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ABSTRACT | Building on the recommendations of the 2020 National Academies of Sciences, Engineering, 
and Medicine (NASEM) report on temporomandibular disorders (TMDs), this discussion paper proposes 
an actionable, interdisciplinary care pathway designed to address the documented gaps in health 
care for individuals with TMDs. TMDs remain a significantly under-recognized area within health care, 
largely falling outside the scope of standard medical education and practice. Historically, management 
has been driven by a narrow biomedical perspective within dentistry, often resulting in ineffective and 
potentially irreversible interventions. Despite growing evidence that TMDs are complex, multifactorial 
conditions, care continues to lack integration across medical, dental, and allied health disciplines. 
Educational gaps in evidence-based approaches, limited interdisciplinary training and practice, and 
the absence of coordinated referral pathways contribute to fragmented and inconsistent management. 
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Introduction

Temporomandibular disorders (TMDs) are an 
escalating public health concern due to their 
painful and often debilitating impact on millions of 
individuals (Headache Classification Committee of 
the International Headache Society, 2018; NASEM, 
2020). In the United States, an estimated 4.8 
percent of adults, representing 11.2 to 12.4 million 
people, report pain in the temporomandibular 
joint (TMJ) region that may be related to TMDs, 
although these symptom-based estimates are 
not equivalent to examiner-verified diagnoses. 
TMDs are more common in women than in men, 
with elevated burden among women aged 35–44 
(NASEM, 2020). TMDs are the second most com
mon musculoskeletal chronic pain disorder after 
low back pain (Busse et al., 2023). Unfortunately, 
almost half of individuals with an initial onset of 
a TMD will still experience symptoms six months 
later (Slade et al., 2016). For many, TMDs erode 
basic functions such as eating, speaking, and 
social interaction. As one patient captured starkly, 
“TMD has affected every aspect of my life… my 
independence, and at times my dignity. It cut me 
off at the knees and changed the landscape of my 
life” (NASEM, 2020, 30). Such experiences reflect 
not only individual suffering but deeper failures in 
how the United States health care system evalu
ates and treats these disorders. The economic 
impact of TMDs is estimated to exceed $4 billion 
per year (Dworkin and LeResche, 1993; Stowell et 
al., 2007), and costs associated with chronic pain 
annually in the United States are estimated to be 
between $560 billion and $635 billion (Institute of 
Medicine, 2011). Precise estimates for 2020–2025 

are lacking, representing a key gap in health 
economics research in TMDs.

The 2020 consensus report from the NASEM 
identified these failures as structural in origin 
(NASEM, 2020). Because the care of the jaw, 
facial pain, and related comorbidities have been 
historically split between medicine and dentistry, 
patients often encounter inconsistent diagnoses, 
conflicting treatment recommendations, and lim-
ited access to coordinated, evidence-based care. 
As a result, patients frequently navigate a system 
that feels disjointed, opaque, and at times unsafe. 
Fragmentation is not merely inconvenient; it is a 
barrier to safe, ethical, and effective treatment.

Recognizing this systemic dysfunction, NASEM 
launched the Forum on TMDs in 2023 to bring 
together patients, clinicians, educators, research
ers, and health leaders from across disciplines 
(NASEM, 2023). A central conclusion of this work is 
clear: Meaningful progress requires not just better 
science, but a fundamental restructuring of how 
care of TMDs is delivered. Specifically, it requires 
bridging the long-standing medical–dental divide 
through an actionable, unified, multidisciplinary 
care pathway that sets shared standards, clari
fies clinician roles, and guides clinicians toward 
coordinated, patient-centered management. Such 
a pathway directly addresses the system-level 
failures reflected in patient narratives, such as fail-
ures of communication, accountability, evidence 
generation, and interprofessional collaboration.

This discussion paper translates recommen-
dations from the 2020 NASEM TMD report into 
a practical interdisciplinary care pathway that 
clarifies clinician roles and sets shared standards. 

Moreover, systemic barriers, including insurance coverage gaps and shortages of qualified clinicians, 
further constrain access to quality care. There is a pressing need for a clear, discipline-agnostic, 
interprofessional care pathway that bridges the medical–dental divide and supports whole-person, 
biopsychosocially informed diagnosis and management of TMDs. This discussion paper draws on the 
NASEM Forum to present a clinical pathway to action for TMDs, with specific tools and suggestions 
to guide care derived from multiple meetings of the NASEM Forum on TMDs. It includes patient and 
clinician perspectives regarding opportunities and barriers to implementation and systemic barriers 
that must be addressed to allow implementation of an evidence-based universal care model for TMDs 
that will bridge the medical–dental divide in the United States and suggests future opportunities for 
growth in this area.
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The paper presents a stepped, conservative-first 
care pathway that can be initiated across both 
medical and dental entry points. Practical bar-
riers to implementation are identified, including 
educational gaps, fragmented referral systems, 
and reimbursement structures that often favor 
procedures over conservative management. The 
paper concludes by outlining future opportunities 
around a TMD care pathway.

Current Care Gap for TMDs

TMDs lie at the intersection of medicine, dentistry, 
and allied health disciplines, such as behavioral 
health and rehabilitation sciences, yet no single 
profession has assumed, nor can reasonably be 
expected to assume, full responsibility for their 
management, creating a significant public health 
burden (Prodoehl et al., 2025). Multiple factors have 
perpetuated a persistent medical–dental divide, 

leaving patients with fragmented, inconsistent 
care and limited access to effective, evidence-
based treatment (Box 1).

Despite TMDs being classified within 
musculoskeletal and pain-related conditions, many 
physicians continue to regard TMDs as primarily 
“dental” problems. This misconception is rooted 
in faulty understanding of their etiology, limited 
exposure to patients with TMDs, and insufficient 
training. United States physicians receive mini
mal instruction in musculoskeletal health during 
predoctoral education (DiCaprio et al., 2003) and 
even less on TMDs specifically (Hampton, 2008). 
Consequently, TMDs remain largely excluded from 
standard medical curricula on pain and musculo
skeletal disorders. Even though clinical medicine 
has increasingly embraced a biopsychosocial 
model for conditions such as low back pain (Kreiner 
et al., 2020), neck pain (Parikh et al., 2019), and 

BOX 1 | Key Care Gaps in Management of TMDs

•	 TMDs have not been appropriately recognized as within the scope of standard medical 
education and practice.

•	 Dentistry has often overlooked the critical role of the broader medical system in managing 
TMDs and their associated comorbidities.

•	 A historical focus on occlusal (bite-related) and other biomechanical causes of TMDs has led 
to the use of irreversible and often ineffective interventions within dentistry.

•	 There is limited understanding that effective management of TMDs requires a whole-person 
approach addressing biological, psychological, and social factors rather than a purely 
mechanistic fix.

•	 Educational gaps persist across dentistry, medicine, and allied health programs regarding 
evidence-based diagnosis and management of TMDs.

•	 Limited interdisciplinary training and referral pathways contribute to fragmented and 
uncoordinated patient care.

•	 Lack of shared electronic health platforms and cross-discipline care review impede care 
coordination.

•	 There is a shortage of qualified specialists for TMDs and a lack of appropriate, implementable 
referral guidelines.

•	 Insurance and systemic factors promote procedural interventions over evidence-based 
diagnostic and management approaches.

•	 A clear, discipline-agnostic, interprofessional care pathway for TMDs is lacking, limiting 
collaboration between medical and dental clinicians and continuity of care for patients.

SOURCE: Created by the authors.
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other forms of musculoskeletal pain (Ernstzen et 
al., 2022; Gibbs et al., 2023), this framework has 
not been consistently extended to TMDs. Although 
contemporary evidence supports a biopsychosocial 
model in the etiology of TMDs (Slade et al., 2013; 
Slade et al., 2016), integration of this framework 
into dental and medical education and practice 
has been inconsistent. Consequently, many 
patients continue to receive structurally focused 
management approaches. Likewise, psychosocial 
factors that influence pain are often inadequately 
addressed or stigmatized in TMD care.

Physical therapists and other allied health 
professionals represent another key group within 
the medical system that routinely manages 
musculoskeletal and pain conditions. However, 
TMDs are often viewed within these fields as a 
specialized niche rather than a standard part of 
clinical practice. This limited engagement persists 
despite strong evidence that physical therapists 
serve effectively as first-line clinicians for com
parable musculoskeletal disorders (Bodenheimer 
et al., 2021; Champoux et al., 2025; Gagnon et 
al., 2021). An opportunity exists to incorporate 
physical therapists as first-line providers in TMD 
care, although no studies to date have evaluated 
their role in this capacity. The absence of standard
ized education and clinical protocols for TMDs in 
rehabilitation training has further reinforced a 
divide and limited patient access to conservative, 
non-invasive management options.

Closing the TMD care gap requires coordinated 
reform across all health professions that 
encounter patients with TMDs, including primary 
care medicine, dentistry, physical therapy (PT), 
oral and maxillofacial surgery, behavioral health 
providers, and other medical specialties includ
ing otolaryngology, neurology, gastroenterology, 
and rheumatology. Clear, standardized expec
tations for predoctoral education and clinical 
competencies across disciplines are essential to 
ensure that all front-line clinicians can recognize, 
screen for, and manage early-stage TMDs within 
a shared, integrated biopsychosocial framework. 
Best practices for musculoskeletal pain should 

be followed for TMDs, which include promoting 
reversible and conservative care first (Ernstzen 
et al., 2022; Manfredini et al., 2025). Only through 
this alignment can the medical–dental divide be 
bridged and patients receive the comprehensive, 
interdisciplinary care they deserve.

Burden of Care

In the United States, patients with TMDs frequently 
encounter fragmented and uncoordinated care, 
often needing to navigate the health care system 
on their own. As one patient noted, “We began 
our journey consulting ‘medical professionals’ 
(dentists, oral surgeons, rheumatologists, physi-
cal therapists, chiropractors, etc.); there was a 
lack of knowledge and understanding, lack of 
standards of care, mixed diagnosis, conflicting 
treatment options, etc. There was very little (if any) 
collaboration with other health care profession-
als, and poor communication” (NASEM, 2020, p. 
226). The presence of comorbid conditions further 
complicates management, especially when care 
remains siloed within a single profession (Box 2). 
Patients often rely heavily on recommendations 
provided by the first clinician they encounter, 
which may expose them to inconsistent or non-
evidence-based treatment approaches. Delayed 
referral, misinformation, and lack of coordinated 
interdisciplinary care can increase both financial 
and psychosocial burden for patients navigating 
persistent pain. Patients frequently struggle to 
identify clinicians with appropriate expertise in 
TMD management. Although oral medicine (OM), 
orofacial pain (OFP), and oral and maxillofacial 
surgery (OMS) are recognized dental specialties 
that may manage TMDs, workforce limitations and 
inconsistent public understanding of specialty 
training contribute to confusion regarding dental 
referral pathways. Meanwhile, medical clinicians, 
though trained to manage many TMD-related 
comorbidities, lack familiarity with TMDs and do 
not integrate them into broader musculoskeletal 
care strategies. As a result, patients can be left in 
between two systems, receiving inconsistent or 
no care.
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When confusion exists regarding the roles and 
responsibilities of professions involved in the 
care of TMDs, patients shoulder the greatest 
burden. They must identify clinicians who are 
knowledgeable in evidence-based approaches, 
often pay out-of-pocket due to limited insurance 
coverage, and are at risk of receiving ineffective 
or inappropriate treatments. This imposes a 
substantial financial and psychosocial burden on 
patients vulnerable to care delays in management 
and places them at greater risk of accepting non-
evidence-based treatments because of the burden 
and stress of ongoing pain. Additionally, lack of 
coverage for evidence-supported conservative 

care in TMDs can drive a patient to consider early 
surgical options as surgery is typically covered by 
insurance in the United States.

Available guidance and older clinical evidence 
indicate that many patients with painful TMD 
improve with conservative, reversible, non-invasive 
care, and contemporary pathways therefore 
recommend supported self-management and 
conservative management as first-line care 
for uncomplicated presentations (Elledge and 
Speculand, 2024; National Institutes of Health, 
1996; Story et al., 2016). The most effective way 
to support this majority is through timely iden-
tification and consistent application of low-risk, 

BOX 2 | Comorbid Conditions Associated with the Persistence of Pain in TMDs

Systemic conditions include:

•	 Fibromyalgia
•	 Myalgic encephalomyelitis/chronic fatigue syndrome
•	 Inflammatory arthritis 
•	 Hypermobility syndromes (including Ehlers-Danlos syndromes) 
•	 Arthritis

Regional conditions include:

•	 Vulvodynia
•	 Irritable bowel syndrome
•	 Interstitial cystitis/painful bladder syndrome
•	 Endometriosis
•	 Chronic low back pain
•	 Tinnitus

Psychological factors include:

•	 Depression
•	 Anxiety
•	 Post-traumatic stress disorder

Primary headache conditions include:

•	 Chronic tension-type headache
•	 Migraine

SOURCE: National Academies of Sciences, Engineering, and Medicine. 2020. The National Academies 
Collection: Reports funded by National Institutes of Health. In Temporomandibular Disorders: Priorities for 
Research and Care. National Academies Press (US). https://doi.org/10.17226/25652.
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evidence-based interventions across all health 
care settings. Appropriate early management may 
help to reduce the number of individuals who expe-
rience persistent pain. However, standardized and 
consistent early management strategies remain 
lacking in the United States health care system. 
All clinicians involved in the care of individuals with 
TMDs should shoulder the responsibility to promote 
best practices in care even if that means referring 
to other disciplines (Manfredini and Bender, 2024). 
Implementing a care pathway that is unified across 
disciplines, including screening tools, conservative 
management strategies, and referral guidelines 
for all clinicians likely to encounter patients with 
TMDs, could greatly improve patient outcomes 
and reduce the risk of progression to chronic or 
widespread pain.

Existing Care Strategies in TMDs Within 
and Outside the United States

Several clinical guidelines have been developed 
to improve care for individuals with TMDs, though 
most have historically been narrative in nature and 
focused on dental clinicians (AAOP, 2023; Bouloux 
et al., 2025). To date, there are limited clinical 
practice guidelines for TMDs that have utilized 
accepted standards and methodologies in their 
development (Beecroft et al., 2024; Busse et al., 
2023). The International Network for Orofacial Pain 
and Related Disorders Methodology consortium 
(part of the International Association for Dental, 
Oral, and Craniofacial Research) released a 
summary of ten core principles for good clinical 
management of TMDs (Manfredini et al., 2025). 
These evidence-based recommendations are 
intended for all health care clinicians who man-
age TMDs. Guidance emphasizes starting care 
with conservative treatment, primarily through 
supported self-management activities, such as 
cognitive-behavioral approaches and PT. It also 
highlights the limited role of imaging and oral 
appliances in first-line care, reserving specialist 
referral for more complex or persistent cases. 
These recommendations align with the core prin-
ciples of the TMD care pathway outlined later in 
this discussion paper.

Globally, health systems face similar challenges 
in delivering effective care for TMDs. In England, 
the National Health Service recognized the need 
to strengthen care for individuals with TMDs and 
released updated, evidence-based guidelines in 
2024 (Beecroft et al., 2024), which this discussion 
paper uses as a model for its proposed care path
way. Similar frameworks have been implemented in 
Sweden and other countries with universal health 
systems (Alstergren, 2024). Although developed 
within different health care systems, these inter
national models reinforce common principles 
relevant to United States implementation, includ
ing early conservative management, coordinated 
referral pathways, and patient-centered care. A 
single mandated point of entry into the health care 
system for patients with TMDs in the United States 
is unlikely to be feasible since patients frequently 
self-select their initial clinician. Therefore, care 
pathways must remain flexible enough to support 
patients regardless of where they initially seek 
care. Patients and clinicians require clear guidance 
regarding safe first steps, indications for escalation, 
and appropriate referral strategies. A practical, 
actionable TMD care pathway may help reduce 
patient harm and improve care coordination when 
translated into patient-friendly language (Figure 1).

Four Stages in a TMD Care Pathway
Stage 1. Initial Screening

Providing freely accessible online resources for 
initial screening in patients experiencing onset of 
facial pain can help guide patients to appropriate 
health care clinicians and reduce the burden of 
navigating early care (Figure 2, see white box). 
Currently, patients in the United States who 
experience facial pain symptoms or dysfunction 
often begin their care journey by searching online 
for local clinicians or consulting an existing health 
care professional. Points of entry often include 
dentists, hospital emergency departments, 
physical therapists, primary care physicians 
(PCPs), and otolaryngologists. Most patients 
can be effectively managed by any of these first-
line clinicians with appropriate training. In the  
United States, patients typically do not require a 
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referral to see these clinicians unless restricted by 
specific insurance policies.

Stage 2. Initial Clinician Care Visit

Regardless of how a patient accesses care or which 
clinician they see first, they should receive con-
sistent, evidence-based diagnosis and treatment 
(Figure 2, see yellow box). Any initial clinician, oper-
ating within their scope of practice and training, 
can utilize a validated screening tool to increase 
confidence in what is likely a painful TMD and to 
justify the need for a diagnostic exam. A careful 
history intake with assessment of red-flag items 
(e.g., unexplained weight loss, night sweats, prior 
history of cancer) is needed to confirm that the 
source of pain or jaw dysfunction is not likely to be 
tooth related, and to consider conditions that can 
mimic TMDs given the potential for pathology in 
the orofacial region (e.g., malignant tumors or bony 

ankylosis) to present with overlapping symptoms 
of acute intra-articular pain and dysfunction (see 
Table 1). Additionally, assessment of medications 
and their possible side effects that impact oromo-
tor and sensory functions is the first step in an initial 
care visit for a patient presenting with a possible 
TMD. Clinicians should be trained to recognize red 
flags or atypical presentations that may require 
referral to a specialist or another clinician, with 
clarity on urgency of referral (Figure 2, see red box; 
Table 1). In addition to standard musculoskeletal 
screening questions (George et al., 2018), clini-
cians should pay specific attention to head and 
neck-specific concerns that may indicate other 
potentially serious underlying conditions beyond 
the typical presentation of TMDs (Table 1).

Patients presenting with head, neck, or jaw 
complaints for the initial clinician visit (e.g., 
primary care, dentistry, etc.) should complete 

FIGURE 1 | Patient Infographic Regarding the TMD Care Pathway
SOURCE: Created by the authors.
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a standardized intake to clarify the nature and 
severity of the condition. To optimize time and 
efficiency in high-volume settings, standardized 
screening tools, such as the 3-Question TMD 
Screen (Lövgren et al., 2018) and the 4-item Patient 
Health Questionnaire (PHQ-4; Kroenke et al., 
2009), should be administered via digital patient 
portal or by clinical support staff (e.g., medical 
assistants, nurses, etc). The clinician’s role then 

shifts to the interpretation of the screening results, 
followed by a targeted physical examination and 
patient education.

After initial screening, the next step for the 
first-contact clinician is to establish a simple 
diagnosis based on the patient’s history and brief 
physical examination (Figure 2, see yellow box). 
In the absence of red flags, routine imaging is not 
recommended at this stage, unless it is expected 

FIGURE 2 | TMD care pathway
SOURCE: Created by the authors.
NOTES: Care pathway and SSM materials modeled on English National Care pathway (Beecroft et al., 2024). 
Example of self-supported management materials can be found Beecroft and Durham (2022). Abbreviations: 
TMD, Temporomandibular Disorders, 3Q/TMD, a three-question screening instrument for identifying painful 
TMD; PHQ-4, Patient Health Questionnaire 4; CPI, Characteristic Pain Intensity scale; bDC/TMD, the brief 
Diagnostic Criteria for TMD; SSM, Supported self-management; OFP, orofacial pain; OM, Oral Medicine; PM&R, 
Physical medicine and rehabilitation; OSA, Obstructive sleep apnea; ENT, ear, nose, and throat physician; PT, 
physical therapist; BPPV, benign paroxysmal positional vertigo; OMS, Oral and maxillofacial surgeon.
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to change decision-making for diagnosis or initial 
management (Bakke et al., 2014; Manfredini et al., 
2025; Shahidi et al., 2018). Instead, a careful patient 
history can be conducted to identify symptom 
onset, aggravating factors, and elements that may 
contribute to persistent or complex pain. Tools 
such as the Temporomandibular Pain Disorder 
Screening Instrument (Gonzalez et al., 2011), can 
help to efficiently collect key symptom information, 
including location of pain, painful joint noises, pain 
modifying activities, jaw locking, and headache and 
neck symptoms.

Although comprehensive diagnostic criteria, 
such as the Diagnostic Criteria for TMD (DC/TMD), 
are available and typically used by specialists 
(Schiffman et al., 2014), detailed subtyping is not 
usually necessary for initial management unless 
the case is complex or red flags are present, in 
which case referral to a specialist with advanced 
training in the diagnosis of TMDs would be war-
ranted (e.g., OFP or OM specialist or PT specialist). 
For most patients, a broad classification of TMDs 
as myogenous (i.e., muscle-related), arthrogenous 
(i.e., joint-related), or mixed (i.e., both muscle and 
joint) can be sufficient to guide first-line manage-
ment decisions. A concise initial evaluation can 
effectively be performed by a trained clinician 
using the brief DC/TMD (bDC/TMD), which requires 
approximately five to ten minutes to complete 
(Durham et al., 2024). This includes assessment 
of pain-free and maximal mouth opening, presence 
of joint noises during opening, and palpation of 
muscles and TMJs with identification of familiar 
(i.e., recognized by the patient as consistent with 
their symptoms) facial or headache symptoms 
during examination consistent with a TMD. This 
structured approach supports early diagnosis and 
appropriate triage while minimizing unnecessary 
imaging or specialist referral.

Identifying possible comorbidities (Box 2), such 
as migraine, fibromyalgia, connective tissue dis-
orders, autoimmune conditions, and others (e.g., 
sleep disorders), is also important. These factors 
may increase condition complexity and indicate 
the need for secondary referral for management, 
where active clinician involvement can help a 

patient navigate their health care needs. In addition 
to symptom screening, it is also important that a 
clinician briefly assesses psychosocial factors that 
may influence prognosis, such as stress, anxiety, 
and pain intensity (Box 3), as well as the duration 
of these and other symptoms related to TMD. The 
PHQ-4 is a four-question tool that broadly screens 
for depression and anxiety (Kroenke et al., 2009). 
Each item is scored from 0 to 3 points, yielding a 
total score of up to 12 points. A total score of 3 or 
more points on the first two questions suggests 
anxiety, whereas a total score of 3 or more points 
on the last two questions suggests depression. 
Scores of 9 or greater indicate severe distress 
and should prompt timely clinical follow-up or 
referral, with same-day urgent referral reserved 
for suicidal ideation or immediate safety concerns. 
Otherwise, scores are generally rated as typical 
(0–2), mild (3–5), moderate (6–8), and severe 
(9–12). Understanding a patient’s psychosocial 
status and duration of TMD symptoms can help 
predict the risk of persistent pain and inform the 
need for additional referrals or multidisciplinary 
support (Chuinsiri and Jitprasertwong, 2020).

Stage 3. Initial Conservative Management

Supported self-management (SSM) is an effective 
first-line approach for most patients with newly 
diagnosed TMDs (Figure 2, see Yellow box; Table 
2). The goal of SSM is to equip patients with practi-
cal strategies to manage their symptoms, reduce 
pain, and improve function, without the need for 
immediate specialist intervention. Core compo-
nents include patient education, instruction in the 
appropriate use of over-the-counter analgesics, 
thermal modalities, self-exercise and self-massage 
activities, advice on diet and nutrition, and instruc-
tion on enacting biobehavioral strategies (Durham 
et al., 2016). Although the comparative effective-
ness of these various strategies remains unclear, 
providing access to high-quality resources, such as 
videos, handouts, and evidence-based guidance, 
can significantly enhance a patient’s ability to 
self-manage their condition (Beecroft and Durham, 
2022). To support the effective implementation 
of the TMD care pathway in the United States, 
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TABLE 1 | �Examples of Red Flag Items: Referral and Urgency

SOURCE: Created by the authors.
NOTE: [a]Depending on symptom severity and local access, consider immediate referral to a primary care 
physician, urgent care setting, or emergency department.

Red Flag Item Referral Recommendation

Tooth pain not reproduced with masticatory muscle palpation (rule out 
dental causes of tooth pain)

Dentist

Intraoral lesions including tongue and mucosal lesions[a] Dentist
Oral medicine specialist

Lymphadenopathy, face or neck mass/swelling[a] Primary care physician

Jaw claudication symptoms[a] Primary care physician

Unilateral headache, flu-like symptoms, vision disturbances, inflammation 
of temporal artery, and claudication in tongue or muscles of mastication[a]

Primary care physician

History of previous malignant tumor with onset of facial pain or headache Primary care physician

Fever with trismus[a] Primary care physician

Unexplained weight gain or loss[a] Primary care physician

Neurological signs/symptoms including acute onset loss of smell or 
hearing, visual problems, motor or sensory changes in cranial nerve 
function or progressive neurological deficit[a]

Primary care physician
Neurologist

Nasal symptoms including persistent and profuse bleeding or purulent 
discharge[a]

Primary care physician
Otolaryngologist

Hoarseness of the voice persisting longer than 3 weeks Primary care physician
Otolaryngologist

New onset jaw pain in those taking bisphosphonates or related 
medications[a]

Primary care physician

Concern regarding serious conditions that can masquerade as orofacial 
musculoskeletal pain (e.g., myocardial infarction)[a]

Primary care physician

Pattern change in an existing headache, or sudden onset of a new 
headache particularly in anyone over 50 years of age, or posttraumatic 
headache onset[a]

Primary care physician
Neurologist

Other headache symptoms not precipitated by jaw movements or chewing, 
or alleviated by management of TMD symptoms

Oral medicine specialist
Neurologist
Orofacial pain specialist

Severe, stimulus-evoked, short-lasting stabbing pain attacks in the face or 
other evidence of neuropathic facial pain

Oral medicine specialist
Neurologist
Orofacial pain specialist



Page 11NAM.edu/Perspectives

An Actionable Clinical Path to Improving Care for Individuals with Temporomandibular Disorders

patient- and clinician-facing materials tailored 
to the local health care context will need to be 
developed and be easily accessible to all clinicians.

Monitoring, Reassessment, and Decision to 
Escalate

Following initiation of SSM and conservative-
directed care (e.g., physical therapy), the patient’s 
progress should be actively monitored. Assessment 
of treatment response and the necessity for esca
lation should incorporate physical, psychological, 
and functional outcome measures. At the 6- to 
8-week follow-up, the clinician should perform 

a structured reassessment using standardized 
patient-reported outcome measures. These 
include, but are not limited to, re-administering 
the PHQ-4 (to measure distress), documenting 
changes in pain intensity (e.g., using a numeric pain 
rating scale), and objectively measuring changes in 
maximal mouth opening and symptom reproduc
tion. If pain and disability have failed to improve, 
or if the patient demonstrates an increase in psy
chosocial distress (e.g., rising PHQ-4 score), these 
data serve as the explicit triggers for escalation 
to Stage 4 (secondary care referral) in order to 
prevent prolonged, ineffective management.

TABLE 2 | �Key Components of a Supported Initial Self-Management Plan for TMD

SOURCE: Created by the authors.
NOTE: Freely available patient focused evidence-based materials are available online at Beecroft and Durham (2022).

Patient education Clear and concise explanation of symptoms and etiology using plain, patient-
friendly language that promotes comfort and reassurance to empower the patient

Analgesics and thermal 
modalities

Appropriate dosage of over-the-counter nonsteroidal anti-inflammatory 
medication (ibuprofen) with or without stepwise use of acetaminophen, or 
thermal agents such as heat/cold for pain reduction or muscle relaxation

Self-exercises Exercises focusing on jaw relaxation, masticatory and cervical muscle inhibition, 
jaw mobility, and pain reduction

Self-massage Gentle self-massage to the masseter and temporalis to reduce masticatory 
muscle tone

Diet and nutrition Education on maintaining appropriate hydration and nutrition to promote tissue 
healing while minimizing stress on muscles and joint structures

Biobehavioral strategies Behavior modification to reduce parafunctional activities such as nail biting 
and jaw clenching, promote appropriate rest position of the jaw, and improve 
diaphragmatic breathing

BOX 3 | Screening tools at initial care pathway entry

3-Question TMD Screen (3Q/TMD): A three-question screening instrument for identifying the 
likelihood of painful TMD (Lövgren et al., 2018)

4-item Patient Health Questionnaire (PHQ-4): A four-question tool that broadly screens for 
depression and anxiety (Kroenke et al., 2009)

Characteristic Pain Intensity scale: A three-question screening instrument to capture an 
individual’s average pain intensity over the past 30 days (Von Korff et al., 1992)

SOURCE: Created by the authors.
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Stage 4. Secondary Care Referral

If a patient does not respond to initial SSM efforts, 
requires additional directed care support, or would 
benefit from diagnostic clarification, referral or 
consultation with specialists or directed care clini-
cians is indicated (Figure 2, see Gray box). These 
include dental specialists (OFP or OM special-
ists), PCPs, rheumatologists, otolaryngologists, 
neurologists, specialist physical therapists, pain 
medicine specialists, sleep medicine specialists, 
dietitians, speech language pathologists, clinical 
psychologists, and oral maxillofacial surgeons. 
Clarity regarding underlying comorbidities or 
contributors to persistent pain may be useful. 
For example, because central sensitization and 
widespread pain amplification can contribute to 
symptom persistence and treatment complexity 
in some individuals with TMDs, clinicians may 
consider use of the 9-item Central Sensitization 
Inventory (CSI-9) as part of secondary screening for 
patients presenting with widespread pain, multiple 
comorbid pain conditions, or disproportionate 
symptom severity (Nishigami et al., 2018). Similarly, 
assessing fear of movement (kinesiophobia) can 
be completed using the validated Tampa Scale 
for Kinesiophobia for TMDs (Visscher et al., 2010). 
Similarly, given the strong association between 
TMDs, chronic pain, sleep disturbance, and sleep-
disordered breathing, clinicians may also consider 
brief screening for sleep dysfunction. Poor sleep 
may contribute to pain amplification, impaired 
recovery, psychological distress, and reduced 
treatment response. Simple validated tools, 
such as the STOP-Bang questionnaire (Chung et 
al., 2016) or the Pittsburgh Sleep Quality Index 
(Mollayeva et al., 2016), may help identify patients 
who would benefit from additional evaluation. In 
addition to pain intensity assessment, clinicians 
may consider screening for functional impact and 
disability using tools such as the Oral Health Impact 
Profile (Wojszko et al., 2025), the Jaw Functional 
Limitation Scale (Ohrbach et al., 2008), or the Pain, 
Enjoyment of Life and General Activity Scale (Krebs 
et al., 2009).

The described stages are intended to sup-
port safe, discipline-agnostic, coordinated, 

biopsychosocially informed care for patients with 
TMDs across medical, dental, and allied health set-
tings. Additional implementation work is needed 
to develop clinician-facing educational materials, 
patient support resources, and referral infrastruc-
ture capable of supporting widespread adoption 
of the care pathway. Because identifying qualified 
clinicians remains a major barrier for patients and 
providers, practical referral resources should be 
incorporated into implementation efforts for the 
TMD care pathway (e.g., the American Board of 
Orofacial Pain directory for locating OFP special-
ists, the American Academy of Oral Medicine 
directory for OM specialists, and the Physical 
Therapy Board of Craniofacial and Cervical 
Therapeutics professional association directories 
for physical therapists with advanced training in 
TMD management).

Stakeholder Perspectives on a TMD Care 
Pathway: Opportunities and Barriers

The following stakeholder perspectives were 
gathered during multiple subcommittee meet
ings that included representatives from medicine, 
dentistry, allied health, and patients with lived 
experience of TMDs to better understand whether 
the care pathway fits their needs and to identify 
system gaps and barriers to implementation.

TMD Patient Perspectives

Patient participants in forum-related sub
committee discussions noted that development 
of a coordinated, patient-centered care pathway 
emphasizing early recognition of symptoms, 
conservative first-line management, avoidance 
of unnecessary imaging and invasive procedures, 
and improved interdisciplinary communication 
is needed. Patients also endorsed the use of 
validated screening tools capable of identifying 
psychosocial distress, red flags, and comorbid 
conditions requiring escalation or referral. Patients 
participating in the NASEM TMD Forum empha
sized that TMDs frequently coexist with broader 
medical comorbidities and continue to be man
aged within fragmented health care systems 
lacking coordinated interdisciplinary care, which 
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could be addressed with this pathway. Many 
reported persistent difficulty identifying clini
cians with adequate training in evidence-based 
TMD management and noted that their suffering 
could have been avoided if their PCPs had received 
even basic evidence-based education about TMDs. 
Patients also emphasized that language matters 
in the care of complex pain disorders like TMDs. 
Although contemporary evidence supports a 
multifactorial understanding of TMDs involving 
musculoskeletal, neurologic, behavioral, and 
inflammatory contributors, some patients reported 
that terminology related to “psychosocial” aspects 
of pain was sometimes interpreted as dismissive 
or invalidating. Patients emphasized that delayed 
diagnosis, fragmented care, and stigmatizing 
communication may contribute to psychological 
distress, reduced trust in health care systems, and 
worsening disability.

PCP Perspectives

PCP participants reported that TMDs frequently 
fall outside routine medical training despite 
substantial overlap with conditions commonly 
managed in primary care, including musculoskel-
etal pain disorders, headache disorders, sleep 
dysfunction, anxiety, and chronic pain conditions. 
For example, guidelines for initial management of 
noncomplex low back pain consistently include 
avoiding diagnostic imaging unless otherwise 
indicated, minimizing opioid prescribing, and 
promoting conservative management (Chou et 
al., 2007; Qaseem et al., 2020; Qaseem et al., 
2017), which aligns with the proposed TMD care 
pathway. The pathway makes clear that PCPs can 
play an important role in providing and managing 
conservative interdisciplinary care for individuals 
with TMDs as they do with other musculoskeletal 
pain conditions to improve patient outcomes. 
For example, the stratification of primary care 
resources in low back pain care has been shown to 
improve clinical outcomes and cost-effectiveness 
(Hill et al., 2008). Involving PCPs early in the TMD 
care pathway could help reduce unnecessary diag-
nostic testing and specialist referral by providing 
evidence-based care on a condition that is not yet 

adequately taught in medical school or residency 
settings. Several participants highlighted that 
integrating TMD education into broader muscu-
loskeletal and pain management curricula may 
improve implementation feasibility within medical 
education systems.

PT Perspectives

Physical therapist participants emphasized that 
TMDs fit naturally within contemporary rehabilita-
tion models focused on conservative management 
of musculoskeletal pain and functional impairment. 
They reported that patients with TMDs frequently 
present with associated cervical dysfunction, 
postural impairments, headache symptoms, 
stress-related muscular tension, and movement-
related pain. Participants highlighted growing 
evidence supporting PT interventions including 
therapeutic exercise, manual therapy, patient 
education, self-management strategies, and 
behavioral approaches promoting function and 
symptom reduction in TMDs (Armijo-Olivo et al., 
2016; Herrera-Valencia et al., 2020; McNeely et al., 
2006), cervical and myofascial pain (Blanpied et al., 
2017; La Touche et al., 2020; Wilhelm et al., 2023), 
and other pain conditions (Ferro Moura Franco et 
al., 2021; George et al., 2021; Wang et al., 2024).

Despite its evidence base, utilization of PT care 
in the United States for individuals with TMDs is 
not routine; patients are not always made aware 
of the option to pursue PT, particularly when 
they initially see a dentist, suggesting a need for 
improving dental education. The TMD pathway 
presents an opportunity to address underutiliza-
tion of PT for individuals with TMDs. Changes in 
the United States health care system over the 
past two decades have enabled patients to seek 
care from a physical therapist without a physician 
or dentist referral (American Physical Therapy 
Association, 2017; Hon et al., 2020), and as such, 
physical therapists are front-line clinicians in care, 
consistent with the TMD care pathway.

However, PT participants also noted substantial 
variability in TMD-related education across PT 
education programs, which should be addressed. 
Importantly, limited access to specialized physical 
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therapists with experience in TMD management 
remains a practical implementation barrier for 
secondary referral, particularly in underserved 
regions. Physical therapists strongly supported the 
interdisciplinary care pathway and emphasized the 
importance of early conservative intervention prior 
to escalation toward invasive procedures.

Dentistry Perspectives

Dentistry participants acknowledged the historical 
influence of occlusal and biomechanical models 
in TMD management and recognized that some 
outdated approaches continue to persist within 
portions of clinical practice, although momentum 
is building within dentistry to improve the care of 
individuals with TMDs. Dental training accredita
tion standards for TMDs were approved in 2020 to 
be implemented by 2022 (Commission on Dental 
Accreditation, 2020); however, those accreditation 
standards provide little guidance on curricular 
scope or competency expectations. Furthermore, 
the standards do not address the substantial 
knowledge gap among dentists trained before 
this change. As a result, dentists trained before 
2022 may continue to manage TMDs primarily as 
structural or occlusal biomechanical problems 
rather than multifactorial pain disorders (Klasser 
and Greene, 2009). To safeguard patients and 
maintain fidelity to the NASEM report (NASEM, 
2020), specifically the principle of “First, Do 
No Harm,” the proposed pathway prioritizes 
utilizing evidence-based second opinions, 
informed consent, and avoidance of irreversible, 
non-evidence-based treatments without clear 
indications (e.g., aggressive occlusal equilibration, 
large-scale occlusal reconstruction, or unindicated 
surgical consultations). The profession must also 
acquire the competency to counsel patients on 
the cessation or reversal of prior inappropriate 
therapies, shifting the standard of care to reflect 
evidence-based, reversible, and conservative 
management (Greene, 2025).

General dentists participating in the discussions 
expressed interest in practical screening tools, 
simplified management frameworks, and clearer 

referral pathways and strategies capable of sup
porting evidence-based decision making in busy 
practice settings. Participants also acknowledged 
ongoing confusion among patients regarding 
differences between recognized dental special
ties involved in TMD management and clinicians 
marketing themselves as “TMJ specialists” without 
formal specialty recognition or advanced training. 
They emphasized that additional continuing 
education opportunities and improved access 
to interdisciplinary referral networks would likely 
improve implementation of conservative evidence-
based care among dentists.

OFP Specialist Perspectives

OFP specialist participants emphasized that many 
patients referred to specialty care have already 
undergone extensive, sometimes irreversible, 
treatment before receiving evidence-based evalu-
ation. Participants highlighted the importance of 
establishing consistent front-line screening and 
conservative management strategies capable of 
reducing unnecessary procedures and improving 
early referral for complex cases. OFP clinicians 
strongly supported inclusion of psychosocial 
screening, sleep assessment, and multidisciplinary 
management strategies within the care pathway. 
They also emphasized the need for improved inte-
gration between medicine, dentistry, behavioral 
health, and rehabilitation disciplines, and improved 
reimbursement models. Limited specialist work-
force capacity remains a significant barrier to 
timely referral and access to OFP specialist care, 
and participants further noted that many regions 
within the United States lack sufficient access to 
board-certified OFP specialists, increasing the 
importance of improving competence among 
front-line clinicians.

To support the implementation of the TMD care 
pathway, OFP specialists can provide needed 
leadership in dentistry to define core competen-
cies, promote interdisciplinary collaboration, and 
advocate for policy changes that improve access to 
care for patients with TMDs. Additionally, they can 
play an important role in advocating for changes 
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in medical and dental reimbursement models for 
evidence-based facial pain, headaches, and care 
of patients with TMDs.

OM Specialist Perspectives

OM specialist participants emphasized the 
importance of maintaining vigilance for non-TMD 
pathology presenting overlapping symptoms, 
including autoimmune disease, neuropathic 
pain, mucosal disease, infection, and neoplastic 
processes. Participants supported the proposed 
emphasis on red-flag screening, selective imaging, 
and interdisciplinary referral pathways capable 
of improving earlier recognition of medically 
complex presentations. They also highlighted the 
importance of improving communication between 
medical and dental providers when managing 
patients with significant systemic comorbidities.

Between OM and OFP specialists, there is sub-
stantial commonality in philosophy, methodology, 
practical therapeutic tools, and care coordination 
for TMDs and OFP, including a shared emphasis 
on comprehensive assessment, conservative 
management, and interdisciplinary collaboration. 
However, the limited number of practitioners in 
both specialties continues to restrict access to 
care. As with OFP, deficiencies in medical and 
dental reimbursement models for evidence-based 
facial pain, TMD care, and other OM services have 
contributed to the limited workforce, hampering 
awareness and access.

OMS Perspectives

OMS participants emphasized that surgeons 
often evaluate patients after prolonged, unsuc-
cessful treatment attempts or when structural 
pathology, trauma, severe joint degeneration, or 
surgical indications are suspected. Most OMSs are 
members of the American Association of Oral and 
Maxillofacial Surgeons and follow its parameters 
of care and guidelines for diagnosing and treating 
TMJ disorders (Bouloux et al., 2025), which provide 
clear guidance to optimize care and emphasize 
the use of minimally invasive initial approaches 
when appropriate. Unlike the initial stages of the 

TMD care pathway, imaging may be necessary to 
guide surgical planning in selected presentations 
involving trauma, inflammatory disease, structural 
pathology, or progressive dysfunction. However, 
routine imaging is not recommended for uncom-
plicated early-stage TMDs unless findings are 
expected to alter management.

OMS participants generally supported the 
proposed stepped-care model that emphasizes 
conservative management prior to surgical esca-
lation, except in cases involving clear structural 
pathology or urgent indications. Participants 
highlighted the importance of establishing realistic 
patient expectations regarding surgical outcomes 
and acknowledged the need for improved 
interdisciplinary communication surrounding 
perioperative management of chronic pain and 
psychosocial comorbidities.

Interdisciplinary Pain Medicine and Pain 
Psychology Perspective

Pain medicine clinician participants emphasized 
that TMDs frequently coexist with broader chronic 
and overlapping pain conditions (e.g., fibromyal-
gia, migraine, irritable bowel syndrome, sleep 
disorders, and central sensitization syndromes). 
Participants strongly supported integration of 
biopsychosocial assessment, functional outcome 
measures, behavioral health support, and conser-
vative multidisciplinary management strategies 
into early-stage care. Pain medicine specialists 
also emphasized the importance of avoiding 
overmedicalization, minimizing unnecessary 
procedural escalation, and recognizing the role of 
sleep dysfunction, psychological distress, and pain 
amplification in persistent TMD symptoms.

Participants felt it was important that interdisci-
plinary pain medicine be framed as complementary 
to specialist care among dental and medical 
teams, not as a replacement. The goal should 
be coordinated escalation that helps clarify pain 
mechanisms and comorbidities, optimizes non-
invasive treatment, and aligns medical, behavioral, 
and rehabilitative strategies with explicit goals 
and time-bound reassessment. Direct referral to 
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interdisciplinary pain medicine is most appropriate 
for patients with persistent high-impact pain and 
functional impairment despite appropriate SSM, 
conservative care, high distress or maladaptive 
coping, multi-site pain, overlapping pain condi-
tions, or complex medication issues (Dahlhamer et 
al., 2018). Care should be coordinated with dental 
specialists, physical therapists, and PCPs, with 
shared goals and reassessment at defined intervals 
to avoid prolonged, non productive care drift.

Behavioral Health Perspective

Behavioral health clinician participants emphasized 
that chronic pain frequently affects emotional 
well-being, coping ability, sleep quality, social par-
ticipation, and quality of life. Participants noted that 
psychological interventions should not be viewed 
as implying that pain is psychological, but rather as 
evidence-based strategies that may help patients 
manage distress, improve coping, and support 
functional recovery. Behavioral health specialists 
supported incorporation of psychosocial screen-
ing, pain coping education, stress-management 
strategies, and referral pathways for patients with 
significant anxiety, depression, trauma histories, 
or maladaptive pain behaviors. Participants also 
stressed the importance of clinician communi-
cation that validates patient experiences while 
avoiding stigmatizing language.

Infrastructure Challenges and 
Implementation Strategies for TMD Care
Cross-Disciplinary and Systemic Barriers

While discipline-specific barriers shape the care 
of TMDs, broader systemic challenges affect all 
sectors and can hinder effective, coordinated man-
agement (Table 3). Successful implementation of 
an interdisciplinary TMD care pathway will require 
coordinated changes across reimbursement sys-
tems, referral infrastructure, professional culture, 
and health care education. Although the proposed 
pathway is intentionally designed to be flexible and 
discipline-agnostic, substantial barriers remain.

One major barrier is the absence of integrated 
referral networks connecting medicine, dentistry, 

PT, behavioral health, sleep medicine, and specialty 
TMD care. Patients frequently encounter delays in 
diagnosis and treatment because clinicians often 
lack familiarity with available referral resources 
or appropriate interdisciplinary management 
strategies. Persistent variability in clinician 
education and training contributes to inconsis-
tent diagnosis, referral, and implementation of 
evidence-based care.

In many regions, workforce shortages among 
clinicians with advanced TMD expertise further 
limit access to timely care. Telehealth may provide 
opportunities to improve access to interdisciplin-
ary consultation, patient education, behavioral 
health support, and specialist triage, particularly 
in regions with limited specialty access. However, 
implementation challenges related to reimburse-
ment for telehealth services, licensing, and 
cross-disciplinary coordination remain unresolved.

Insurance coverage for TMD care in general 
remains a major implementation challenge. 
Conservative evidence-based interventions, such 
as PT, behavioral health support, patient education, 
and SSM, may receive inconsistent reimbursement, 
while procedural interventions are often more 
readily covered. These reimbursement structures 
may unintentionally incentivize escalation toward 
invasive treatment before adequate conservative 
management has occurred. Creating medical 
and dental benefit pathways, including Medicare 
Part B and Medicare Advantage pathways where 
applicable, for evidence-based nonprocedural 
TMD evaluation, conservative management, care 
coordination, PT, behavioral health, and medically 
necessary specialty care is needed.

Participants across disciplines identified 
persistent fragmentation between medical and 
dental electronic health record systems as a 
significant barrier to coordinated care. Limited 
interoperability may impair communication, 
duplicate testing, and contribute to inconsistent 
treatment recommendations.

Educational and training gaps remain pervasive, 
with most health care clinicians receiving limited 
instruction on TMDs.  Persistent variability in 
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clinician education and training, contributing to 
inconsistent diagnosis, referral, and implementa-
tion of evidence-based care. Professional training 
programs are already overextended, making the 
integration of new content, including TMDs, par-
ticularly challenging. Despite these barriers, efforts 
are underway, such as those in the NASEM TMD 
Forum, to develop clear interprofessional models. 
Defining minimal core content and competencies 
that are grounded in evidence-based tools for 
likely front-line clinicians can help create con-
sistency across training programs. Establishing 
such educational guidelines would reduce the 
educational burden on individual professions to 
develop standards while enhancing collaborative, 

interdisciplinary care. This aligns with broader 
national strategies aimed at addressing the pain 
management crisis in the United States (Institute 
of Medicine, 2011).

In dental education, the American Academy of 
Orofacial Pain developed curricular guidelines for 
predoctoral training in TMDs (AAOP Committee 
on TMD Predoctoral Education, 2021). However, 
the extent of adoption across dental schools 
remains unassessed. Implementation challenges 
can include limited access to patients with TMDs 
during training (Fricton et al., 2025; Sangalli et 
al., 2025). In 2024, the Commission on Dental 
Accreditation solicited public comment on 
proposed revisions to accreditation standards, 

TABLE 3 | �Potential Barriers and Strategies to TMD Care Pathway Implementation

SOURCE: Created by the authors.

Barriers Strategies

Educational and training gaps 
across disciplines

•	 Standardize curricula across medical, dental, and allied health programs

•	 Adopt common tools and management strategies across disciplines

•	 Expand interprofessional training to promote cross-discipline referral 
and communication

Fragmented communication •	 Share accessible EHR platforms across disciplines

•	 Perform cross-discipline case reviews

•	 Provide transparent care plans that are patient-accessible

•	 Improve public awareness around TMDs

Limited availability of clinicians, 
particularly for specialists

•	 Implement care navigators or case managers

•	 Use evidence-supported referral guides to facilitate cross-discipline 
referral

•	 Establish regional centers of excellence

•	 Advance telehealth opportunities to improve access to care

Insurance and reimbursement 
structures

•	 Allow dental coding for non-procedure-based TMD care

•	 Assess and address Medicare coverage for all enrolled participants 
with TMDs

•	 Improve payer education about evidence-based interventions

•	 Reduce focus on paying only for procedures versus SSM

•	 Evaluate the impact of the care pathway on practice and patient 
outcomes to show benefit to payers and patients

•	 Create a national registry of patients with TMDs to provide longitudinal 
data on diagnosis, treatment, and outcomes
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which included a reduction of TMD-related com-
petency requirements (Commission on Dental 
Accreditation, 2024).

In contrast, no formal predoctoral educational 
standards or guidelines for TMDs currently exist in 
medical education. Musculoskeletal medicine itself 
remains a recognized gap in medical education cur-
ricula (DiGiovanni et al., 2016; Institute of Medicine, 
2011; Peeler et al., 2024). While content related to 
TMDs is included in United States entry-level PT 
curricula, there is significant variability in the depth 
and type of training provided, leading to inconsis-
tencies in practice, even among board-certified 
orthopedic PT specialists (Prodoehl et al., 2019; 
Shaffer et al., 2018). Overall, foundational entry-
level training in the care of individuals with TMDs 
is insufficient across all likely medical, dental, and 
allied health front-line clinician disciplines.

Post-professional education in the evidence-
based diagnosis and management of TMDs is 
also limited in both quantity and quality. Much of 
the skill building is limited to short, often weekend 
courses offered to practicing dentists, that may or 
may not be grounded in current evidence (Sangalli 
et al., 2026). In response, recent efforts have been 
aimed at addressing post-professional knowledge 
gaps. In 2024, a 5-hour, interactive, open-access, 
module-based course was released that included 
patient education materials and preliminary feed-
back from 30 diverse health care professionals 
representing dentistry, physician assistant, nursing, 
and PT (Hawkins et al., 2024). Although promising, 
this course is one of few available resources and 
does not provide clinical exposure to patients 
with TMDs, a potentially important component to 
improving clinician confidence and competence 
(Sangalli et al., 2025). Standardized educational 
competencies, shared terminology, and validated 
screening tools could improve communication 
across disciplines and support more consistent 
early management of TMDs.

Implementation of the proposed care pathway 
will likely require collaboration among professional 
organizations, health care systems, educators, 
insurers, accrediting bodies, and patient advo-
cacy organizations. Participants emphasized that 

successful implementation depends not only on 
dissemination of clinical guidelines, but also on 
development of practical tools capable of support-
ing real-world workflow integration.

Future Opportunities

Future efforts could prioritize implementation  
strategies capable of operationalizing interdis-
ciplinary TMD care within real-world health care 
systems. To strengthen and sustain a universal care 
model for TMDs, several forward-looking strategies 
were discussed in the NASEM report (NASEM, 
2020), including clarity in defining research 
priorities, establishing centers of excellence, 
and developing a patient registry. Specifically 
related to this care pathway, however, several 
future opportunities exist. First, improving public 
awareness around evidence-based TMD care is 
needed through the creation of modern, acces-
sible, evidence-based educational materials and 
patient-facing tools that reflect current science, 
emphasize early recognition and conservative 
management, and are accessible to people of all 
ages, health literacy levels, and cultural or linguis-
tic backgrounds. Expanding and updating these 
communication efforts through digital platforms, 
educational settings, primary care settings, dental 
practices, and community organizations would 
elevate national understanding of TMDs, empower 
patients to seek appropriate care earlier, and 
reinforce the legitimacy and complexity of these 
disorders across medicine and dentistry. Second, 
evaluating the impact of the care pathway on prac-
tice and patient outcomes will be needed, including 
assessment of long-term patient-reported out-
comes associated with conservative and invasive 
interventions. Integrating emerging biological and 
clinical research could support the development of 
validated diagnostic and risk stratification tools, 
which are currently lacking in TMD care.

Implementing the TMD care pathway across 
disciplines and evaluating its effectiveness, while 
elevating public understanding and reducing 
stigma, will enable consistent, patient-centered 
management and improve outcomes and quality 
of life for individuals living with TMDs.
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