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ORTHODONTICS 

TREATMENT OF TMJ DYSFUNCTION SYNDROME THROUGH  
ORTHODONTIC MEANS 

*FARIDA RASHID, BDS (Pesh), DDS (USA) Dr med dent (Ortho) Germany 

ABSTRACT 

The main focus of this article (case report) is to highlight importance of occlusal relationship 
because if it is disturbed it may lead to the development of TMJ myofacial syndrome and unless 
disturbed occlusal relationship is not corrected, the condition cannot be cured. 
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INTRODUCTION 

Temporomandibular joint disorders can produce a 
wide variety of symptoms, and mimic different diseases. 
Patient may go from one doctor to another with many 
seemingly unrelated symptoms. Some may complain 
an inability to open or close the mouth. In others, there 
may be only pain that resembles migraine, sinus 
problem, atypical facial pain which may be confused 
with trigeminal neuralgia or a temporal arteritis, or 
neck and shoulder pain. Some patients may suffer only 
from dizziness, ear ringing or hearing loss. 

Patients may complain of clicking sounds or pain 
from the temporo mandibular joint, or limitation of 
movement. The cause may be due to an injury such as 
dislocation, or due to disorders of occlusion which are 
believed to cause abnormal stress on the joint. The 
overclosure due to incomplete eruption of teeth or in 
the edentulous due to loss of posterior teeth, or irregu-
larities of teeth causing premature contacts, interfer-
ence in normal movement or occlusion. It is, however, 
pointed out that many tolerate serious errors of occlu-
sion. The clicking sound produced.by the joint may be 
loud enough to be heard all around or audible only 
when a stethoscope is applied to the joint. Pain is 
usually confined to the joint area, and is increased by 
movement. The joint may be stiff in the morning. 

CASE REPORT 

The patient F.T 23 years old man came with the 
complaint of continuous ache in the facial muscula- 

ture, headache & ear ache. Clicking of the joint on 
opening and closing of the mouth was also present. 
He had developed this condition 4 years earlier but at 
that time there was no pain. He visited different dental 
clinics to seek the treatment, and he was given 
analgesics, anti-inflammatory and anti-anxiety drugs 
but there was no relief. 

When that did not work different dentists did 
grinding of the occlusal surfaces of bicuspids and mo-
lars. This treatment was repeated many times in 
different clinics. Consequently the condition became 
worse and the patient developed constant headache, 
pain in the muscles of mastication and ear ache, which 
was not there when he first sought the treatment. 

Clinical Findings  

There were no caries. Gingiva showed generalized 
recession. On the left side it was class I occlusion in 
cuspid and first molar region but second and third 
molars were in cross bite. On the right side class II 
molar and cuspid relationship was noticed. 

The over jet was 5 mm and over bite was 6 
mm, deep curve of spee was present. 

Model Analysis  

Upper right central incisor overlapped the left 
central incisor. Lingual cusps of bicuspids and molars 
were out of occlusion. Arch symmetry was determined 
by symmetrograph by care fully marking median raphe 
with series of tiny dots. Median raphe represents 
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skeletal mid line of the palate. Symmetrograph was 
placed in such a way that it's mid line superimposed the 
median raphe and was parallel to the occlusal surface. 
The distance from median raphe, ie., from central line 
of symmetrograph to the central pit of occlusal groove 
offirst bicuspids and also the central pit on the occlusal 
groove of first permanent molars were measured in 
millimeters. 

See Fig. 1 

CEPHALOMETRIC ANALYSIS  

TABLE 1 

SNA = 84 
SNB = 79 
ANB = 5 
SN-Pog = 81 
MP-SN = 32 
MP-Oclp = 16 
T-I = 103 
T-NL = 124 
I-MP = 108  

TABLE 2. 
1. Distance from median = 17 mm  

raphe to central pit on  
occlusal surface of 4 

2. Distance from median = 13.5 
mm to central pit on the  
occlusal surface of 4 

3. Distance from median = 24.5 mm  
raphe to central pit on  
occlusal surface of 6 

4. Distance from median = 18 mm  
raphe to central pit on  
occlusal surface of 6 

5. Distance from median = 18 mm  
raphe to the cusp tip of 31 

6. Distance from median = 12 mm  
raphe to the cusp lip of 31 

Thus upper arch was asymmetrical. 

Panoromic X-ray 

Normally both the mandibular condyles are in a 
symmetrical retruded unstrained position in the glenoid 
fossa when the teeth are in maximum intercuspation 
and mandible is in a position of centric relation. When 
the mouth is opened body of mandible moves 
downward and slightly backward and the condyle  

translate forward till it reaches the articular eminence 
and mouth cannot be opened any more beyond this 
point. In x-ray there is always a radiolucent area 
between articular eminence and condyle that represents 
the space occupied by the synovial capsule and 
meniscus. The radiolucent area should be equal in size 
antero-posteriorly and transversly. In this case pan-
oramic x-ray showed the shape of both the condyles 
different and atypical. Right condyle showed some 
radiolucent area of bone resorption on the anterior 
surface of the condyle and neck of the mandible. On the 
right side the radiolucent area between articular emi-
nence and the condyle was wider (4mm) than on the left 
side (1mm) antero posteriorly. Vertically the distance 
between the most superior of condylion and inferior 
surface of temporal bone was more on right side (5mm) 
than on the left side (2mm). 

TABLE 3 
Maxilla to cranial base Pts value Average SD 
Nasion perpendicular -3 1.1mm 2.7  
to point A (mm) 
SNA angle 82.5° 

TABLE 4. MANDIBLE TO MAXILLA 
Effective Mandibular length 124 126-127 

Effective Maxillary length 
(mm) or Midfacial length 
(condylon to A point) 

97 97 

Maxillo mandibular 
differencial (mm) 

27  

Lower anterior Facial 
height (ANS-Me) mm 

80 67 

Facial Axis angle 90° 90° 

TABLE 5. MANDIBLE TO CRANIAL BASE 
Pogonion to nasion 18 -2 to +4 
perpendicular (mm) 

TABLE 6. DENTITION 
Upper Incisor to point 4 5.2 2.0 
A vertical (mm)    

Lower Incisor to 2 2.3 2.1 
A point (mm)    

 

The Midfacial length was 97 mm. The Mandibular 
length was 126 to 127 mm. Thus Mandible was short in 
length about 2-3 mm. Lower anterior facial height was 
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Fig 1 

80 mm. It should be 67 to 69 mm. The anterior 
facial height was in excess of about 11-13 mm. 
Increased lower anterior facial height shifted the 
mandible to retruded position. 

Treatment Plan 

1 To increase the vertical distance between upper 
and lower bony arches 

2 To change the curve of spee into flat occlusal plane 

3 To correct the cross bite 

4 To correct the averlaped centeral incisors 

5 To bring class II to Class I position 

Treatment 

At first the bite was raised temporarily in molar 
and bisuspid regions on both side (1.5 mm) by 
adding light cured composit on occlusal surfaces. 
Pain disappeared before the patient got off the chair. 
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Composit was left in place for four months to see 
the after effects. Patient was called fortnightly for 
follow up. Pain had disappeared but clicking was still 
present. At the end of 4th month the composite from 
the occlusal surfaces was removed and the treatment 
started orthodontically by fixed appliances, starting 
with coaxial wire then changed to round wire of 
different gauges and ultimately to square and 
rectangular wire. 

3 month after the start of orthodontic treatment 
while the patient was still being treated with round 
wire, he reported disappearance of the clicking sound. 
Upper and lower retention removable appliance were 
then used. The total treatment time was 2 years 
because patient missed many appointments. 

RESULTS ACHIEVED 

Vertical distance between upper and lower jaw was 
restored. Flat occlusal plane was achieved. Cross bite 
had been corrected. Upper central incisors were aligned 
and an efficient functioning class II dental occlusion 
was established. The pain in the ear, musculature and 
headache had been relieved. Over jet and over bite had 
been corrected and esthetic improvement was clearly 
noticeable. 

DISCUSSION 

Clicking of the joint is caused by uncoordinated 
movements of the condyler head and the TMJ disc. It 
is usually related to the movement of mandible, ie., on 
opening and closing of jaw. Contraction of masticatory 
muscles is also a causing factor. Vertical was raised 
because pain developed after upper and lower teeth 
were grinded repeatedly in different dental clinics. Due 
to this the vertical distance between upper and lower 
bony bases of the jaws had been reduced. 

Occlusion was restored, over jet and over bite had 
been corrected. But occlusion was left in class II 
because it was efficient and in good functioning posi-
tion. Inspite of class II occlusion clicking of the jaw and 
the pain disappeared. Treatment needs follow up. 
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