-pub version of the Journal, available at cda.org/apps.



C DA  J O U R N A L ,  V O L  4 2 ,  Nº 8

520 A U G U S T  2 014

Sixty-plus years ago, Bernard 
Jankelson, DDS, in search of relief for 
his wife’s MS symptoms, developed the 
neuromuscular philosophy of TMD 
treatment, which theorized that the 
pain transmitted via the nerves to the 
brain was caused by muscle strain. Prior 
to this, he practiced CR. The idea of 
muscle strain causing pain is not unusual 
in most TMD philosophies; the debate 
is about how to achieve it and whether 
it is possible to determine objectively 
when the muscles achieve calm. 

In 1959, Laszlo Schwartz, DDS, 
published his biopsychosocial philosophy 
of TMD. This considers pain physiology 
with comorbidities elsewhere in the 
body and mind as well as life events that 
can elicit pain responses in the TMJ 
area. Charles Greene, DDS, an editorial 
board member of The Journal of the 
American Dental Association, wrote an 
editorial piece in the September 2010 
issue under the auspices of the American 
Association of Dental Research, stating 
that the biopsychosocial philosophy 
was a “new guideline for care” for TMD. 
This caused a lot of controversy in the 
TMD world and a record number of 
letters to the editor of JADA, most in 
opposition of Dr. Greene’s piece.

This revival of the TMD controversy 
has stimulated study of the many TMD 
philosophies. Dentists who wish to 
study TMD are amazed at how many 
philosophies there are. Because most 
dentists were originally taught the 
upper-posterior CR position in school, 
which is now rarely taught, they will 
have to evaluate the many other methods 
or philosophies, meaning an in-depth 
examination and understanding of 
anatomy, physiology, physics, occlusion, 
psychology and social behaviors. 

In this issue, four authors state their 
differing TMD philosophies. Each 
then reviews the other three authors’ 

statements of philosophy, so you can 
understand each one’s opinion, as a 
TMD expert, on what they feel are the 
differences among them. Following 
those reviews, the authors respond to the 
critiques of their individual philosophies. 
The difference between some authors 
may seem slight, but those differences 
are clearly important to them. 

I was originally asked to gather authors 
from all the various philosophies, but 
due to the number of philosophies that 
exist, that was impossible. However, I did 
ask many leaders of TMD philosophies, 
organizations and institutes to participate 
in this unique issue. I even sent an 
invitation to Dr. Greene, the originator 
of our newest controversy, but he 
graciously declined to participate. 

However, James Fricton, DDS, MS, 
from the dental school at the University 
of Minnesota, is capably representing 
the biopsychosocial philosophy. He 
is also well known in the oral facial 
pain area. Clifton Simmons III, DDS, 
practices TMD in Chattanooga, Tenn. 
Michael Gelb, DDS, MS, directs a 
TMD-sleep institute in New York City. 
TMD dentists will recognize the Gelb 
name from his father Harold Gelb, DDS. 
Prabu Raman, DDS, MICCMO, LVIM, 
FPFA, FACD, has conducted a practice 
limited to neuromuscular TMD for 20 
years in Kansas City, Mo. While my 
relationship to Dr. Raman is the closest 
of the four authors, working with them 
for the last two years on this issue has 
given me a great respect and a bond with 
all of them that I will always value. 

My hopes are that you will be 
stimulated to study TMD for yourself 
and decide on a treatment philosophy, 
whether it be one of the four presented 
here or another. Remember, none of us 
knows what we don’t know, and that 
is why we should all keep learning. 
I wish you success and peace. ■
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p n m d

improvements occur in any arena with 
a change in the basic paradigm.1 The 
physiologic neuromuscular dentistry 
(PNMD) paradigm offers such a 
signifi cant improvement in how the 
dental profession views and treats 
TMD. It acknowledges the primacy of 
physiology in shaping and controlling 
anatomy in a functioning human 
body. A guiding principle of PNMD 
is, “If it has been measured, it is a fact. 
If it has not been measured, it is an 
opinion.” As such, physiologic data 
such as electromyography (EMG) 
of the jaw and neck muscles drive 
diagnostic and clinical decisions.

T
he diagnosis and treatment of 
temporomandibular disorders 
(TMD) is the most confusing 
subject in dentistry. Many factors 
contribute to this confusion; 

chief among them is a simplistic view 
of this disease that relates it only to 
temporomandibular joints (TMJs) or 
attributes it to a single etiology. Another 
factor is the lack of TMD training 
in predoctoral dental education. 

TMD encompasses a group of 
musculoskeletal and neuromuscular 
conditions that involve the masticatory 
system, the dentition (occlusion), the 
TMJs and all associated tissues. Quantum 
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A B S T R AC T  Shifting from traditional anatomical/mechanistic models, the 
physiologic neuromuscular dentistry (PNMD) paradigm acknowledges the 
primacy of physiology in shaping and controlling anatomy in a functioning 
human body. Occlusal disharmony from mandibular discrepancy to cranium leads 
to temporomandibular disorders (TMD), which is a disease of musculoskeletal 
imbalance in the postural chain exceeding the individual’s physiologic adaptive 
capacity. To diagnose optimal craniomandibular alignment, PNMD is guided by 
real-time objective physiologic data such as electromyography (EMG).
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The concepts and practice of 
neuromuscular dentistry go back to the 
1950s and have since been improved 
considerably. These concepts are based 
on principles of physiology that earned 
Nobel prizes for their discoverers — Hill 
(glycolysis), Sherrington (reciprocal 
inhibition), Krebs (adenosine triphosphate 
[ATP] production), Eccles, Hodgkin and 
Huxley (action potential, myoneural 
junction, sliding muscle fi laments) and 
Katz (muscle frequency and fatigue). 
Yet, many in our dental profession are 
still unfamiliar with PNMD concepts.

A dentist’s duty is to relieve pain 
or adverse symptoms from which a 
patient seeks relief. Our patients are 
best served when TMD is viewed 
more comprehensively as a disease 
of musculoskeletal imbalance in the 
postural chain exceeding the individual’s 
physiologic adaptive capacity.2 This 
paradigm is more useful in the diagnosis 
and defi nitive treatment. Cranio-cervico 
mandibular disorder (CCMD) would 
be a more accurate description of this 
disorder, but due to the historic use of 
the term, “TMD” is used in this paper. 

Symptoms of TMD are so varied that it 
has been called the “great impostor.” They 
include orofacial symptoms such as TMJ 
pain, articular disk displacement without 
reduction (closed lock), articular disk 
displacement with reduction (clicking) 
with or without pain, limited mandibular 
range of motion, facial pain, referred 
dental pain, excessive tooth structure loss, 
unexplained tooth mobility, unexplained 
bone loss and more. TMD symptoms also 
include headache, migraine,3 earache,4,5 
ear congestion,6 autophony, tinnitus,7 
vertigo,8 cervical pain,9 limited cervical 
range of motion, forward neck posture,10,11 
obstructive sleep disordered breathing,12 

fi bromyalgia, swallowing disorders,13 
arm pain, paresthesia of fi ngertips,13 
back pain13 and more. Other disorders 

TMJ CO

SMV View

All lateral and frontal images are actual size (1:1)

Right Frontal Left Frontal

Right Lateral CO Left Lateral CO

FIGURE 1.  Pretreatment CT scan with teeth in occlusion — TMJ views coronal, axial and sagittal cuts.

of the body can cause some of the same 
symptoms, so a differential diagnosis 
must include TMD as a possible etiology, 
and other pathologies must be ruled out 
through appropriate tests or referrals.

The role of occlusion in the etiology of 
TMD has been widely documented in the 
dental literature.14 Occlusal disharmony 
can result in hyperactivity and a disturbed 
pattern of muscle contractions leading 
to muscular pain and joint overload.15 
Palpation alone is a gross indicator at 
best and is subject to highly variable 
results among clinicians and to variability 
in the patient’s tolerance. Therefore, 

palpation alone is inadequate to provide 
the best possible clinical evaluation of 
the masticatory muscles.16 Would we 
use subjective pain reported by a patient 
as the only criterion to evaluate the 
health of periodontium or of a carious 
lesion? A scientifi c and objective 
assessment of the masticatory muscles 
as part of the clinical examination is 
essential. Numerous studies have shown 
that the TMD patient population has 
elevated resting EMG activity and 
weak or asymmetrical functional EMG 
activity.17-19 TMD patients frequently 
exhibit altered muscle activation patterns. 

p n m d
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The role of dentition is unique in the 
postural chain. No other joint has the end 
point that is as changeable as the dentition 
is to the TM joints. While much emphasis 
is placed on the actual interdigitation of 
teeth (occlusion), the effort needed by 
the mandibular posturing muscles to bring 
the teeth into occlusion is not usually 
measured. No matter how poorly aligned 
the teeth might be, the masticatory muscles 
will bring the teeth into occlusion so that 
we may chew, eat, swallow and survive. 
For example, if a poorly aligned door runs 
into the doorframe, it can still be forced 
to shut; but over time, this would lead 
to deterioration of the hinges. While no 
one will consider only the shut position of 
such a door and pronounce it as perfectly 
fi tting, looking at the fi nal occlusion alone 
ignores the muscular effort required to 
bring the mandible into that position. In 
this analogy, would the deterioration of 
the hinges be the only condition to qualify 
it as a problem? This is akin to those who 
would not consider a patient to have TMD 
if there are no overt signs of TMJ internal 
derangement or other joint symptoms. 
This analogy does not at all convey the 
complexity of the stomatognathic system.

Mandibular position and occlusion have 
a profound effect on postural stability.20,21 
Swallowing occurs hundreds of times a 
day.22 When teeth contact, as in swallowing 
and chewing, mechanoreceptors in the 
periodontal ligaments are stimulated. 
These serve as an important peripheral 
afferent of proprioception for the central 
nervous system.23 Forty percent of the 
postural data that the brain receives is 
from the position of the mandible in 

space.24 Mandibular posture and cervical 
posture are functionally connected;25,26 
as such, mandibular posture affects upper 
cervical posture.27,28 The alignment of these 
craniocervical vertebrae also affects the 
lumen of the spinal canal at this critical 
level, as well as the fl ow characteristics 
through the vertebral arteries. It even 
impacts the tension on the recently 
discovered myodural junction between dura 
mater and the rectus capitus posterior minor 
muscle,29 which could explain cervicogenic 
headaches. TMJs are functionally related 
to the atlanto-occipital joints,30 which 
in turn have a profound impact on the 
central nervous system.31 Cervical posture 
affects the lumbar and overall posture.32 
Based on these facts, it is clear that the 
impact of dental occlusion on the function 
of the human body is quite profound. 

TMD sufferers do not want to be 
medicated for the rest of their lives to 
only dull their symptoms through a 
medical pain management paradigm. 
Many consider these medications to be 
ineffective or the side effects unacceptable. 
Most fi nd their condition progressing from 
mild to worse and sometimes to disabling. 
While they experience unrelenting pain 
or discomfort, many patients do not show 
radiological evidence of breakdown in 
their TMJ for years or show external 
signs such as hemorrhage or edema. 
This is a helpless position to be in, to 
feel the pain but see no end in sight. 
However, EMG studies are valuable in 
objectively revealing the dysfunctional 
physiology of the masticatory muscles.

To illustrate this point, the author 
presents the case history of Dana P. 

After all, intellectual discussions of 
philosophical differences do not interest 
dentists in clinical practice as much as the 
application of such a philosophy in helping 
an actual patient. Dana,  a 49-year-old 
female small business owner who was in 
good health except for a 15-year history 
of weekly migraines, presented for a 
TMD evaluation. Her general dentist, 
an oral surgeon who evaluated her TMJ 
and the orthodontist who treated her 
as an adult to achieve better occlusion 
had all concluded that she had no “TMJ 
disorder.” She had been diagnosed with 
migraines by a neurologist and had been 
on various migraine, nausea and muscle 
relaxant medications for maintenance 
and to abort migraines. Otolaryngologists, 
allergists, pain management specialists, 
three chiropractors, a physical therapist, 
four neurologists and numerous massage 
therapists had treated her over the 15 years. 
Yet she also had back pain, neck pain, 
pain behind the eyes, shoulder pain, etc. 
When she took Zomig to abort a migraine 
onset, she would have to lie down in a dark 
room for a day and it often took another 
day for her to feel normal again. Because 
she had two to three migraine attacks a 
week, most days she was either in bed 
with a migraine or recovering from one.

Oral examination of the hard and 
soft tissue was done. Findings were:

 ■ Teeth Nos. 1, 5, 12, 16, 17, 21, 28 and 
32 had been removed for orthodontia.

 ■ Bilateral mandibular buccal exostoses, 
bilateral antegonial mandibular notching 
and a scalloped tongue were noted.

 ■ Mandibular range of motion: 
vertical = 54 mm, right lateral 
excursion = 11 mm, left lateral 
excursion = 9 mm, protrusion = 10 mm.

 ■ Upper cervical rotation range of motion 
was measured: 65 degrees to the right 
side, 60 degrees to the left side.

 ■ Blood pressure: 122/77, pO2: 
99% and pulse rate: 62 were 

FIGURE 2.  Pretreatment CT scan with teeth in occlusion — 
panoramic view.
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recorded with pulse oximetry.
 ■  Palpation of TMJ, jaw and cervical 

muscles was performed and recorded.
 ■ Severe tenderness was noted at left 

shoulder trapezius and bilateral lateral 
pterygoids; moderate tenderness was 
noted at bilateral medial pterygoids, 
right posterior scalene and bilateral 
stylomandibular ligaments; mild 
tenderness was noted at left temporal 
tendon, right levator scapula, 
right neck trapezius, left posterior 
scalene, right anterior scalene, right 
sternocleidomastoid muscle (SCM), 
bilateral occipital, bilateral middle 
scalenes, bilateral posterior TMJ 
space and bilateral joint capsules.
Cone beam CT evaluation of the 

TMJs was within normal limits with 
slight reduction of joint space. It was 
negative for condylar deformation or 
deterioration (FIGURES 1 and 2). 

A Myotronics K7 evaluation system 
was utilized. The patient’s resting EMG, 
shown on the left half of the image, 
was within the norms noted on the left 
margin. However, the effort it took for 
her temporalis muscles just to bring the 
teeth into occlusion, shown on the right 
half of the image, increased 5X on the 
left and 8X on the right side compared 
to resting posture (FIGURES 3 and 4).

Her cranial nerves V, VII and XII 
(trigeminal, facial and spinal accessory 

nerves) were pulsed for 60 minutes by ultra-
low-frequency transcutaneous electroneural 
stimulation (ULF-TENS). Every muscle 
innervated by these nerves was pulsed 
for 0.5 second every 1.5 seconds so they 
would contract and relax, essentially 
massaging each of these muscles to improve 
oxygenated blood fl ow, eliminating waste 
products such as lactic acid from the 
muscles to reestablish a biochemical and 
physiologic optimum. A repeat EMG 
showed even lower recruitment of these 
muscles, denoting relaxed muscles. From 
this optimal physiologic condition, the true 
magnitude of the mandibular discrepancy 
was revealed when the patient brought 
her teeth into light occlusion requiring 
7X on the right side and 12X on the 
left temporalis (FIGURES 5 and  6). 

Once the 3-D relationship of the 
mandible to maxilla was diagnosed, 
a temporary anatomic fi xed orthotic 
was constructed of Integrity resin 
(DENTSPLY, Milford, Del.) on the 
mandibular arch to allow for physiologic 
economy of the posturing muscles. 
The patient functioned with this fi xed 
orthotic that she could not remove but 
that could be removed by the dentist 
if the treatment was unsuccessful in 
symptom resolution. At a follow-up 
visit seven days after delivery, the 
mandibular function was again objectively 
evaluated and coronoplastied. The 

same act of bringing the teeth into 
occlusion was almost effortless with 
the orthotic (FIGURES 7 and  8). 

While this objective measure of 
improvement is encouraging, the most 
important measure is that all of Dana’s 
symptoms resolved 70 percent within 
30 days, far exceeding her expectations. 
Therefore, she chose the option of 
orthodontically moving her teeth, guided 
by the physiologic metrics to permanently 
change her mandibular alignment. One 
year later, she is currently undergoing 
physiologic neuromuscular orthodontics 
and remains 90 percent symptom-free. 
The improvement in Dana’s quality of life 
and that of her family is immeasurable, 
according to her and her husband.

Dentists who choose to treat TMD 
patients should acknowledge that TMD 
is multifactorial.33-36 They should use 
objective measurements of physiology37 
to supplement anatomical data such as 
radiographic imaging and subjective 
reports in the diagnosis and treatment. 
TMJ radiographic imaging does not 
make a diagnosis of etiology in and of 
itself. Qualifi ed medical professionals 
interpret imaging records and those data 
facilitate the overall diagnosis. Similarly, 
surface EMG studies provide objective 
clinical information about masticatory 
muscle status, which a properly trained 
dentist interprets to aid in his or her 

FIGURE 3 .  Pretreatment sEMG scan of mandibular and cervical posture muscles 
at rest versus at light occlusion. LTA = left temporalis anterior, LMM = left medial 
masseter, RSM = right sternocleidomastoid and RDA = right digastric anterior.

FIGURE 4 .  Comparison of muscle recruitment at rest versus eff ort needed to bring 
teeth into just light occlusion prior to chewing. RTA and LTA posture the mandible and 
bring it through space into occlusion.
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diagnosis. The bioelectronic devices 
commonly known as neuromuscular 
measurement devices are used to 
provide the diagnosing clinician with 
much expanded, precise, objective 
measurements and clinical information to 
reach an accurate diagnosis. The role of 
these instruments in reliably documenting 
and providing objective data is well 
documented in numerous studies.38-40

As dentists, our training and license 
to practice limit us to the orofacial 
region. At the outset, it is necessary to 
determine whether the primary etiology 
of the patient’s complaints is related to 
a discrepancy of mandibular posture. If 
so, a comprehensive gathering of data is 
needed to facilitate an accurate diagnosis. 
These may include the following:

 ■ Comprehensive history, including 
medical and dental history.

 ■ Thorough examination of the 
dentition and periodontium.

 ■ Diagnostic photographs of the 
dentition, face and posture.

 ■ Palpation of the muscles of mastication, 
TMJs and cervical muscles.

 ■ Range of motion records of mandible 
and upper cervical spine.41

 ■ Surface electromyographic (sEMG) 
studies of muscles of mandibular and 
cervical posture.42 These may include 
sEMG measurements of muscles of 
mandibular posture at rest,43,44 with 

teeth in light habitual occlusion,45 
maximum clenching46 and contraction 
frequency of muscles that indicate 
muscle fi ber types and fatigue levels.47 
The utility and reliability of sEMG is 
well established in research literature.48-50 

 ■ Computerized jaw tracking studies 
of mandibular movement.51 

 ■ Electrosonography (ESG) recordings 
of TMJ sounds during function.52 

 ■ Cone beam CT views or corrected 
tomograms of the TMJs in habitual 
occlusion, maximal opening 
and maximal protrusion. 

 ■ Static posture and gait analyses to 
identify postural compensations.

 ■ ULF-TENS of muscles of mastication 
and cervical posture through 
neurally mediated pulses.53-57

 ■ Determination of the physiologic 
neuromuscular mandibular position 
within a neutral zone when muscles 
of mastication and cervical posture 
are optimally unstrained.58 Objective, 
real-time EMG measurements of the 
posture muscles guide the clinician 
in diagnosing this position.59 There is 
universal agreement on comfortable, 
unstrained masticatory muscles as a 
requisite for a healthy stomatognathic 
system. PNMD protocols actually 
measure physiologic data to confi rm this, 
rather than just relying on subjective 
measures. The discrepancy between 

the mandibular position of presenting 
habitual occlusion and the physiologic 
neuromuscular mandibular position 
is the starting point of therapy.60

A neuromuscular dental treatment plan 
requires minimal or no treatment when the 
dentist’s diagnosis so indicates. Provisional, 
reversible treatment that accommodates 
chewing and speaking is used fi rst to 
confi rm the effi cacy of therapy, validate the 
planned treatment and to further refi ne the 
mandibular position before any permanent 
alteration of the teeth is done. Because 
mandibular posture is a function of the 
overall posture, as the posture improves, 
the mandibular posture may change as well 
until stability is achieved. The patient and 
dentist have the option of discontinuing 
orthotic therapy if there is inadequate 
improvement. Objective measures, similar 
to the pretreatment diagnostic series, 
are used to evaluate progress. Treatment 
progress needs to be evaluated partly 
through subjective reports, as has been 
done traditionally. However, because there 
are inherent inaccuracies involved in 
subjective reports, objective measures are 
needed, as well. This is akin to a physician 
using electrocardiogram recordings or blood 
pressure readings for diagnosis as well as 
evaluating the effi cacy of treatment and 
not just relying on how the patient feels. 

Only when there is substantial 
improvement in both subjective and 

FIGURE 5.  Post ULF-TENS treatment sEMG scan of mandibular and cervical 
posture muscles at rest versus at light occlusion reveals the actual level of mandibular 
discrepancy to maxilla.

FIGURE 6 .  Comparison of muscle recruitment at rest versus eff ort needed to just 
bring teeth into light occlusion prior to chewing.
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objective measurements of treatment 
progress, thus proving the validity of the 
craniomandibular position, should any 
stabilizing steps that involve irreversible 
changes even be considered.61 These 
include orthodontic movement of teeth, 
restorative treatment of some or all teeth 
and prosthetic replacement of missing 
teeth. No matter which option is chosen, 
objective data are used as a guide by the 
treating dentist to either replicate or further 
improve the mandibular position previously 
proven by the reversible orthotic therapy. 
Each of these options has corresponding 
consequences. It is the treating dentist’s 
responsibility to educate the patient on 
these consequences. Ultimately, it is the 
patient’s prerogative to make the decision 
on the options, including the option of 
no treatment, once all the consequences 
of each option are well understood. In 
this manner, any choice the patient 
makes is an informed decision.62 

In discussions of evidence-based 
dentistry (EBD), the greatest importance is 
placed on literature citations. As defi ned at 
the 2008 ADA Evidenced-based Dentistry 
conference, “Evidence-based dentistry is an 
approach to oral health care that requires 
the judicious integration of systematic 
assessments of clinically relevant scientifi c 
evidence, relating to the patient’s oral and 
medical condition and history, with the 
dentist’s clinical expertise and the patient’s 

treatment needs and preferences.”63 A 
dentist’s clinical expertise and a patient’s 
treatment needs and preferences are 
equally as valid as literature support. In 
their JADA editorial, Glick and Meyer 
acknowledge, “In reality, a lack of clinical 
research or insuffi cient clinical evidence 
is the rule rather than the exception 
in dentistry and medicine.” They also 
state, “Scientifi c plausibility — or ‘prior 
probability’ — also must be considered. 
Good science accounts for all relevant 
evidence, including prior probabilities, as 
building blocks for new data. These prior 
probabilities may include the experience 
of having previously adhered to a specifi c 
treatment approach and … health care 
providers must continually seek to improve 
the quality of patient care through sound 
professional judgment based on provider 
experience, expertise and clinically 
relevant research.”64 Neuromuscular 
dentists have the necessary expertise and 
the experience of thousands of patients 
whose TMD symptoms were successfully 
resolved through a comprehensive 
approach for evaluation and treatment. 

PNMD protocols are indeed guided by 
evidence-based dentistry65 in line with the 
ADA’s position of considering the clinical 
expertise of thousands of private-practice 
dentists around the world who successfully 
treat TMD patients daily. Even more 
important, this approach considers 

the treatment needs and preferences 
of patients who choose treatment 
options after being fully informed of the 
consequences of all options — including 
letting their disease continue without 
any intervention. All caring practitioners 
can support this approach that respects 
the patients who seek our care. ■

REFERENCES
1. Covey SR. The 7 Habits of Highly Eff ective People.
2. Cuccia A, Caradonna C. The relationship between the 
stomatognathic system and body posture. Clinics 2009;64(1):61-6.
3. Milanov I, Bogdanova D. Trigemino-cervical refl ex in patients 
with headache. Cephalalgia 2003 Feb;23(1):35-8.
4. Kim DS, Cheang P, Dover S, Drake-Lee AB. Dental otalgia. J 
Laryngol Otol 2007 Dec;121(12):1129-34.
5. Cooper BC. Recognition of craniomandibular disorders. 
Otolaryngol Clin North Am 1992 Aug;25(4):867-87.
6. Bjorne A, Agerberg G. Reduction in sick leave and costs to 
society of patients with Meniere’s disease after treatment of 
temporomandibular and cervical spine disorders: a controlled six-
year cost-benefi t study. Cranio 2003 Apr;21(2):136-43.
7. Bjorne A, Berven A, Agerberg G. Cervical signs and symptoms 
in patients with Meniere’s disease: a controlled study. Cranio 1998 
Jul;16(3):194-202.
8. Bjorne A, Agerberg G. Symptom relief after treatment of 
temporomandibular and cervical spine disorders in patients 
with Meniere’s disease: a three-year follow-up. Cranio 2003 
Jan;21(1):50-60.
9. Visscher CM, Lobbezoo F, de Boer W, van der Zaag J, Naeije 
M. Prevalence of cervical spinal pain in craniomandibular pain 
patients. Eur J Oral Sci 2001 Apr;109(2):76-80.
10. D’Attilio M, Epifania E, Ciuff olo F, Salini V, Filippi MR, Dolci 
M, Festa F, Tecco S. Cervical lordosis angle measured on lateral 
cephalograms; fi ndings in skeletal class II female subjects with and 
without TMD: a cross sectional study. Cranio 2004 Jan;22(1):27-
44.
11. Makofsky HW. “The infl uence of forward head posture on 
dental occlusion.” Cranio 2000 Jan;18(1):30-9.
12. Cunali PA, Almeida FR, Santos CD, Valdrighi NY, 
Nascimento LS, Dal’Fabbro C, Tufi k S, Bittencourt LR. Prevalence 
of temporomandibular disorders in obstructive sleep apnea 

FIGURE 7.  One week post PNMD fi xed orthotic treatment sEMG scan of posture 
muscles at rest versus eff ortless occlusion proves that the mandibular discrepancy to 
maxilla has been corrected through the PNMD orthotic. 

FIGURE 8 .  Comparison of muscle recruitment at rest versus eff ort needed to bring 
teeth into light occlusion prior to chewing shows that temporalis anterior muscles 
needed little eff ort. This correlates with symptom resolution.

p n m d



C DA  J O U R N A L ,  V O L  4 2 ,  Nº 8

 A U G U S T  2 014  569

patients referred for oral appliance therapy. Orofac Pain 2009 
Fall;23(4):339-44.
13. Simons DG, Travell JG, Simons LS. Myofascial Pain and 
Dysfunction. vol. 1. 2nd ed. Williams & Wilkins. p. 368. p. 505. 
p. 292.
14. Čelić R, Kraljević K, Kraljević S, Badel T, Pandurić J. The 
Correlation Between Temporomandibular Disorders and 
Morphological Occlusion. Acta Stomatol Croat 2000;34(1).
15. Fushima K, Inui M, Sato S. Dental asymmetry in temporo-
mandibular disorders. J Oral Rehabil 1999;26(9):752-756.
16. Sato H, Matsuguma T, et al. Deformation displacement of 
posterior digastric and sternocleidomastoid muscles during posterior 
digastric muscle palpation using magnetic resonance imaging and 
image processing procedure. J Oral Rehabil volume 29, issue 9, 
pages 884–885, September 2002.
17. Tartaglia GM, Moreira Rodrigues da Silva MA, Bottini S, 
Sforza C, Ferrario VF. Masticatory muscle activity during maximum 
voluntary clench in diff erent research diagnostic criteria for 
temporomandibular disorders (RDC/TMD) groups. Man Ther 
2008;13(5):434-440.
18. Tecco S, Tetè S, D’Attilio M, Perillo L, Festa F. Surface 
electromyographic patterns of masticatory, neck, and trunk muscles 
in temporomandibular joint dysfunction patients undergoing anterior 
repositioning splint therapy. Eur J Orthod 2008;30(6):592-597.
19. Santana-Mora, U, Cudeiro J, Mora-Bermudez MJ, Rilo-Pousa 
B, Ferreira-Pinho JC, Otero-Cepeda JL, Santana-Penin U. Changes 
in EMG activity during clenching in chronic pain patients with 
unilateral temporomandibular disorders. J Electromyogr Kinesiol 
2009;19(6):e543-549.
20. Munhoz WC, Marques AP, de Siqueira JT. Evaluation of 
body posture in individuals with internal temporomandibular joint 
derangement. Cranio 2005 Oct;23(4):269-77.
21. Gangloff  P; Louis JP; Perrin PP. “Dental occlusion modifi es gaze 
and posture stabilization in human subjects.” Neurosci Lett 2000 
Nov 3;293(3):203-6.
22. Lear CSC, Flanagan JB, Moorrees, CFA. The frequency of 
deglutition in man. Arch Oral Biol 10:83-99, 1965.
23. Dessem D, Donga R, Luo P. Primary- and secondary-like 
jaw-muscle spindle aff erents have characteristic topographic 
distributions. J Neurophysiol 1997 Jun;77(6):2925-44.
24. Beck JL. Lecture at Parkinson’s Resource Organization’s 
symposium, January 2011.
25. Santander H, Mirales R, Jiminez A, Zuniga C, Rocabado M, 
Moya H. Infl uence of stabilization occlusal splint on craniocervical 
relationships. Part II Electromyographic analysis. Cranio 1994 Oct; 
12 (4):227-33.
26. Olmos SR, Kritz-Silverstein D, Halligan W, Silverstein ST. The 
eff ect of condyle fossa relationships on head posture. Cranio 2005 
Jan;23(1):48-52.TMJ Therapy Centre, La Mesa, CA 91942, USA.
27. Ferrrrio VF, Sforza C, Dellavia C, Tartaglia GM. Evidence of an 
infl uence of asymmetrical occlusal interferences on the activity of 
the sternocleidomastoid muscle. J Oral Rehabil 2003, vol. 30, no. 
1. pp. 34-40.
28. Shimazaki T, Motoyoshi M, Hosoi K, Namura S. The eff ect of 
occlusal alteration and masticatory imbalance on the cervical spine. 
Eur J Orthod 2003 Oct;25(5):457-63. 
29. Hack GD, Hallgren RC. Chronic headache relief after section 
of suboccipital muscle dural connections: A care report. Headache 
vol. 44 no. 1, Jan 2004, pp. 84-89 (6).
30. Thomas NR, Dickerson WG, Thomas TD, Davies P. The 
Relationship Between the Upper Cervical Complex and the TM 
Joint in TMD and its Treatment Correction. LVI Visions 2009 – Jan: 
60-68.

Other Authors’ Critiques of Dr. Raman’s Paper
Dr. Fricton

Physiologic Neuromuscular Dentistry Strategy. Dr. Raman discusses the use of 
objective physiologic data such as surface electromyography (EMG) and jaw tracking 
to determine whether occlusal disharmony is causing muscle hyperactivity in the 
masticatory system. To illustrate his point, he presents a case showing that muscle activity 
was reduced when a permanent full-time occlusal splint was used. At 30-day follow-up, 
70 percent of the patient’s symptoms were resolved. Thus, he recommended that the 
patient redo her orthodontic care to move her teeth and jaw to a new “physiologic” 
position as determined by surface electromyography. The paper states that because 
this approach uses objective equipment such as EMG and jaw tracking, it follows 
evidence-based dentistry. Unfortunately, the paper does not review any scientifi c 
evidence related to the reliability and validity of these diagnostic tests nor the results 
of any placebo-controlled, randomized controlled trial evaluating the effi  cacy of this 
approach. Furthermore, the possible adverse events of this approach are not discussed. 

Editor’s note: See Dr. Fricton’s general comments and conclusion on page 545.

Dr. Simmons
Dr. Raman’s manuscript is supportive of neuromuscular dentistry concepts. Muscle 

dysfunction concepts and management by transcutaneous electroneural stimulation 
(TENS) are described. A mandibular rest position is achieved and utilized as a dental 
occlusal treatment position for relief of pain and dysfunction of the masticatory muscles.

Page 563 “As such, physiologic data such as electromyography (EMG) 
of the jaw and neck muscles drive diagnostic and clinical decisions.”

Muscle pain, one of the symptoms associated with TMD, has not been shown to be 
consistently enough refl ected in EMG data (J. Radke, president, BioResearch Inc., written 
communication, February 2011).1 Internal derangement of the TMJ does not universally 
alter muscle function in a predictable way such that EMG data can consistently detect 
this condition (J. Radke, president, BioResearch Inc., written communication, February 
2011).1 TMJ surface EMG in clinical use has little value in testing for the presence or 
absence of specifi c masticatory muscle and TMJ disk displacement disorders.2-4 There is 
very little consensus about the use of EMG in the diagnosis and treatment of some TMDs.

Page 564. “So palpation is inadequate to provide the best possible clinical evaluation 
of the masticatory muscles.”

On page 565, Dr. Raman uses detailed palpation of TMJ, jaw and cervical muscles in his 
example of a patient examination. On page 567, Dr. Raman lists “Palpation of the muscles 
of mastication, TM joints and cervical muscles” in his gathering of data for a diagnosis.

Page 564. “TMD patients frequently exhibit altered muscle activation patterns.”
Muscles do cause most of the pain in a TMD patient, but the cause of the 

disorder is usually not the muscles; it is the underlying injury to the TMJ or neck 
vertebrae. Cyriax believes that muscles are the alarm that tells us there is something 
wrong in the neighborhood.5 The question that should be asked is, “Why are these 
muscles in involuntary contraction?” Isberg believes that chronic contraction in the 
muscles of mastication may be caused by a displaced TMJ disk.6 Cyriax believes 
that if one can treat the joint’s arthritis and/or internal derangement, the muscle 
contractions resolve on their own.5 Neuromuscular dentistry seems to be treating 
the secondary, not the primary, cause of a patient’s pain and dysfunction.

continues in  sidebar on 570
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How does the neuromuscular dentist treat an acute disk displacement without 
reduction or intermittent acute displacement without reduction? If a practitioner is 
solely focused on the muscles, how is a TMJ internal derangement treated?

Care of the TMD patient is broken down into assessment, diagnosis and management.7 
Diagnostic tests, beyond range of motion, anatomic site palpation and diagnostic 
anesthetic blocks, have a minimal role in determining who needs TMD care.1 The 
diagnosis of the TMD patient is properly based upon history (82 percent); then confi dence 
in the diagnosis is added with examination (9 percent) and testing (9 percent).8 

This paper is supportive of neuromuscular dentistry as the method of diagnosing 
and treating TMDs. Any signifi cant opening of the mouth through muscle pulsing with 
TENS or other method causes anterior repositioning of the mandibular condyles in 
their fossae. The reviewing author believes that this technique accomplished its goals 
because of the underlying repositioning of the condyles to a more physiologic orthopedic 
position in the fossae. This anterior repositioning of the condyles may have caused the 
muscles associated with the joint to sense that the joints were more normal and therefore 
the muscles to reduce in contraction and the pain and dysfunction diminished.

I would like to thank Dr. Raman for participating in this journalistic endeavor. 
His patients appreciate his care in relieving their pain and dysfunction.
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Dr. Gelb
The physiologic neuromuscular dental paradigm puts a premium on the 

muscular and reduces the signifi cance of the TMJ, articular disk and airway.
 The TMJ is objectively measured with MRI and cone beam CT and the airway 

with a polysomnogram and home sleep testing. The physiology of the airway aff ects 
the growth and development of the face and with it the mandible and TMJ.

 Dr. Raman states, “Occlusal disharmony can result in hyperactivity and a 
disturbed pattern of muscle contractions, leading to muscular pain and joint 
overload.” AC looks at airway fi rst, TMJ and myofascial second and occlusion 
third. Occlusal disharmony is not the driver in AC TMJ philosophy.

 When considering the actual interdigitation of the teeth, it is not “the eff ort” 
needed by the muscles to bring the teeth into occlusion that is crucial, but more 
important, the eff orts of the individual to breathe and maintain an open airway that 
aff ects the autonomic nervous system, oxidative stress and systemic infl ammation.

oth er  a u th o r s’  critiques,  continued  from  569
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widely used medical diagnostic test. Why 
is it less valid than digital palpations?

Dr. Gelb appears unaware that 
physiological neuromuscular dentistry 
(PNMD) has progressed exponentially 
on the foundation laid by Dr. Jankelson. 
The PNMD approach includes achieving 
unstrained masticatory and cervical 
musculature, decompressed TMJs and 
improved airway. The resultant position of 
the TMJ in the example case demonstrates 
this point. Doppler and electrosonography 
were used in the diagnosis of this case 
but were not included above due to 
space constraints. Age 49 is not too 
old to move the teeth to permanently 
support an optimal jaw/neck position. 
The patient made an informed choice.

Dr. Simmons raises several good points. 
EMG provides information that an astute 
clinician uses along with other data for 
diagnosis and treatment. While many 
studies support this,4 of more importance 
are the complex cases that were resolved. 
Palpation is used to augment objective data, 
not to take its place. He states that “muscles 
are the alarm” and “neuromuscular dentistry 
seems to be treating the secondary, not 
the primary cause of a patient’s pain and 
dysfunction.” PNMD treatment consists of 
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 When discussing postural stability, cervical posture and mandibular posture, 
no mention is made of altered posture due to increased nasal resistance and mouth 
breathing, which have been shown to signifi cantly aff ect growth and posture.

 In the Dana P. case, the joints are clearly loaded, with greatly 
reduced joint space. Her improvement could be attributed to the relative 
decompression of the TMJ and improved airway, breathing and sleep.

 The need for physiologic neurologic orthodontics is questionable at age 49. In 
the AC philosophy, 90 percent of patients are cognitively and behaviorally weaned 
off  appliance wear during the day, avoiding the need for case fi nishing.

 In the data-gathering section, joint auscultation is missing, which is a 
basic part of joint evaluation, either manually or by stethoscope.

 The neuromuscular paradigm popularized by Jankelson focuses primarily on 
muscle without recognizing the contribution of TMJ and AC in therapeutic treatment.

Dr. Raman’s Response to Critiques
I agree with Dr. Fricton that there is 

no “one-size-fi ts all” approach to TMD. 
He states that the three authors besides 
him “rely on the same general treatment 
approach — that of primarily correcting 
the mandibular jaw position through 
splints.” The more one knows, the more 
one understands the nuances. However, 
only dentists have the necessary skills to 
correct mandibular position, which has an 
enormous impact on the whole body.

Dr. Fricton questions the reliability 
and validity of neuromuscular dentistry 
bioinstrumentation. That sounds like the 
oft-repeated canard about “specifi city and 
sensitivity” of these instruments in diagnosing 
TMD, as though it were a simple condition 
that could be addressed with a binary answer.1 
With 66 markers of this syndrome, including 
intraoral signs, headache, neck pain, ear 
pain, etc., the mathematical possibility of 
presentations is 266 = over 73 quintillion; ergo 
the improbability of randomized controlled 
trials. Bioinstruments measure parameters 
accurately.2 The FDA cleared them in 
1994 and the ADA accepted them in 1996 
because “these products were found to meet 
the Council’s Guidelines for Instruments as 
Aids in the Diagnosis of Temporomandibular 
Disorders.”3 Electromyography (EMG) is a 
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structural corrections so that the “alarms” 
will be silenced. That includes recapturing 
displaced disks. The PNMD approach is 
not either the muscles or the structures 
or the airway — it includes all of these.

All TMD philosophies, including 
PNMD, seek pain-free, unstrained muscle 
balance.5 I invite everyone to study 
PNMD. My own journey began 30 years 
ago, when my wife was diagnosed with 
disabling migraine as she was completing 
her four bicuspid extraction orthodontics, 
including anterior retraction. Refusing 
to accept that the two were unrelated, I 
studied work by many mentors, including 
Drs. John Witzig, Jay Gerber, Robert 
Jankelson, James Garry, Bill Dickerson 
and Mariano Rocabado. Not only was 
I able to relieve her of migraine many 
years ago, my single practice focus has 
become  helping patients who were given 
incurable medical diagnoses, with lifelong 
pain management as the only choice, to 
actually resolve myriad symptoms from 
TMD through PNMD. I invite every 
dentist to explore PNMD through serious 
study with an open but skeptical mind.
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