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Medical Policy Statement prepared by CareSource and its affiliates are derived from literature based on and supported by clinical 
guidelines, nationally recognized utilization and technology assessment guidelines, other medical management industry 
standards, and published MCO clinical policy guidelines.  Medically necessary services include, but are not limited to, those 
health care services or supplies that are proper and necessary for the diagnosis or treatment of disease, illness, or injury and 
without which the patient can be expected to suffer prolonged, increased or new morbidity, impairment of function, dysfunction of 
a body organ or part, or significant pain and discomfort.  These services meet the standards of good medical practice in the local 
area, are the lowest cost alternative, and are not provided mainly for the convenience of the member or provider.  

Please refer to the plan contract (often referred to as the Evidence of Coverage) for the service(s) referenced in the 
Medical Policy Statement.  If there is a conflict between the Medical Policy Statement and the plan contract (i.e., Evidence of 
Coverage), then the plan contract (i.e., Evidence of Coverage) will be the controlling document used to make the determination. 
According to the rules of Mental Health Parity Addiction Equity Act (MHPAEA), coverage for the diagnosis and treatment of a 
behavioral health disorder will not be subject to any limitations that are less favorable than the limitations that apply to medical 
conditions as covered under this policy. 
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II. Diagnostic Procedures

CareSource considers the following modalities medically necessary for diagnostic

testing for TMJ/TMD:

A. Examination including physical and psychological evaluation (as applicable)

B. Imaging that may include the following:

1. radiologic examination (ie, plain films, x- ray series)

2. ultrasound

3. CT/MRI scan for presurgical exam based on �&�D�U�H�6�R�X�U�F�H�¶�V��vendor

management requirements, which �S�U�L�R�U���D�X�W�K�R�U�L�]�D�W�L�R�Q���U�H�Y�L�H�Z���E�\���&�D�U�H�6�R�X�U�F�H�¶�V
imaging management vendor and are subject to vendor review criteria

4. laboratory studies and blood tests may be performed if systemic illness is

suspected to be the cause of the temporomandibular disorder, which

may require prior authorization review �E�\���&�D�U�H�6�R�X�U�F�H�¶�V���O�D�E�R�U�D�W�R�U�\��vendor

and are subject to vendor review criteria

5. joint arthrography may be considered when patient history and physical

examination findings indicate joint trauma and/or suspected pathology and

confirmation of the suspected structures involved is needed and cannot be

made from standard imaging

III. Non-surgical Treatment

CareSource considers appliance therapy, such as an occlusal orthotic device,

physical therapy, masticatory muscle and temporomandibular joint injections, and

trigger point injections, as medically necessary when significant clinical symptoms

and signs are present, including at least TWO or more of the following:

A. extra-articular pain related to muscles of the head and neck region, such as

earaches, headaches, masticatory, or cervical myalgias

B. painful chewing (not dental pathology related)

C. restricted range of motion, manifested by ONE of the following:

1. interincisal opening of less than 35 mm (greatest distance between

front upper teeth and lower front teeth when mouth is wide open)

2. lateral excursive movement (side to side movement) of less than 35

mm

3. protrusive excursive movement (front to back motion) of less than 4 mm

4. deviation on opening of greater than 5 mm; AND symptoms are not

resolved by conservative treatment, such as removal of precipitating

activities (ie, gum chewing, eating hard candies), pharmacological

treatment (such as anti-inflammatory or analgesic medications), or

change of textural diet change

Note: Physical therapy of necessary frequency and duration may be limited to a 

multiple modality benefit when more than one therapeutic treatment is 

rendered on the same date of service. 

IV. Exclusions
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CareSource considers the following experimental and investigational for diagnosis 

and treatment of TMJD/TMD and craniomandibular jaw disorder due to insufficient 

evidence of efficacy and, therefore, are not a covered benefit (not an all-inclusive 

list):  

A. standard dental radiographic procedures

B. hydrotherapy (immersion therapy, whirlpool baths)

C. iontophoresis

D. orthodontic/bite adjustment services and orthodontic fixed appliances

E. biofeedback

Note: �,�W���Z�L�O�O���E�H���G�H�W�H�U�P�L�Q�H�G���G�X�U�L�Q�J���W�K�H���3�O�D�Q�¶�V���S�U�L�R�U���D�X�W�K�R�U�L�]�D�W�L�R�Q���S�U�R�F�H�V�V���L�I���W�K�H��
treatment of a TMJ disorder is considered medically necessary for the 

requested indication (and must be related to a specific medical condition). 

E. State-Specific Information
NA

F. Conditions of Coverage
NA

G. Related Policies/Rules
NA

H. Review/Revision History

DATE ACTION 

Date Issued 01/18/2023 New policy 

Date Revised 12/13/2023 Updated references. Approved at Committee. 

Date Effective 03/01/2024 

Date Archived 
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