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Abstract: Temporomandibular disorders (TMDs) refers to different clinical conditions affecting the
temporomandibular joints, masticatory muscles, and adjacent structures. Although TMDs signs and
symptoms (e.g., pain and limited mouth opening) are common, otological symptoms, such as tinnitus,
might also be present. This study aims to summarize the evidence of the effectiveness of physical
therapy interventions in individuals with TMDs associated with tinnitus. Randomized controlled
trials investigating the effectiveness of physical therapy in individuals of both genders aged 18 or
older with TMDs associated with tinnitus were included. The electronic search was performed in the
following databases: MEDLINE, EMBASE, CINAHL, PEDro and CENTRAL. A total of four studies
were included. All studies showed that physical therapy reduced the intensity of tinnitus, and two
trials showed a decrease in the pain intensity caused by TMDs, an increase in the pressure pain
thresholds in the masticatory muscles and an improvement of mandibular function. Two studies
presented a low risk of bias. Despite a low certainty of the evidence, this review showed that physical
therapy reduces the intensity or severity of tinnitus associated with TMDs. Results may support
future research on the topic and evidence-based practice by recommending the best physical therapy
approach for patients, clinicians, researchers, and health system managers.

Keywords: temporomandibular joint; physical therapy modalities; tinnitus; pain

1. Introduction

Temporomandibular disorders (TMDs) refer to different clinical conditions affect-
ing the temporomandibular joints (TMJ), the masticatory muscles, and adjacent struc-
tures [1]. The prevalence of TMDs is estimated to be 31% in adults/elderly and 11% in
children/adolescents [2], and it affects more women than men [3]. The main symptom
of TMDs is local or diffused orofacial pain. However, joint noises, limited mouth open-
ing, neck pain, headache, and otologic symptoms (i.e., tinnitus, hyperacusis, vertigo, and
dizziness) might also be present [4–7].

Tinnitus is defined as an ear or head perceived sound in the absence of external
stimuli [8], and its prevalence ranges from 5% to 42% of the global population [9]. Tinnitus
is commonly related to hearing loss, cochlear lesions, changes in the auditory nervous
system, and somatosensory system including cervical spine disorders and TMJ [8,10]. The
prevalence of tinnitus associated with TMDs ranges from 30.4% to 36.6% [11,12]. Patients
with TMDs present an eight times greater risk of developing tinnitus when compared with
a control group [11].
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According to a systematic review and meta-analysis, patients with TMDs experience
tinnitus more often than patients without TMDs [13]. In addition, an increase of TMJ related
complaints from 19% to 36% was found in a group of subjects with severe tinnitus when
compared to all levels of tinnitus [14], which suggest that TMJ pain, myalgia, presence of
bruxism, popping, and mandibular dysfunction such as difficulty chewing, may contribute
to tinnitus severity [14,15]. Therefore, an intervention targeting these signs and symptoms
may benefit patients with tinnitus and TMJ complaints as they may be considered a separate
subtype of tinnitus [15].

Although more studies are needed to better understand TMDs and somatosensory
tinnitus and the pathophysiology behind it, the relationship between the cervical region
and TMJ is well established. Asymmetry within the masticatory muscle activity may be
related to the presence of active myofascial trigger points within the trapezius muscle,
which suggest that the presence of myofascial pain in the cervical muscles may play a role in
the disturbances of the stomatognathic system [16]. In addition, studies have demonstrated
neuroanatomical connections among the cervical region, temporomandibular region, and
cochlear nucleus. Somatosensory afferents from the upper cervical spine and TMJ merge
into the medullary somatosensory nucleus, which projects nerve fibers into the dorsal
cochlear nucleus. Disinhibition of the dorsal cochlear nucleus through the somatosensory
pathway produces an excitatory neuronal activity in the auditory pathway that may be
responsible for somatosensory tinnitus [10,16,17]. This hypothesis is supported by the
increased activity of muscles innervated by the trigeminal nerve and the presence of
trigger points in masticatory, cervical, and shoulder girdle muscles that may provoke or
modulate tinnitus intensity [18,19]. Although not usually associated with masticatory
muscles, tensor tympani and tensor veli palatini muscles may develop a reflex contraction
and cause tinnitus. This may occur due to the tonic tensor tympani syndrome that results
in hyperacusis symptoms, tinnitus, a sensation of ear fullness, dizziness, and TMJ pain [20].
A phylogenetic relationship between the anatomy of the auditory tube and TMJ is also
present since they come from the same embryonic cartilage [21].

A multidisciplinary approach is important in the management of patients with TMDs
associated with tinnitus since it has also an impact on quality of life and leads to sleep
disturbances, anxiety, stress, and mood swings [14,22–25]. Evidence suggests that conser-
vative treatment based on physical therapy improves symptoms and mandibular function
in individuals with TMDs [25,26].

Two systematic reviews [27,28] investigated the effectiveness of conservative treatment
(e.g., counseling, exercise, manual therapy, occlusal splint) exclusively in TMDs associated
with tinnitus. However, these studies did not summarize the effectiveness of physical
therapy, either isolated or associated with other therapies and included clinical trials and
other types of study designs. Another recent review [29] evaluated the effect of manual
therapy on pain pressure threshold and quality of life in patients with somatic tinnitus
associated with the cervicogenic and temporomandibular dysfunction domain. These
reviews did not provide information regarding specific criteria for the diagnosis of TMDs
and the outcomes related to TMDs including mandibular dysfunction, TMJ pain, etc.
Therefore, this systematic review aims to summarize the evidence of the effectiveness of
different physical therapy interventions for individuals with TMDs associated with tinnitus
regarding the intensity of pain, the pressure pain threshold of the masticatory and cervical
muscles, and tinnitus intensity.

2. Materials and Methods
2.1. Protocol and Registration

This systematic review was registered in the International Prospective Register of
Systematic Reviews (PROSPERO number: CRD42021228484). The selected methods fol-
lowed the recommendations of Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) [30]. The research question for this systematic review followed
the PICO strategy (Population, Intervention, Comparison, Outcomes): Population consisted
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of patients older than 18 years with TMDs and tinnitus; Intervention encompassed isolated
physiotherapy or physiotherapy associated with other therapies; Comparison included
placebo or no treatment; and outcomes consisted of pain intensity, pressure pain threshold,
and tinnitus intensity and severity as primary outcomes, and mandibular incapacity, the
influence of tinnitus, quality of life and adverse effects as secondary outcomes.

In this review, the following research question was answered: What is the effectiveness
of isolated physical therapy interventions or combined with other therapies in treating
patients with TMDs and associated tinnitus?

2.2. Eligibility Criteria

This study included randomized controlled trials, with participants aged 18 or older,
from both genders, and with TMDs and tinnitus diagnoses. TMDs diagnosis had to
be determined by the Research Diagnostic Criteria for Temporomandibular Disorders
(RDC/TMD) [31] or Diagnostic Criteria for Temporomandibular Disorders (DC/TMD) [32].
Tinnitus diagnosis had to be determined by self-reporting data or complementary audiology
exams (such as audiometry or acuphenometry) or both. Studies involving participants with
a history of acute facial and cervical trauma, and neurologic diseases were excluded.

As for the interventions, primary studies that investigated relevant physical therapy
interventions of any duration, frequency, or intensity to treat patients with TMDs associ-
ated with tinnitus, such as manual therapy (soft tissue mobilization, joint mobilization,
manipulation, or muscle energy techniques), therapeutic exercise (strengthening exercises,
active range of motion exercises, stretching, and motor control), photobiomodulation (laser
therapy), electrotherapy, dry needling, counseling, or patient education were included.
Physical therapy interventions comparing themselves, placebo, no intervention, or physical
therapy associated with other common treatments (e.g., occlusal splint, botulinum toxin,
cognitive behavioral therapy, and acupuncture) were included.

The primary outcome was the intensity of TMDs pain measured by validated self-
report scales, pressure pain threshold in the TMJ area, masticatory and cervical musculature
measured by a pressure algometer, tinnitus intensity and severity measured by validated
self-report scales. Secondary outcomes were mandibular incapacity assessed by specific
and validated questionnaires, the influence of tinnitus on daily life assessed by validated
and specific questionnaire to tinnitus, quality of life evaluated by validated self-report
instruments and adverse effects.

There were no language or date restrictions. The search strategy used for each database
is included in Supplementary Material 1.

2.3. Data Management and Selection of Studies

All search results were exported and uploaded to the software Mendeley Desktop
(version 1.19.8) to remove duplicates. In addition, a selection of studies was performed
using the Rayyan online literature management software (https://rayyan.qcri.org, accessed
on 1 November 2022). Three reviewers (CS, MS, and MC) independently conducted a
review of the title and abstract of the selected articles, and the full text to identify the
eligibility of the studies. The disagreements regarding the process selection of studies were
solved by discussion and consulting a fourth author (KR).

2.4. Data Extraction

Before data extraction, a pilot test was performed to increase reliability between re-
viewers (MC, MS and JS). An extraction data form adapted from Cochrane Handbook [33]
was used and three reviewers independently extracted the data and fulfilled the ques-
tionnaire for each study. In case of disagreement, a fourth author (KR) was consulted.
Additional information or missing data was requested from the authors of included studies
by email.

https://rayyan.qcri.org
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2.5. Assessment of the Risk of Bias in Included Studies

Three reviewers (MC, MS and JS) independently assessed the risk of bias in each
included study using the PEDro scale. In case of disagreement, a fourth author (KR) was
consulted. The PEDro scale is composed of 11 items with “yes” and “no” answer options.
Item one refers to external validity, items two to nine refer to internal validity, and items 10
to 11 provide sufficient statistical information to interpret the results. Each “yes” answer
consists of one point. The score is only assigned when the criteria are explicitly clear in
the article (https://pedro.org.au, accessed on 1 December 2022). Since item one was not
considered for the analysis, the maximal total score was 10 points.

2.6. Data Analysis

Due to the high heterogeneity among the interventions of the studies, it was not
possible to perform a meta-analysis. However, the data were summarized using a narrative
synthesis according to the interventions and outcomes. A forest plot was used to show
the results of the studies and the direction of treatment effects visually. The Revman 5.4
software was used to build the forest plot for all the comparisons. The standardized mean
difference (SMD) was used for analyzing continuous results.

The assessment of the certainty of the evidence was determined by Grading of Rec-
ommendations, Assessment, Development, and Evaluation (GRADE), which analyzes the
following domains: study design, risk of bias, inconsistency, indirect evidence, imprecision,
and other considerations (publication bias, large effect, confounding factors) [33]. The
studies were classified as one of the four levels of certainty of evidence (high, moderate,
low, or very low).

2.7. Patients and Public Involvement

A patient diagnosed with TMDs and tinnitus was selected and participated in the
systematic review protocol to guide the development of the research question and the
important outcomes based on the patient’s perspective. This procedure is based on the
Guidance for Reporting Involvement of Patients and the Public (GRIPP) [34]. This step was
conducted before the search strategy, in which a patient was recruited from a waiting list
for physical therapy services in Rio Grande do Norte in Brazil.

The interview with the patient was conducted by video call. During the interview, the
patient reported discomforts, such as pain in the masticatory and neck muscles, tinnitus,
and “click sounds” close to the TMJ which is commonly observed in the population of
interest for this study. According to the patient, the outcomes of interest that should be
studied were the reduction of muscle pain, and the intensity and frequency of the tinnitus
since it impairs daily functions and concentration/attention.

3. Results
3.1. Study Selection

The electronic search generated a total of 1565 articles. From those articles, only four
were included [35–38] for summarizing the evidence (Figure 1). However, two articles are
derived from the same study [35,37]. One of them [35] was a secondary analysis from the
clinical trial of the La Serna et al. study [37].

https://pedro.org.au
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Figure 1. Flowchart of the study selection process.

The descriptive characteristics of the selected articles are presented in Table 1.
The number of participants per study ranged from 46 to 80 subjects, with a total of

187 individuals, of which 51.9% were women and 48.1% were men. The average age of the
subjects in the studies was 42 years, ranging from 38 to 45 years. Three studies used the
RDC/TMD for the diagnosis of TMDs, except one that adopted the DC/TMD [38]. As for
the diagnosis of tinnitus symptoms, all of them applied self-reported tools.

Tinnitus severity, reported by mean annoyance and volume, was assessed by Visual
Analog Scale (VAS) in two studies [35,37]. One of the studies [36] measured the tinnitus
intensity using the VAS. In another study [38], tinnitus annoyance was evaluated using the
Tinnitus Questionnaire (TQ), and the tinnitus severity was evaluated using the Tinnitus
Functional Index (TFI). Both instruments applied are related to the tinnitus symptomatology
but according to the authors, these instruments have different constructs and are more
sensitive to differentiate tinnitus annoyance and intensity. The impact of tinnitus on daily
life was assessed using the Tinnitus Handicap Inventory (THI) in two articles [35,37].
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Table 1. Descriptive characteristics of selected studies.

Study and Country Sample Average Age
(years) Intervention Group Comparison Group

Frequency and
Duration of
Intervention

Outcomes and
Evaluation
Measures

Follow-Up Results

La Serna et al.
(2020) [35]

Spain
Plaza-Manzano et al.

(2020) [37]
Spain

GI: 31
(12 M e 19 W)

GC: 30
(13 M e 17 W)

GI: 42.5 (±12.0)
GC: 44 (±10.5)

Education based on
pain mechanisms,

coping strategies and
changing habits.

Mobility, posture,
TMJ motor control,

tongue and neck
exercises.

Mandibular
mobilization and soft
tissue techniques in

the massater,
temporalis, SCOM

and upper trapezius.

Education based on
pain mechanisms,

coping strategies and
changing habits.

Mobility, posture,
TMJ motor control,

tongue and neck
exercises.

6 sessions of 30 min
in 4 weeks.

Intensity of TMDs
pain (NPRS), PPT

(algometry), tinnitus
severity (VAS),

tinnitus report (THI),
incapacity (CF-PDI)
and quality of life

(SF-12).

3 months
6 months

The exercise/education
plus manual therapy group
showed better outcomes in

intensity of TMDs pain,
tinnitus severity, PPT and
incapacity. The follow-up

three and six months
theses outcomes proved

significantly better.
However, similar changes
for the quality of life as the
exercise/education alone

group.
In Both groups of

treatment higher scores of
tinnitus severity predicted

better outcomes 3 and
6 months pos-intervention

(p = 0.001). In addition,
lower PPTs in the
temporalis muscle

predicted poorer clinical
outcomes (p < 0.005). In

group with manual
therapy higher scores THI
predicted better outcomes

post-intervention
(p < 0.005).
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Table 1. Cont.

Study and Country Sample Average Age
(years) Intervention Group Comparison Group

Frequency and
Duration of
Intervention

Outcomes and
Evaluation
Measures

Follow-Up Results

Van der Wal et al.
(2020) [38]
Belgium

GI: 40
(18 M e 22 W)

GC: 40
(24 M e 16 W)

GI: 46 (±13)
GC: 45 (±15)

Counselling,
stretching,

masticatory muscle
massage and

relaxation therapy.
For patients with

cervical
dysfunctions,

mobilizations and
exercises for the

region were added
(early-started group).

Participants
remained on the
waiting list for

9 weeks, after which
they also underwent

the same
intervention

(delayed-started
group).

18 sessions in
9 weeks.

Tinnitus annoyance
(TQ) and tinnitus

severity (TFI).

9 weeks
18 weeks

There was a clinically
important and statistically

significant (p < 0.005)
reduction in the TQ and

TFI score immediately after
the intervention and at

follow-up.

Demirkol et al.
(2017) [36]

Turkey

GI: 15
(7 M e 8 W)

GC: 16
(10 M e 6 W)

GP: 15
(6 M e 9 W)

GI: 36.6 (±14. 7)
GC: 40.1 (±14.6)
GP: 37.7 (±13.8)

Application of the
Nd:YAG laser, 20 s
continuously in the

external acoustic
meatus, with output

power of 0.25 W,
pulse duration

1000 ls (VLP mode),
frequency of 10 Hz,

pulse energy of
25 mJ, 25 W of power
of peak and energy
density of 8 J/cm2.

Application of
810 mn diode laser,
9 s continuously in

the external acoustic
meatus, with energy
density of 8 J/cm2

and output power of
0.25 W.

Placebo laser was
applied

anteromedially to
the external acoustic

meatus, without
irradiation.

10 sessions in
2 weeks.

Tinnitus intensity
(VAS) 1 month

In the two groups that
received the laser, there

was a reduction in tinnitus
intensity after one month
of treatment (p < 0.001).

The group receiving
Nd:YAG showed greater

percentage improvement in
tinnitus severity (p < 0.001).
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IG: Intervention Group. CG: Control Group. M: Men. W: Women. TMJ: Temporo-
mandibular joint. SCOM: Sternocleidomastoid. NRPS: Numerical Pain Rating Scale. PPT:
Pressure Pain Threshold. VAS: Visual Analog Scale. TQ: Tinnitus Questionnaire. TFI: Tinni-
tus Functional Index. THI: Tinnitus Handicap Inventory. CF-PDI: Craniofacial Pain and
Disability Inventory. SF-12: Short Form Health Survey 12. Nd: YAG: neodymium-doped
yttrium aluminum garnet. The intensity of TMDs pain was assessed using the Numerical
Pain Rating Scale (NPRS) only in two articles [35,37]. These same studies also evaluated
the Pressure Pain Threshold (PPT) over the lateral aspect of TMJ, and over the masseter
and temporalis muscles using a digital algometer. The Craniofacial Pain and Disability
Inventory (CF-PDI) was also used to measure incapacity, and the Short Form Healthy
Survey 12 (SF-12) to measure the quality of life [35,37].

The studies clearly described their exclusion criteria. The most frequently applied
criteria were individuals with neurological disorders, middle ear disease, Ménière’s disease,
history of trauma or fractures in the head or neck region, severe depression or anxiety
disorders, pregnancy, and previous treatment for orofacial pain in the last 3 to 12 months.

3.2. Interventions

The studies by La Serna et al. and Plaza-Manzano et al. [35,37] proposed educa-
tion associated with mobility, posture, neck motor control, and manual therapy exercises
(mandibular mobilization and soft tissue techniques for masticatory and cervical muscles).
In the study by Van der Wal et al. [38], participants underwent an orofacial treatment con-
sisting of counseling and other physical therapy modalities such as stretching, masticatory
muscle massage, and relaxing therapy. In addition, for patients with cervical dysfunctions,
exercises and mobilizations were added, and in cases of individuals with habits of teeth
grinding, the use of an occlusal splint was recommended. Although most studies have
proposed active therapies, only one study [36] used low-intensity laser in the auditory
acoustic meatus when compared to the daily application of the Nd:YAG laser with the
Diode, for a period of two weeks. The interventions are described in Table 1.

The duration of the treatment programs ranged from 2 to 9 weeks, with 6 to 18 sessions
in total, and with an average of 11 sessions. Only two studies provided information
regarding the duration of the session, which lasted about 30 min [35,37].

The description of the effects of the physical therapy interventions from all studies are
shown in Figure 2. The study by La Serna et al. [35] showed a reduction of 21.7 points in
the THI after intervention, while the study by Van der Wal et al. [38] showed a reduction
of 24.2 points in the TFI. Furthermore, an improvement in the treatment effect on tinnitus
intensity was observed in the study by La Serna et al. [35] after a six month follow-up.
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3.3. Methodological Quality

The PEDro scale was used to assess the methodological quality of the studies. The total
score ranged from 3 to 8 points, with an average of 5.5 points. Two studies [35,38] showed
high methodological quality. One study was rated as low methodological quality [36].
The scores of all studies are described in Figure 3. Of the four studies included, only two
performed an intention-to-treat analysis for at least one of the outcomes [35,38].
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The certainty of the evidence was assessed using the GRADE. One study was classified
as having a moderate level of evidence [35]. The other two studies [36,38] remained in
the low level evidence category. The downgraded was done for two reasons: the high
risk of bias and the problem of imprecision. The certainty of the evidence of the studies is
specified in Tables 2–4.
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Table 2. Manual therapy, exercise and education compared to exercise and education in patients with TMDs associated with tinnitus.

Certainty Assessment No. of Patients Effect

CertaintyNo. of
Studies

Study
Design Risk of Bias Inconsistency Indirectness Imprecision Other Con-

siderations

Manual
Therapy,

Exercise and
Education

Exercise and
Education

Relative
(95% CI)

Absolute
(95% CI)

Intensity of pain after treatment (follow-up: mean 6 months; assessed with NPRS: scale from 0 to 10)

1 Randomized
trials Not serious Not serious Not serious Serious a None 30 31 -

SMD 0.61 SD
lower

(1.12 lower to
0.09 lower)

⊕⊕⊕#
Moderate

Tinnitus intensity after treatment (follow-up: mean 6 months; assessed with VAS: scale from 0 to 10)

1 Randomized
trials Not serious Not serious Not serious Serious a None 30 31 -

SMD 0.64 SD
lower

(1.15 lower to
0.12 lower)

⊕⊕⊕#
Moderate

Tinnitus severity after treatment (assessed with THI: scale from 0 to 100)

1 Randomized
trials Not serious Not serious Not serious Serious a None 31 30 -

SMD 0.9 SD
lower

(1.42 lower to
0.37 lower)

⊕⊕⊕#
Moderate

CI: confidence interval; SMD: standardised mean difference; a. The total of participants in comparison this lower than the optimal information size; ⊕⊕⊕#: moderate level of certainty
of evidence.
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Table 3. Should Orofacial treatment multimodal compared to control in patients with TMDs associated with tinnitus.

Certainty Assessment No. of Patients Effect

Certainty
No. of

Studies
Study

Design Risk of Bias Inconsistency Indirectness Imprecision Other Con-
siderations

Orofacial
Treatment

Multimodal
Control Relative

(95% CI)
Absolute
(95% CI)

Tinnitus annoyance after treatment (assessed with TQI: scale from 0 to 84)

1 Randomized
trials Serious Not serious Not serious Serious a None 33 33 -

SMD 1.02 SD
lower

(1.52 lower to
0.52 lower)

⊕⊕##
Low

Tinnitus severity after treatment (assessed with TFI: scale from 0 to 100)

1 Randomized
trials Serious Not serious Not serious Serious a None 33 33 -

SMD 2.31 SD
lower

(2.92 lower to
1.69 lower)

⊕⊕##
Low

CI: confidence interval; SMD: standardised mean difference; a. The total of participants in comparison this lower than the optimal information size; ⊕⊕##: low level of certainty
of evidence.

Table 4. Low-Level Laser Therapy Nd:Yag compared to Control in patients with TMDs associated with tinnitus.

Certainty Assessment No. of Patients Effect

Certainty
No. of

Studies
Study

Design Risk of Bias Inconsistency Indirectness Imprecision Other Consid-
erations

Low-Level
Laser Therapy

Nd:Yag
Control Relative

(95% CI)
Absolute
(95% CI)

Tinnitus intensity (follow-up: median 1 months; assessed with VAS: scale from 0 to 10)

1 Randomized
trials Serious Not serious Not serious Serious a None 15 15 -

SMD 1.41 SD
lower

(2.22 lower
to 0.6 lower)

⊕⊕##
Low

CI: confidence interval; SMD: standardised mean difference; a. The total of participants in comparison this lower than the optimal information size; ⊕⊕##: low level of certainty
of evidence.
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4. Discussion

This systematic review aimed to summarize the evidence of the effectiveness of
physical therapy interventions for individuals with TMDs associated with tinnitus. Physical
therapy can provide great benefits for patients with TMDs associated with tinnitus by
treating the symptoms and improving quality of life [25]. The studies showed proportional
amounts regarding the sex distribution of the subjects included, although TMDs are more
prevalent in women [3]. The mean age was 42 years old, slightly higher than the age range
most often affected by this condition [39].

All studies included the assessment of tinnitus symptoms to measure the effects of
proposed physical therapy interventions. The VAS was the most used tool to assess tinnitus,
which corroborates with the current literature [40,41]. This tool is shown to have good
validity and reliability for the evaluation of tinnitus and is considered easy to use [42].
Other tools such as TQ, TFI [38] and THI [35,37] were also used to measure symptoms of
tinnitus. In addition to evaluating the intensity of tinnitus, two studies [35,37] evaluated
the TMDs pain intensity as a primary outcome. These trials also included other outcome
measurements such as PPT of the masticatory muscles and TMJ, mandibular incapacity
and quality of life [35,37].

Demirkol et al. [36] applied two modalities of low-level laser therapy, Nd:YAG
1064 nm and diode 810 nm in individuals with chronic subjective tinnitus associated with
TMDs. In this study, the tinnitus reduction was found only at the four-week follow-up for
both laser therapy groups. The mechanisms of laser action in tinnitus are still discussed;
however, the most accepted theory is that irradiation promotes an increase in blood flow in
the inner ear and induces hair cell repair through mitochondrial activation [43]. Despite
the positive result in this trial and the possible mechanism of action, a recent meta-analysis
showed no significant improvement in tinnitus with laser therapy intervention [44].

Van der Wal et al. [38] proposed a conservative orofacial treatment for individuals with
somatosensory tinnitus attributed to TMDs. This multimodal intervention included the
physical therapy modalities of counseling, stretching, massage of the masticatory muscles,
and relaxation therapy, and, in some cases, the occlusal splint was indicated. The patients
who also suffered from cervical problems, received cervical mobilizations and exercises.
They included a group receiving an early-start treatment and a group delayed-start. The
early-start group presented a significant difference in the TFI score immediately after the
treatment when compared to the delayed-start, which supports the recommendation to
treat tinnitus patients early because they have a favorable prognosis [45]. The TFI is a
questionnaire mostly used to measure the severity of tinnitus and it has been shown to
be more sensitive than TQ to detect smaller differences in measurements [46]. This study
conducted a delayed treatment design instead of using a control group that received no
treatment. Both received the same multimodal therapy but at different time points (nine
weeks). Additionally, more than half of the patients included in this study (52%) were
allocated evenly in the groups by cluster randomization with the use of an occlusal splint
due to the presence of teeth grinding [38]. Considering that this oral behavior is often
related to the aggravation of TMDs and tinnitus [36], some studies include occlusal splint
treatment for the management of TMDs, bruxism or teeth clenching. However, the literature
is controversial and with low methodological quality, indicating that the isolated use of the
occlusal splint is not recommended for TMDs patients [24,47].

La Serna et al. [35] applied manual therapy associated multimodal physical therapy
treatment in patients with tinnitus attributed to TMDs. This intervention demonstrated
positive effects by decreasing the severity of the tinnitus and the intensity of TMDs pain,
by increasing PPT of the temporalis and masseter muscles, and by improving mandibular
function, immediately after the intervention and after follow-up evaluations (three and six
months) [35]. It is important to emphasize that this study was classified with the lowest
risk of bias among all studies (Figure 3).

Plaza-Manzano et al. [37] performed a secondary analysis of predictive variables in the
treatment of these individuals according to the therapy administered in the abovementioned
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study [35]. This study showed that higher scores of tinnitus severity at baseline predicted
better outcomes at three and six months post-intervention in both groups. For the patients
who underwent exercise/education plus manual therapy, those with higher scores for
tinnitus-related handicap at baseline predicted better clinical outcomes of tinnitus related
handicap. It seems easier to elicit greater changes in an outcome with higher baseline scores
because subjects with less pain and disability had less room to exhibit improvements [37].
Low PPT in the temporalis muscles in both groups of intervention predicted poorer clinical
outcomes in tinnitus severity and THI at three and six months. This would be a relevant
finding from a clinical viewpoint, since early identification of peripheral sensitization
(decreased PPTs) over the trigeminal area could lead to better outcomes by implementing
early management in individuals with TMDs-related tinnitus. Moreover, men were shown
to have worse Tinnitus Related-Handicap (THI) responses after three months of treatment
compared to women [37]. These findings are contrary to the current literature on pain
perception between genders, which shows that there are no differences between genders in
most pain modalities [48].

The four studies included in this review investigated different physical therapy treat-
ment modalities at different time points. Therefore, a forest plot for different subgroups
was performed based on interventions and outcomes (Figure 2). Considering the studies
that used VAS as a tool to measure tinnitus intensity [35–37], the greatest improvement
observed was after the intervention using the Nd:YAG laser [36] with a 5-point improve-
ment followed by exercise/education plus manual therapy intervention [35] with a 4-point
improvement after six months follow-up. The interventions using exercise/education alone
and the diode laser improved tinnitus intensity by only 2-points [35,36]. Demirkol et al.
study [36] was classified as having a very low level of certainty of the evidence, while the
study by La Serna et al. [35] was classified as having a moderate level of certainty. In Van
der Wal et al. study [38], significant differences in tinnitus severity was reported between
the early start and delayed start groups, but this was not observed for tinnitus annoyance.
In addition, for the entire group, more clinically pronounced improvement in tinnitus
severity (TFI) was reported in 41% of patients immediately after treatment, and in 61%
after follow-up.

Furthermore, except for the Demirkol et al. study, the studies also presented follow-up
data in addition to data immediately after the intervention [35,37,38]. Better improvement
was at follow-ups. This was explained by the fact that patients were able to change their
habits, continue the exercises, and were less focused on the tinnitus complaints after the
study [38].

Manual therapy techniques are widely used and recommended within multimodal
therapy for the management of craniocervical dysfunctions [49–51]. The mechanical stimu-
lation of this intervention triggers a neurophysiological cascade in the central and peripheral
nervous system, responsible for the reduction of muscle activity and pain inhibition [52].
The manual therapy techniques cause reactive hyperaemia or a spinal reflex mechanism
for muscle spasm relief by equalizing the length of the sarcomeres in the involved mus-
cle [53]. Both mechanisms may explain the pain relief caused by the use of manual therapy
techniques [54]. The study by Van der Wal et al. [38] applied massage techniques on the
masticatory muscles and also on the cervical region when subjects presented associated
cervical dysfunction, while the study by La Serna et al. [35] used techniques of jaw joint and
soft tissue mobilizations for the orofacial and cervical region. In addition, other authors [25]
recommend approaches to the cervical region such as active or passive mobilization and
motor control exercises for the improvement of TMDs patients. Corroborating the findings
of these studies, a clinical trial with 33 patients performed trigger point inactivation and an
improvement in tinnitus severity measured by general characteristics (duration, location,
type, perception, intensity) and THI was observed [18]. The use of manual therapy was
also shown to be effective in improving quality of life as well as PPT in patients with both
cervicogenic somatic tinnitus and TMDs associated with somatic tinnitus [29].
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Most studies used exercises as part of the intervention [35,37,38]. The literature
suggests that exercise therapy leads to improved flexibility and tissue extensibility, as well
as increased muscle activity and endurance, and pain relief [25,55]. However, the trials
are heterogeneous regarding the modalities of the exercises used, and they do not provide
clarity as to their prescription (frequency, intensity, and duration). Future studies should
report more detailed information about the exercise implemented. This is also critical for
the reproducibility of the studies.

The implementation of education or counseling techniques in multimodal treatment
for the management of patients with TMDs and tinnitus is worth emphasizing, especially
because high rates of chronicity were shown in this population [22,56]. La Serna et al.
study [35] approached not only the classical concepts, but also current concepts based on
the neuroscience of pain, with active strategies for the management of painful conditions,
strategies to change habits and distraction techniques. These concepts have been high-
lighted by research in the field of pain as a change of paradigm from purely disease-centered
education [57]. Regarding tinnitus, counseling is an essential therapeutic modality for the
management of the symptoms because its action contributes to the habituation of the phan-
tom noise [58]. Furthermore, this therapeutic modality favors the autonomy/self-efficacy
of patients in managing and coping with symptoms.

The multimodal treatment for TMDs associated with tinnitus comprises an interven-
tion branch, given the multifactorial causes of tinnitus and TMDs. The biopsychosocial
conservative treatment, with a biobehavioral component, currently gains space when
compared to the biomedical and invasive model, as scientific evidence also indicates
the relationship between psychosocial factors and the perception of symptoms by the
patient [25,57].

None of the studies included in this review provided information regarding the
relationship between different TMDs subgroups and the occurrence of tinnitus, and which
physical therapy intervention is most effective for each TMDs subgroup. This should
be addressed in future studies as tinnitus signs and symptoms may differ according to
different TMDs classifications.

Based on the four studies included in this review [35–38], there is a low level of
evidence regarding the effectiveness of physical therapy for individuals with TMDs as-
sociated with tinnitus, which was attributed to the limited studies available and their
limited methodological quality (risk of bias) (Figure 3). However, based on the results of
the forest plot (Figure 2) and the certainty of the evidence, it is suggested that clinicians
use additional manual therapy (soft tissue release of the masticatory and cervical muscles,
and TMJ mobilization), counseling, exercises for temporomandibular and cervical regions,
and cervical mobilizations (in cases of cervical dysfunction) in individuals with TMDs
associated with tinnitus. The effectiveness of physical therapy modalities applied to these
patients should be further investigated with higher methodological quality clinical trials
with possible implementation of protocols with placebo interventions for better observation
of the natural course of the condition.

The present review followed a previous elaborated and registered protocol, including
only randomized controlled clinical trials and TMDs diagnosed only by the validated
and reliable tools DC/TMD and RDC/TMD. In addition, the clinical perspective was
considered, making the research question relevant to patients and clinicians. However, the
review was limited by the small number and low methodological quality of the included
studies, and further meta-analysis of the results was not possible to perform to compare the
effect size and mean differences of each physical therapy modality due to the heterogeneity
of the studies’s interventions.

5. Conclusions

Physical therapy interventions based on manual therapy associated exercises and
counseling, treatment orofacial conservative and low- level laser therapy were effective to
reduce the intensity or severity of tinnitus in patients with TMDs associated with tinnitus.
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However, the results are based on limited evidence. Further investigation of other impaired
clinical parameters in these patients including orofacial and neck pain, incapacity, and
quality of life is needed. Results will support future research on the topic and evidence-
based practice by recommending the best physical therapy approach for patients, clinicians,
researchers, and health system managers.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jcm12134329/s1, Supplementary Material 1: the search strategy
used for each database.

Author Contributions: Conceptualization, K.R., M.T.d.S. and I.G.; registration of the protocol on the
PROSPERO database, K.R. and M.T.d.S.; methodology, K.R., M.T.d.S. and I.G.; writing—original draft
preparation, K.R., M.T.d.S. and C.S.; writing—review and editing, K.R., I.G., J.S., M.T.d.S., M.C. and
C.S.; visualization, K.R., M.T.d.S. and I.G.; supervision, K.R., M.T.d.S. and I.G.; project administration,
K.R. and M.T.d.S.; funding acquisition, K.R. All authors have read and agreed to the published
version of the manuscript.

Funding: This study was funded by the Coordenação de Aperfeiçoamento de Pessoal de Nível
Superior-Brazil (CAPES) (Finance Code 001). “The APC was funded by Coordenação de Aperfeiçoa-
mento de Pessoal de Nível Superior-Brazil (CAPES)”.

Institutional Review Board Statement: This study did not require approval of the research ethics
committee since the data used are from clinical trials that have already been submitted to ethical
review. The findings of this systematic review will be disseminated through peer-reviewed scientific
publications, presentations at conferences, and transmission of knowledge in social networks through
infographics and videos with easy and accessible language, in order to achieve a better understanding
of society.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to data protection issues.

Acknowledgments: We would like to thank Karolinne Souza Monteiro, Faculty of Health Sciences of
Trairi, Federal University of Rio Grande do Norte, Natal, RN, Brazil for your assistance in the study
methodology.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. Ohrbach, R.; Dworkin, S.F. AAPT Diagnostic Criteria for Chronic Painful Temporomandibular Disorders. J. Pain 2019, 20,

1276–1292. [CrossRef] [PubMed]
2. Valesan, L.F.; Da-Cas, C.D.; Réus, J.C.; Denardin, A.C.S.; Garanhani, R.R.; Bonotto, D.; Januzzi, E.; de Souza, B.D.M. Prevalence of

temporomandibular joint disorders: A systematic review and meta-analysis. Clin. Oral Investig. 2021, 25, 441–453. [CrossRef]
[PubMed]

3. Bagis, B.; Ayaz, E.A.; Turgut, S.; Durkan, R.; Özcan, M. Gender Difference in Prevalence of Signs and Symptoms of Temporo-
mandibular Joint Disorders: A Retro-spective Study on 243 Consecutive Patients. Int. J. Med. Sci. 2012, 9, 539–544. [CrossRef]
[PubMed]

4. Conti, P.C.R.; Pinto-Fiamengui, L.M.S.; Cunha, C.O.; Conti, A.C.d.C.F. Orofacial Pain and Temporomandibular Disorders: The
Impact on Oral Health and Quality of Life. Braz. Oral Res. 2012, 26, 120–123. [CrossRef]

5. Costa, Y.M.; Conti, P.C.R.; de Faria, F.A.C.; Bonjardim, L.R. Temporomandibular Disorders and Painful Comorbidities: Clinical
Association and Underlying Mechanisms. Oral Surg. Oral Med. Oral Pathol. Oral Radiol. 2017, 123, 288–297. [CrossRef]

6. Silveira, A.; Gadotti, I.C.; Armijo-Olivo, S.; Biasotto-Gonzalez, D.A.; Magee, D. Jaw Dysfunction Is Associated with Neck
Disability and Muscle Tenderness in Subjects with and without Chronic Temporomandibular Disorders. BioMed Res. Int. 2015,
2015, 512792. [CrossRef]

7. Porto De Toledo, I.; Stefani, F.M.; Porporatti, A.L.; Mezzomo, L.A.; Peres, M.A.; Flores-Mir, C.; De Luca Canto, G. Prevalence of
Otologic Signs and Symptoms in Adult Patients with Temporomandibular Disorders: A Systematic Review and Me-ta-Analysis.
Clin. Oral Investig. 2017, 21, 597–605. [CrossRef]

8. Baguley, D.; McFerran, D.; Hall, D. Tinnitus. Lancet 2013, 382, 1600–1607. [CrossRef]
9. McCormack, A.; Edmondson-Jones, M.; Somerset, S.; Hall, D. A Systematic Review of the Reporting of Tinnitus Prevalence and

Severity. Hear. Res. 2016, 337, 70–79. [CrossRef]

https://www.mdpi.com/article/10.3390/jcm12134329/s1
https://www.mdpi.com/article/10.3390/jcm12134329/s1
http://doi.org/10.1016/j.jpain.2019.04.003
http://www.ncbi.nlm.nih.gov/pubmed/31004786
http://doi.org/10.1007/s00784-020-03710-w
http://www.ncbi.nlm.nih.gov/pubmed/33409693
http://doi.org/10.7150/ijms.4474
http://www.ncbi.nlm.nih.gov/pubmed/22991492
http://doi.org/10.1590/S1806-83242012000700018
http://doi.org/10.1016/j.oooo.2016.12.005
http://doi.org/10.1155/2015/512792
http://doi.org/10.1007/s00784-016-1926-9
http://doi.org/10.1016/S0140-6736(13)60142-7
http://doi.org/10.1016/j.heares.2016.05.009


J. Clin. Med. 2023, 12, 4329 17 of 18

10. Levine, R.A.; Nam, E.C.; Oron, Y.; Melcher, J.R. Evidence for a Tinnitus Subgroup Responsive to Somatosensory Based Treatment
Modalities. Prog. Brain Res. 2007, 166, 195–207. [CrossRef]

11. Buergers, R.; Kleinjung, T.; Behr, M.; Vielsmeier, V. Is There a Link between Tinnitus and Temporomandibular Disorders? J.
Prosthet. Dent. 2014, 111, 222–227. [CrossRef] [PubMed]

12. Manfredini, D.; Olivo, M.; Martini, A. Prevalence of Tinnitus in Patients with Different Temporomandibular Disorders Symptoms.
Int. Tinnitus J. 2015, 19, 47–51. [CrossRef] [PubMed]

13. Bousema, E.J.; Koops, E.A.; van Dijk, P.; Dijkstra, P.U. Association Between Subjective Tinnitus and Cervical Spine or Temporo-
mandibular Disorders: A Systematic Review. Trends Hear. 2018, 22, 2331216518800640. [CrossRef] [PubMed]

14. Vielsmeier, V.; Strutz, J.; Kleinjung, T.; Schecklmann, M.; Kreuzer, P.M.; Land-grebe, M.; Langguth, B. Temporomandibular Joint
Disorder Complaints in Tinnitus: Further Hints for a Putative Tinnitus Subtype. PLoS ONE 2012, 7, e38887. [CrossRef]

15. Edvall, N.K.; Gunan, E.; Genitsaridi, E.; Lazar, A.; Mehraei, G.; Billing, M.; Tull-berg, M.; Bulla, J.; Whitton, J.; Canlon, B.; et al.
Impact of Temporomandibular Joint Complaints on Tinnitus-Related Distress. Front. Neurosci. 2019, 13, 879. [CrossRef]
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