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Abstract
Patients with dysfunction of the temporomandibular joint (TMJ) commonly present to oral and maxillofacial departments and are increasingly
being managed by a subspecialist group of surgeons. We review the outcomes of patients attending a specialist TMJ multidisciplinary team
(MDT) clinic. All patients are simultaneously reviewed by a consultant oral and maxillofacial surgeon, consultant in oral medicine, specialist
physiotherapist, and maxillofacial prosthetist, and they can also see a consultant liaison psychiatrist. They are referred from primary, secondary,
and tertiary care when medical and surgical treatment in the routine TMJ clinic has failed, and are triaged by the attending maxillofacial
surgeon. On discharge they are returned to the care of the referring practitioner. We review the outcomes of patients attending this clinic over
a 2-year period and show improvements in pain scores and maximal incisal opening, as well as quality of life outcome measures. All units in
the UK with an interest in the management of diseases of the TMJ should consider establishing this type of clinic and should use available
resources and expertise to maximise outcomes.
© 2014 The British Association of Oral and Maxillofacial Surgeons. Published by Elsevier Ltd. All rights reserved.
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Introduction
Dysfunction of the temporomandibular joint (TMJ) is common, and an increasing number of patients are being referred
to secondary care for advice. Reported prevalence varies from
20% to 75%, although the incidence is increasing given the
rising profile of this group of disorders,1 and most patients
are female.2 Management varies between centres, but after
initial conservative treatment, it can be medical, surgical, or
both.3 Non-surgical treatment has been reported to have a
success rate of up to 88%.4 There is no consensus about how
to manage diseases of the TMJ, although guidelines are being
prepared by a subgroup of the Clinical Effectiveness Committee of the British Association of Oral and Maxillofacial
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Surgeons. Whilst the placebo effect in this group of patients
is well documented, the work was undertaken over 40 years
ago, and our understanding of dysfunction and pain in the
TMJ has changed.5
Our TMJ MDT clinic was established in October 2009
and is managed by a consultant oral and maxillofacial surgeon with an interest in disorders of the joint. The value of
MDT clinics is widely recognised in orthognathic surgery
and medical specialties6 although most do not include all
specialties because of constraints on time and cost. However, those that treat disorders of the TMJ are new in the
UK.
Increasingly, patients with disorders of the joint are being
treated by subspecialists with an interest in the area, but
treatment remains controversial given the lack of evidence
to support any particular method. As with other joint diseases, initial management is largely medical,7 and surgical
treatment is used only if symptoms fail to improve. TMJ
arthroscopy and arthrocentesis have revolutionised primary
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management of pain and restricted opening,8 and there has
been an associated reduction in the number of open joint
procedures, but these procedures are not appropriate in all
cases.9

Table 1
Improvement in maximal incisal opening and pain scores after attendance
at the multidisciplinary clinic. Data are mean (range).

Pain score (1-10 VAS)
Maximal incisal opening (mm)

Before

After

7 (0-10)
29 (17-50)

3 (0-8)
35 (22-50)

Background
Our TMJ MDT clinic is attended by a consultant oral
and maxillofacial surgeon, a consultant in oral medicine,
a consultant maxillofacial prosthetist, and a specialist
physiotherapist. Patients can also see a consultant liaison
psychiatrist. Each patient is assessed collectively by all the
specialists and management is by a combined approach. The
clinic was modelled on one in Vienna, Austria, in which
clinicians discussed management as a group; however, ours
differs, as the patient is examined by all members of the team
and is present during their discussions.
The clinic is held monthly and 4 patients are seen at each
session, each with a 45 minute appointment. When it was
initially established, any patient who had failed to improve
with medical or surgical management was seen, including
those being reviewed and considered for unilateral or bilateral
total joint replacement. This was quickly refined in the initial
6 months to maximise the number of patients seen. The lead
oral and maxillofacial consultant surgeon triages all patients
referred to the clinic, which expedites treatment.

Significant improvements in mouth opening and pain scores
were seen at review (p < 0.0005).
The improvement in mouth opening ranged from 0 to
100% (Fig. 1). Some patients had pain on normal opening. Improvements in pain ranged from 33%-100%, but all
patients had a minimum improvement of 33% (Fig. 2). Four
patients (8%) were kept under review for consideration and
subsequent total joint replacement, and 4 (8%) required referral for further medical treatment, referral to a formal pain
clinic, or further support from a psychotherapist.
A total of 42 (84%) were discharged back to the care
of their general dental practitioner, 36 (72%) after the
first review and a further 6 (12%) after a second review
(including one patient who required arthrocentesis). Actual
outcomes following attendance at the clinic are shown in
Table 2.
A total of 47 (94%) reported improved quality of life
scores after attending the clinic (BPI and PSFS measures). Excluding patients who had TMJ replacement, 42
(91%) were successfully discharged back to the referring
clinician.

Methods
Treatment
We retrospectively analysed data on 53 patients reviewed
at the clinic in its first 2 years between October 2009 and
October 2011. Completed data were available for 50, as 3
failed to attend for review. Patients’ characteristics, maximal incisal opening, and pain scores using a 10 cm visual
analogue scale (VAS), were recorded.
Brief Pain Inventory (BPI) questionnaires were introduced
halfway through the first year, as well as a validated assessment tool used by our physiotherapists, the Patient Specific
Functional Scale (PSFS). They were given to patients to complete before they entered the clinic and again at all subsequent
reviews.
Maximal incisal opening was recorded before and after
attendance at the clinic. Outcomes following attendance were
recorded, as were the treatments used. Data were collated
using an Excel spreadsheet and analysed with the help of
SPSS Statistics for Windows, Version 20.0 (IBM Corp). Student’s t-tests were used to assess improvements in mouth
opening and pain.

Results
Table 1 shows mean maximal incisal opening and pain scores
(using a 10 cm VAS) before and after attendance at the clinic.

Of the 50 patients, 38 (76%) required physiotherapy and
acupuncture and 30 (60%) help with a prosthetic appliance (all these patients were reviewed at the clinic). All
patients’ drugs were reviewed and 10 (20%) had their
medical treatment modified. This largely involved the use
of baclofen and nortriptyline after full discussion with
the patients. Two patients (4%) required input from the
consultant liaison psychiatrist. They had a formal psychological appraisal but did not need cognitive behavioural
therapy.
More than one method of treatment was used in 28
patients (56%), which gives credibility to the need for a MDT
approach.
Table 2
Outcomes after attendance at the multidisciplinary clinic.
Outcome
Total joint replacement
Arthrocentesis followed by
discharge
Referral to pain team
Referral to liason psychiatry team
Discharged
Excluded from analysis because
of failure to attend follow-up

No. of patients (n = 53)
4
1
1
2
42
3
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Fig. 1. Maximal incisal opening before and after attendance at the temporomandibular joint multidisciplinary clinic.

Fig. 2. Change in pain score after attendance at the temporomandibular joint multidisciplinary clinic.

Discussion
Until recently, we know of little published validated data on
improvements in mouth opening and pain in disorders of the
TMJ.9 In our group, physiotherapy (both muscle strengthening and acupuncture) was the most commonly used and
effective treatment, and it is increasingly being offered to
patients.10,11 To date, studies that support its use for TMJ
dysfunction syndrome have been flawed, and a systematic
review suggested cautious interpretation of the outcomes.12
Good results are evident from arthroscopy and arthrocentesis,
but they are not always necessary.13
All patients being considered for TMJ replacement were
evaluated at the clinic when it was initially established, but
this was abandoned when it became apparent that further
non-surgical measures were largely ineffective and operation
remained the procedure of choice.14
The clinic is funded by the Dental Institute, and the Department of Physiotherapy contributes with the provision of its
staff. The tariff payable for attendance is higher than at a
general clinic, which reflects the expertise available, but as
91% of patients are discharged after treatment it is considered
cost-effective.
Our results show that outcomes are good. Other units with
an interest in TMJ disorders should consider establishing

a similar clinic, and the corresponding author would be
delighted to provide further information to interested parties.
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