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Description
Temporomandibular joint (TMJ) dysfunction (also known as TMJ disorders or TMJD) refers to a group of disorders 
characterized by pain in the temporomandibular joint and surrounding areas. There are multiple causes for TMJ 
dysfunction. Causes can include congenital and developmental anomalies, fractures and dislocations resulting from 
trauma, masticatory muscle disorders, joint abnormalities or other pathologic conditions including internal derangement, 
ankylosis (stiffening or fixation of a joint), or arthritic and neoplastic diseases. Clinical expression of TMJ disorder may 
also result from psychological factors. 

Diagnosis of TMJ involves physical examination, patient interview, and a review of dental records. Signs and symptoms 
that may be attributed to TMJ dysfunction are painful clicking of the jaw, restricted motion of the jaw, pain in the back, 
neck, ears, face, head or in the joint itself, and clenching or grinding of teeth. Functional disorders are generally 
classified into one of the three following categories: derangements of the condyle-disc complex, structural 
incompatibility of the articular surfaces, and inflammatory joint disorders.

Policy
Medical and/or surgical intervention is considered medically necessary in the treatment of TMJ dysfunction, as 
outlined in the Policy Guidelines. 

Medical and/or surgical intervention is considered not medically necessary in the treatment of TMJ dysfunction, as 
outlined in the Policy Guidelines.

Medical and/or surgical intervention is considered experimental / investigational in the treatment of TMJ dysfunction, 
as outlined in the Policy Guidelines.

Policy Guidelines
The following procedures are considered medically necessary in the diagnosis of TMJ dysfunction:
• MRI (the gold standard for soft tissue, especially disc position imaging);
• diagnostic casts/study models;
• diagnostic X-ray, tomograms;
• CT, or Cone Beam CT scan (CT scans and MRIs are often reserved for pre-surgical evaluations);
• cephalograms (cephalometric X-rays of jaws and frontal skull);
• muscle testing; *
• range of motion (ROM) testing; * and
• bone scan may be indicated in case of suspected condylar hyperplasia or osteochondroma.

* See Benefit Applications.

The following procedures are considered medically necessary in the treatment of TMJ dysfunction:

• arthrocentesis;
• trigger point injection;
• Botulinum toxin type A or type B*(only after conservative treatment has failed).  Conservative treatment includes 

splint therapies, physical therapy, and pharmacotherapy.  See Provider Guidelines for information on drug prior 
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authorization.  CPT codes are used to bill for the procedure to inject a chemo denervation agent.  When billed with 
a drug that requires preauthorization, these codes are not subject to preauthorization;

• manipulation for (open or closed) reduction of fracture or dislocation of the TMJ;
• arthroscopic surgery in patients with objectively demonstrated (by physical examination or imaging) internal 

derangements (displaced disc) or degenerative joint disease who have failed extensive conservative treatment. 
Refractory arthralgia may be an indication for arthroscopy / arthrocentesis.  These patients may not have deranged 
discs on imaging but have clinically demonstrable arthrogenous pain; synovitis.  Arthroscopy often reveals 
adhesions that are not seen on MRI; 

• open surgical procedures (only after all conservative treatment has failed, there is documented joint deficit, and 
the pain level or joint dysfunction is disabling) including, but not limited to:
–  arthroplasties;
– condylectomies; meniscus or disc plication and disc removal; and 
– orthognathic surgery.

The following procedures are considered not medically necessary in the diagnosis of TMJ dysfunction, as there is 
insufficient evidence that these tests provide additional clinical value:
• lateral skull X-rays, are not accurate in determining the condylar position due to their inherent problems with 

angulation.;
• sonogram (ultrasonic Doppler auscultation), as the significance of these sounds has not been well established.  

Sonography does not provide any more information than palpation or auscultation with a stethoscope;
• standard dental radiographic procedures (periapical, bitewing, full mouth, occlusal), as there is insufficient clinical 

evidence to support their use in the diagnosing of TMJ disorders;
• diagnostic arthrogram which is now considered obsolete due to the availability of better soft tissue imaging 

techniques; and
• transcranial radiographs; and
• panoramic radiography (valuable as a screening test only).

The following procedures are considered not medically necessary in the treatment of TMJ dysfunction, as there is 
insufficient clinical evidence to support their use:
• equilibration of the teeth, occlusal (either before or following muscle relaxation);
• fixed stabilization appliances for maxilla or mandible (e.g., interdental wiring, Tru-Grid);
• orthodontic services;
• dental restorations/prostheses (examples: restorations or adjustment of restorations, crowns/pontics, 

prosthodontics).
• Endosseous or staple implants 

The following procedures are considered experimental / investigational in the diagnosis of TMJ dysfunction, as they 
do not meet TEC criteria #2, #3, and #4:
• kinesiography;
• thermography (See Thermography, Policy 6.01.012);
• neuromuscular junction testing;
• somatosensory testing;
• diagnostic needle and surface electromyography (EMG); 
• intra-oral tracing or gothic arch tracing since no evidence suggests that the sensitivity and specificity of these 

devices are reliable;
• myomonitor (myocentric occlusion testing);
• computerized mandibular scan (this measures and records muscle activity related to movement and positioning of 

the mandible and is intended to detect deviations in occlusion and muscle spasms related to TMJ dysfunction);
• vibration analysis;
• BIODOFOS (Disturbances of Functional Occlusion Syndrome) appliances (E1399); 
• soft laser.

The following procedures are considered experimental / investigational in the treatment of TMJ dysfunction, as they 
do not meet TEC criteria #2, #3, and #4:
• electrogalvanic stimulation (E1399);
• surface EMG (S3900) (See Policy 2.01.031);
• iontophoresis*;
• biofeedback, including the myomonitor (myomonitor relaxation);
• ultrasound;
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• home use devices promoted to maintain joint range of motion and to develop muscles involved in jaw function, 
(example:  continuous passive motion [CPM], TherabyteTM) (HCPCS E1700, E1701, E1702) (See Continuous 
Passive Motion (CPM) Device, Policy 1.01.011);

• transcutaneous electrical nerve stimulation (TENS)  (HCPCS codes E0720, E0730) (See Transcutaneous 
Electrical Stimulators (TENS), Policy 1.01.010);

• percutaneous electrical nerve stimulation (PENS) (See Percutaneous Electrical Stimulation (PENS), Policy 
7.01.023);

• soft laser.
* NOTE:  Also, does not meet TEC criterion #1.

Experimental / Investigational
The term "experimental/investigational" describes services or supplies that are in the developmental stage and are in 
the process of human or animal testing. Services or supplies that do not meet all 5 of the criteria listed below adopted 
by the BlueCross BlueShield Association Technology Evaluation Center (TEC) are deemed to be 
experimental/investigational:
1. The technology* must have final approval from the appropriate U.S. government regulatory bodies; and
2. The scientific evidence must permit conclusions concerning the effect of the technology on health outcomes; and
3. The technology must improve the net health outcome; and
4. The technology must be as beneficial as any established alternatives; and
5. The improvement must be attainable outside the investigational settings.

* Technology includes drugs, devices, processes, systems, or techniques

1. The technology must have final approval from the appropriate U.S. government regulatory bodies:

Several devices have been cleared by the FDA, but these clearances do not indicate they are effective for treating 
temporomandibular joint dysfunction. Devices used for surface EMG, biofeedback, ultrasound, transcutaneous 
electrical nerve stimulation, and percutaneous nerve stimulation are often approved without a specification of the clinical 
conditions for which they are appropriate.

2. The scientific evidence must permit conclusions concerning the effect of the technology on health 
outcomes:

A recent study examined the role of ultrasound imaging for the diagnosis and treatment of temporomandibular joint 
disorders (Pihut et al., 2022). The aim of the study was to assess the influence of ultrasound examinations of the 
temporomandibular joints on the diagnosis and treatment planning in patients with temporomandibular disorders. The 
study included 110 patients examined with the use of the Research Diagnostic Criteria for Temporomandibular 
Disorders questionnaire, axis I and II, after which the initial treatment plan was created. All patients underwent an 
ultrasound examination of the temporomandibular joints. Results demonstrated numerous morphological changes 
within the joint structures in all treatment groups. Comparative statistical analyses of symptoms were performed 
between study groups. The authors concluded that the number of pathologies in the myofascial pain group was much 
higher than expected and required introduction of additional treatment procedures. Further studies confirming these 
results and the effectiveness of ultrasound diagnostic of temporomandibular disorders was recommended. Therefore, 
ultrasound examinations are an experimental approach for diagnosing and treating temporomandibular disorders.

Transcutaneous electrical nerve stimulation (TENS) may serve as non-invasive intervention for painful 
temporomandibular disorders (TMD) to improve jaw motor function, but its efficacy is still debated. In 2020 Zhang et al. 
conducted a study to examine the effect of TENS on pain and movement patterns after repeated jaw movements in 
patients with painful temporomandibular joints (TMJ) and disc displacement without reduction (DDwoR). They 
compared the measurements against measurements from healthy controls. Twenty patients were in the study group 
and an additional twenty patients were in the control group. Participants performed 20 repeated jaw movements and 
reported pain intensity on a 0-10 numerical scale both before and after the intervention. Significant increase of pain 
intensity and reduction of opening range were shown within repeated jaw movements in TMJ pain patients in contrast 
to healthy participants. When TENS was applied, pain was significantly reduced for TMJ patients during jaw movements 
with TENS intervention when compared with a sham treatment. This study indicated that movement-evoked pain was 
reduced either spontaneously or by sTENS in TMJ pain patients with DDwoR. The small study size and difficulty in 
identifying the cause of pain reduction implies this study is of poor quality.

3. The technology must improve the net health outcome:
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There is a lack of evidence in the literature to document the impact on net health outcome of TMJ treatment using 
treatments such as surface EMG, iontophoresis, biofeedback, ultrasound, devices designed for home use, 
transcutaneous electrical nerve stimulation, percutaneous electrical nerve stimulation, and soft laser. 

4. The technology must be as beneficial as any established alternatives:

Comparative studies examining the efficacy of approaches such as surface EMG, iontophoresis, biofeedback, 
ultrasound, devices designed for home use, transcutaneous electrical nerve stimulation, percutaneous electrical nerve 
stimulation, and soft laser against the more traditional approaches of pharmacological treatment and surgical treatment 
for diagnosing and treating TMJ have not been performed. Therefore, it is not possible to determine whether the 
treatments considered experimental / investigational are as effective as alternative treatments.

5. The improvement must be attainable outside the investigational settings:

Improvements using techniques such as biofeedback, ultrasound, devices designed for home use, and transcutaneous 
electrical nerve stimulators have been reported outside of investigational settings. These improvements are based on 
small, poor-quality studies and anecdotal reports. 

Benefit Applications
Additional benefits are not provided for range of motion measurements, as this testing is considered incidental to, an 
integral part of, or included in the medical office visit or evaluation and management code.
 

Provider Guidelines
NOTE:  It is advised that a complete diagnostic workup and all conservative, non-surgical therapy be accomplished 
before any invasive procedure is contemplated except in cases of ankyloses which may progress directly to surgical 
management.

Botulinum toxin type A or type B requires drug prior authorization.

Effective Jan. 1, 2017, providers are required to submit all drug prior authorizations electronically.
Providers can request prior authorization electronically by doing the following:

If the provider is already registered for CareFirst Direct:
o Log in at www.carefirst.com/providerlogin.
o Click the Prior Auth/Notifications tab to begin your request.

If the provider is not yet registered for CareFirst Direct:
o Go to www.carefirst.com/provider.
o Click Register Now.

Cross References to Related Policies and Procedures
1.01.010                  Transcutaneous Electrical Nerve Stimulator (TENS), Policy
1.01.011                  Continuous Passive Motion (CPM) Device, Policy
2.01.031                  Surface Electromyography, Policy
5.01.005                  Archived Botulinum Toxin, Policy
5.01.007                  Botulinum Toxin (Botox), Policy
7.01.022                  Oral Facial Pathology or Trauma, Policy
7.01.023                  Percutaneous Electrical Nerve Stimulation (PENS), Policy
7.01.136                  Oral-Facial Trauma/Accidental Injury, Policy
7.01.137                  Oral-Facial Pathology, Policy
8.01.015                  Monochromatic Infrared Energy (MIRE) Therapy, Policy
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This policy statement relates only to the services or supplies described herein.  Coverage will vary from 
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