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Hypnobehavioral and Hypnodynamic Interventions in
Temporomandihular Disorders

Eli Somer B 7onmporomandibular disorders (TMD) are presen-
ied ay pathology that must be conceprialized from
both u dentalimechunical as well as a psychological
perspective. dbnormal jaw muscle activity is seen as a
potentiat outcome of psvehological stress and as a
phvsiological marker of possible emotional problems.
the paper suggests @ modulur maltimodel approach
that imvolves the application of behavioral medicine
symptom-focuscd principles fivst, and the use of a psy-
chodvnamic treatment parameter if underlying psy-
chotogical conflicts we suspected of maintaining
UMD symptonuatology. The we of ypnosis in TMD is
destonstrated with two cases One responded well to a
Inpmobchavioral treaiment and the other required
Ivpnodynamic interventions. The importance of routi-
ne psvoehological evaluation end  interdisciplinary
colluboration for muximizat:on of treaiment efficacy
with TAD puticnts is discussed.

emporomandibular disorders (TMD) were delined as musculoskeletal pain or dys-
Tt'unclion in the masticatory system usually aggravated by chewing or jaw function,
but independent of local discase involving the teeth, mouth, or other tissues (Clark,
Seligman, Solberg & Pullinger, 1989). Typical symptoms reported by TMD patients
include myalgia, reflected in timitations of mandibular movements, temporomandibular
joint (ID)Y pain, crepitus disorders of mandibular mobility and arthritic problems
(Dubner, Sessle & Storey, 1978; Yemm, 1979). Arelated problen is nocturnal bruxism,
the Torcetul grinding or clenching of the teeth during sleep. The thythinic chewing-like
bruxing movements olten result in audible gnashing noises as well as prolonged periods
of isotpnic contraction of the masticatory muscles (Fuchs, 1975). Abnormal wear 1o the
teeth is the most often mentioned clinical sign of both acute and chronic bruxism (Nad-
ler, 1966). Some of the periodontal damage documented in bruxisim inciudes recession
and inflammation of the gun (Moore, 1956) and resorption of the alveolar bone (Scand-
rett & Ervin, 1973). Damage to the TM} (Glickman, £972), hypertrophy of the masse-
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ter (Glaros & Rac, 1977) and a variety of facial pains and headache (Schwanz & Chay-
es, 1968) are some of the other known signs and symptoms related to bruxism. This dis-
order is associated with diurnal activity as well; dysfunctional diumnal habits include not
only clenching or grinding of teeth, but also posturing habits, nail biting and lip or cheek
biting. Rao and Glaros (1979) demonstrated that experimentally induced stress can
result in masticatory hyperactivity. Jaw and facial muscle hyperactivity may also be
associated with nonverbal communication. Katz and Rugh (1986) claimed that Jaw
clenching is a frequent expression of anger or fear in certain cultures. Epidemiological
studies have indicated that although less than 10% of the adult population in Western
industrialized societies are aware of these disorders, the prevalence of one or more of
the aforementioned symptoms ranges from 28-36% (Solberg, 1983).

Rugh and Solberg (1976) proposed a multifactorial multietiological theory for TMD
to include functional (bruxism), structural (occiusion) and psychologicat (anxiety, ten-
sion) factors. While there seems to be agreement with regard to the influence of psy-
chosocial factors in TMD, some etiological models disagree about the specific variables
that are thought to be involved. It is widely agreed. however, that except for problems
induced by external trauma or by degenerative arthritic conditions, stress is a common
etiological variable influencing TMD (Solberg. 1986; McCreary, Glenn, Merril, Flack
& Oakley. 1991; De Leeuw, Steenks, Ros, Bosman, Winnubst & Scholte, 1994). Sever-
al invesiigators tuund that bruxers tend w be (1) interpersonally and expressively aloot,
(2) inhibited. (3) hard driving, (4) dissatisfied with their lives, and (5) apprehensively
worried and guilt ridden (Lebrun & Lelonde, 1986; Cannistraci & Friedrich, 1987;
Hicks & Chancellor. 1987; Fischer & O'Toole, 1993). The psychological approach to
TMD regards the strain imposed by these patients on their temporomandibular area as
a physiological response to emotional distress. This perhaps is similar to other chronic
muscle pain disorders associated with increases in electromyogenic activity.

Assessment

While the literature on behavioral medicine is rich with symptom-alleviating interven-
tions. this paper will propose a hypnotherapeutic perspective that considers a variety of
treatment options depending on the specific vauses assessed to be contributing to the
temporomandibular problem in question. A comprehensive evaluation of the patient is
warranted because while stress reactions can be responses to environmental. circum-
stantiat or hite-style factors, thev can afso mask more serious psychological disorders
that may respond better to psychotherapy (or psychopharmacotherapy) than o sym-
ptom-focused behavioral medicine methods.

Behavioral medicine assessment

The basic principle ot assessment in behavioral medicine is to redefine the svmptoms
in observable and measurable terms (Keete & Blumenthal. 1982). A pattent with masti-
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catory pain, for example, might be asked to help collect data that woled F-nablc the .cli-
nician to analyze muscle tension, the pain expetience, and maladaptive jaw posturing,
and then develop objective means for measuring them such as EMG acuvit_y o.r quan-
tifiable pain reports. These measures are then utilized, usually ina self-momtonpg fas-
hion, in order to learn its function in the patient’s life and how the pain is experienced.
The patient and the therapist can later track the emerging symptom-flummtion pa:rtern
and then discover those factors which influence the experienced pain lcvel. Ide.xmﬁed
patterns of pain can help the clinician to develop hypotheses about the f:ausallty and
maintenance of the presenting syndrome. It should be emphasized that this as§essment
phase would seem more valid when applied to TMD of muscular origin. Less is known
about the psychological fiactors associated with arthogenic disorders. ' '

When pain is a significant component of the TMD, coping strategics for pain con-
trol need to be assessed as well. Melzack and Perry (1975) proposed a method where-
by the patient is asked to establish a pain baseline for pinching. A new . iin coping stra-
tegy is introduced in each successive trial of pinching. The patiem is lhl:.“l asked to com-
pare by means of a rating scale the baseline pain with the pain exp‘en.-..nced af’ter app-
fying the coping strategy. Several discrete categories of palp-copmg s'trategles ha\.re
been suggested, among them avoidance or distraction, alleviation, alte%'_m‘on of the pain
experience and awareness of the pain (Scou & Barber, 1977; Turk, ’»Ienchenb:elum &
Genest, 1983). The stratcgies that are experienced by the patient as most effective can
then be chosen for the hypnobehavioral intervention,

Hyvpnodvnamic assessment

Brown and Fromm (1987) proposed that in behavioral medicine the clisiician should be
alert for indications of major mental iilness. substance or alcohol tbuse. character
pathology. posttraumatic stress syndromes. depression and so torth. They _advised tha.u
the clinician should use the case history as a mean of developing a dyrnamic forrnulatl—‘
on of the primary conflicts and maladaptive pattems of relalionships.:m th}? course ot
the patient’s life. It is important to ascertain whether or not the T}ID ;unct{ons‘ as part
of a wider svstem’s conflict. Chronic pain. for instance. mas function 10 maintain equi-
librium witiﬁn a relationship, may represent masked hostility towards a therapist of
may elicit repetitions of care-giving behaviors similar to those the patient had ‘been
exposed to in childhood. When TMD svmptoms are related to psychodynamic or
system conflicts, behavioral treatment may not be efficient. Case 2 rresented later in
tI.'IiS paper will illustrate hypnodynamic principles applied to a TMQ pa_tie.m. Among
other things, this case study will also demonstrate the use ot hypnosis wuh}n the con-
text of psychotherapy for the purpose of uncovering an undertying conflict that has
manifested itself in temporomandibuiar symptomatology. (n dynamic hypnotherapy.
also called briet hypnoanalytically oriented psychotherapy (Brown & Fromm, l9§‘?).
the uncovering techniques represent an ongoing assessment process interwoven into
the psychologically curztive process. A thorough account of dynamic hypnotherapy
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diagnostic techniques is beyond the scope of the paper. A brief outline of representati-
Ve uncovering and hypnoprojective methods would be in line because they can produ-
ce information that reveals unconscious meaning and motivation.

Theater or Television Technique: In the Theater Technique (Woiberg, 1948) the pati-
ent is encouraged to project the unconscious meaning of the symptom into an imagi-
ned play’s unfolding action. [n the Television Technique, each channel can symboli-
cally represent a different aspect of the patients’ problem. This technique can also
allow switching back to a relaxing program and other control options.

Cloud Technique: The patient is asked to imagine him/herself looking at the shifting
images of clouds and to report his/her perceptions and the relationship between the
imagined cloud designs and the problem he/she is working on.

Hypnotic Dreams: Ferenczi (1926) described hypnotic dreams as a convenient type of
“forced fantasy” by which the clinician can directly inquire into unconscious processes
in response to suggestions to dream in trance (De Benedettis, 1996; Sacerdote, 1978),

Automatic Writing: Mihl (1952) was one of the pioneers of this techniques. In it, the
hypnotist introduces the idea that the hand can be the dissociated spokesman of the
unconscious, without conscious awareness of either the act of writing or the ideas
being expressed.

Revivification and Age Regression: In this method. the hypnotherapist structures the
su2gestions so as W expiore experiences of different developmental ages sometimes by
reliving the past experience in a compeliing way in order to learn how these experien-
ces have contributed to the current problem (Cheek & LeCron, 1968; Sheehan &
McConkey, 1982).

Affect Bridge: In this method evoked strong affect associated with the problem is

used as a bridge 0 a time earlier in the life of the patient when he/she felt exactly the
same (Waikins, 1971).

Treatment

The Ivpnobehavioral approach

Since stress has been identitied as a basic contributor in the etiology of TMD. effective
stress reduction techniques must be instituted for a lasting result. These methods must
not only reduce myogenic tension and perceived pain. but need to address the problem
of inarentive parafunctional habits that maintain T™M sympromatology tov. Several
reports exist arnesting to the clinical effectiveness of relaxation techniques in both chro-
mic and acute TMD patients { Gesset & Alderman. 1971 Reading & Raw. 1976; Stam.
McGrath & Brook, 1984). Some evidence exists that patients with TMD may have
greater difficulty in relaxing the muscles ot mastication than individuals who do not
have this condition (Molier, Sheik-Ol-Eslam & Lous, 1971). One method clinicians
have implemented in an etfort to increase awareness to paratunctional habits and
enhance relaxation capacities in TMD patients was biofeedback {Berry & Wilmot,
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1977, Dohrmann & Laskin, 1978; Gale, 1979; Kardachni & Clarl::e, ‘I 977, Rugh &
Johnson, 1981; Pierce & Gale, 1988). The research from this area mdn:_ates that both
nocturna! binary biofeedback and diurnal analog feedback can be efffac'nve 'treatme:nfs
for TMD. A major challenge in TMD remains the correction of maladjustcd' jaw activi-
ties. The jaw clenching- muscle cramping pain cycle can be reducefl or eliminated It;y
slightly opening the mouth. Inserting the tongue between the posterior teeth gene’rad y
tends to act as an accurate measure of interocclusal dlstance., and serves as a reminder
of unconscious mandibular closure. Suggesting to the patient that wiicnever h.e!she
clenches his/her jaw he/she will automatically insert his/her tongue Petween h.lsfht?r
teeth averts the initialing stage in the muscular tension-pain c‘ycle‘(Gramun. lg?flt Ne.t-
berger, 1971; Secter, 1971). When pain is involved, the p:anent is }aught to utilize n;
trance the pain-coping strategies found to be most effective !‘or I‘nmmer. Brown a{;
Fromm (1987) recommend a gradual development of tt.lc patient’s sense of sellf-e: i
cacy and hope. As it is easier for people to affect pain dlsfress than pain mtenlstty it .IS
thus recommended to address pain distress tirst. A stepwlse approach |'s advisable in
order to help with the often difficult transition from their su?cessf.ul per'iormance w:e'n
guided by the hypnotist to self-hypnosis. Initial self-hypnosis S.eSij(.Z)nS .;.m conducte ::
the office: first practices at home should be reported to the clmu:n.an n a prearrange
phone cail. An aid 10 self-hypnosis could be an audiotaped hypnotic session that could
be prepared for home practice.

Hlustrative case 1: A Inpnobehavioral intervention

History: This patient was a 21 year-old single undergraduate stud.ent. She was referred
to me'bv her dentist because of severe bruxism and intense chronic headache. (:‘om?le-
te head’ x-ravs revealed no intracapsular TN damage but all her molars displaved
abnormal wear. The patient indicated to her dentist that her college roommate had
remarked that she audibly ground her teeth at night. The patient waf. also a\.s-are that she
tended to clench her jaw during the day. Her dentist decided to refer her for ps,vchol‘cf-
gical help after the patient disclosed she had been extremely tense because her hoyi tri-
end. an infantry officer. was on active dury on the volatile Lebanese bf,;d‘er. The patient
also reported she had started 1o suffer trom examination stress and md1}cated th;.l }.ler
bruxing behavior cleurly increased in intensity during‘her term exzfn.n‘penod and. un:i
the period from the moment she heard on the radio of bord?r hostilities to the time sl
received a reassuring phone call from her boviriend intorming her that he was well, ‘

She was the first-born daughter in a family of four persons. Her parents were descri-
bed as warm and caring. She admired them for their prol'ession?l ;}chlevemenls anj.i
pursued her legail education in the hope of following in her father’s tootsteps as a suc-
cessful criminal defense attorney. A mental status examination reveale.d no personality
disorder. She met DSM-IV criteria for Adjustment Disorder with Am\’;'.:ty and for Psy-
chological Factors A ftecting Medical Condition (stress affecting bruxism). Her MMPI-
2 profile was *17 reveating apprehensive brooding and concern for her health.
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Treatment: The patient was provided with information about the psychological fac-
tors affecting bruxism and the rationale for a2 multicomponential stress-management
treatment program. Her study habits were reviewed and tips were given for the enhan-
cement of her learning efficiency. A hypnosis tape had been prepared for her to be used
each time she sat down to study for her exams. Some of the suggestions on the tape
were: “When you open your eyes, you will be able to concentrate on your studies. You
will be able to concentrate to such a degree that you will absorb the material like a
sponge taking up water, making an indelible mark in your mind, so you will be able to
recall the material very easily during the exam. You will indeed find out that the
moment you enter the examination room and pick up your paper you will become
completely calm and relaxed and the learned material will become readily available for
each question,”

The patient had been taught autorelaxation and was encouraged to practice the skill
on a daily basis. Several sessions were dedicated 10 the corrections of her bruxing
behavior. Following the behavioral rehearsals at the clinic these post-hypnotic sugge-
stions (partially adopted from Golan, 1989) were given: “You have now acquired some
very helpful skills for the management of your stress. Whenever you find yourself in
one of those tension producing situations. such as waiting for your boytriend's phone-
call or a difficult examination, you will notice that vour jaws tend to clench. However,
it will no longer be necessany 1o iighten vour cheek muscies or grind your tecth. You
will find yourself pressing your right index finger 10 vour thumb instead. exactly as vou
practiced in the clinic, and no longer use your teeth. Any time vour teeth accidentally
touch when vou are not eating. vour lower jaw will immediately drop. Even when vour
lips are shut your teeth will stay slightly apart. Your tongue will remember to verify the
accurate distance berween vour jaws by periodically inserting itself between vour
posterior teeth. This will help your muscles to become loose. soft. relaxed ... This wiil
present your muscles from cramping and will enable you 10 enjoy a sense of comtorn
and well-being. At night you will be able to continue your relaxation into sleep.
Throughout your sleep vour teeth will stav apart. Any time your jaws press against
each other you will awake. your lower jaw will drop. and vou will immediately fall
sound asleep realizing that your subconscious mind is protecting you.”

The patient responded well to suggestions tor pain alleviation. She was given sug-
gestions to apply in trance an imagined analgesic ointment that would create numbn-
ess. This technique was recommended to be used only as an adjunct intervention. The
patient was >een for wen weekly sessions before she reported she feit symptom-{ree.
She was stifl well and had maintained her gains at a follow-up visit five weeks later,

Hiuseraiive case 2: A hyprodvnamic intervention

History: This patient (B) was a 69-year-old man who was also diagnosed as sutfering
from bruxism with both diurnal and nocturnal activity with no known anatomical cau-
ses. Grinding, clenching and biting damage was identitied on his teeth and on intemai
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soft tissues. He suggested severe facial pain radiating from his teraporomandibular
joints, at times causing total incapacitation that required complete bed reft. Although n.o
intracapsular TMJ pathology was found, severe mandibular hypomobility affected his
speech and caused significant difficulties in eating. Continued intense nocturnal ma.s.se-
ter hyperactivity created serious damage to a series of prescribed dental splints, which
had to be periodically replaced. After 4 years of intensive craniomandibular care with
minimal improvement this patient was referred to me for psychological consultation.

B, a professor emeritus of mathematics, retired from the university at age 65 and
dedicated most of his time to scientific writing. Intense headaches and facial pain inter-
fered with his academic endeavors and contributed to the development of significant
psychological distress. During the 3 years preceding his therapy with me he had deve-
loped onset insomnia and reported low energy and poor concentration, which added to
his scholastic difficulties. By the time I saw him he was suffering from low self-esteem
and was skeptical about ever recovering from his torment. This patient met DSM-FV cri-
teria for Dysthymic Disorder. His MMPI-2 scores were 21770 reflecting considerable
depression, social introversion and intense pessimistic worrying concering his health.

Bom in Budapest, B was an only child. His father, a physician, and his mother, a
theater actress, were both murdered during the Holocaust. He managed to evade trans-
portation to the death camps and hid. undetected, in the basement of a bombed-out
restaurant until the end of the war, feeding mostly on a large supply of dry beans he had
found. In 1948 he emigrated to Israel, where he was immediately mobilized into the
newly formed Israel Defense Forces, He participated in several bloody battlzs, and saw
many of his comrades fall. In 1949 he commenced his university studies, during fhat
vear he met his future wife. a Holocaust survivor herself, and married her. The patient
aedicated his life to scholarship in mathematics, leading a stable but emotionally deta-
ched marital life. He reported having been both physically and emotionally healthy
unti! his retirement.

Treatment: The clear temportal relationship between the onset of B’s craniomandi-
bular and emotional distress and his retirement intrigued him. However, he was unable
to find any conceivable connection between the evenis. Although the patient seemed
fairly interested in a psychotherapeutic expioration of this issue, he indicated he was
too consumed by his physical discomtor to apportion any attention resources o lrad?-
tional “talk therapy™. The patient agreed to a psychiatric consultation and was prescri-
bed 20 mg Fluexetine, one capsule daily, to which he responded well. After three xveelfs
he regained his former level of energy. his mood improved and he seemed more opti-
mistic about his chances of recovery. The tirst four sessions with me were dedicated to
the implementation of a few hypnotic pain reduction techniques, similar to those
described by Crasiineck (1995). The chronicity of pain of this still motivated but low-
spirited, patient encouraged me to strive for speedy symptom alleviation. The adopted
approach involved training in rapid successive trials of several diversified methods of
hypnotic inductions used consecutively within one psychotherapeutic session. The pro-
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cedure involved (1) covert hypnotic muscle relaxation, (2) displacement of the tem-
poremandibular pain to the right thumb, (3) glove anaesthesia, (4) transference of the
glove anaesthesia to sensitive facial areas. A special hypnotic session was tape-recor-
ded in order to facilitate daily practice. On this tape specific post-hypnotic suggestions
were given for optimal interocclusal distance. In the fifth and sixth sessions the patient
was taught self-hypnosis, and its efficacy in the management of pain was demonstra-
ted. The patient subsequently reported a noticeable improvement in his pain experien-
ce but bruxism and considerable TMJ discomfort persisted. Ensuing sessions adopted
a more traditional psychotherapeutic format. In one of them B reported a dream in
which he was on trial in military court for treason. The procedure took place amid a
smoldering battiefield scattered with bodies and burning vehicles. The dream ended as
he was found guilty and summarily prepared for execution by a Nazi SS firing squad.
The patient had no insight into the dream but felt it was very significant. I decided to
explose this lead further because the dream seemed to have tapped a few themes asso-
ciated with his troubled past during the 1940s. French and Fromm (1986) demonstra-
ted that dreams are reactions 1o, and expressions of, a current conflict. The past, they
claimed, if present in the dream is usually reactivated in the here-and-now situation.
Elsewhere, Fromm and French (1974) posited that every dream contains one or more
successful or unsuccessful attemprs 1o solve the conflict. What B’s current conflict was.
and how it was related to the themes in the dream and to his temporomandibular sym-
ptomatology, were the psychological questions I felt needed to be resolved.

Hypnodynamic techniques can help facilitate and improve working with dreams.
These techniques are of choige. particularly in the behavioral medicine context, where
a bumning physical problem is central in the patients’ motivation for psychological help.
In an attempt 1o resolve the encoded messages in B’s dream, he was hypnotized and
asked 1o re-dream his dream (Sacerdote, 1978). Encouragement was given to the pati-
ent’s subconscious mind to utilize a different manifest content, | also suggested that B
would be better able to undersiand the symbolism of both the original and subsequent
drearns. In his hypnotically induced dream B reported driving his car. He was consi-
derabiy younger and his wife and children were riding along with him. Suddenly, he
realized that he had 0 jump out of the car because it was going to crash, He woke up
terrified and whispered: “[ killed them.” The ensuing sessions focused on two sets of
tragic and guilt-ridden memories that were emerging. Both involved a powerful survi-
vor guilt: one associated with the demise of his own family in the death camps and the
other refated to his fallen comrades in Istaet’s War of Independence. Sessions 8-12
were dedicated to the processing of his guilt. The patient admitted that guilt was also
troubling him currently and stated that he couid not justity such a “useless existence”
as he had been leading since his retirement. Psychotherapy proceeded for three more
months until it was mutually terminated. However, from the 12th session B reported a
complete resolution of his temporomandibular symptomatotogy. At a 6-month follow-
up B was still teeling well and reported enjoying a generally stable and balanced mood.
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Discussion

Hypnosis itself is not a therapy but an adjunct to some form of medical treatment or
psychotherapy. This paper demonstrated applications of hypnosis in behavioral medi-
cine as an adjunct to behavioral (case 1) and short-term psychodynamic (case 2) thera-
pies. Temporomandibular disorders cannot be conceptualized solely as a generalized or
an environmentally specific stress, nor can such problems be approached with teat-
ments derived from an etiological perspective that is primarily dental and mechanical
(Somer, 1991). Although both noctumal biofeedback and maxillary occlusal EMG
splint therapies have been demonstrated to decrease severity of bruxism, controiled cli-
nical reports generally indicate a lack of long-term treatment effect and serious relap-
ses soon after treatment (Pierce & Gale, 1988; Rugh & Solberg, 1975). The cases pre-
sented here and elsewhere (Somer, 1991) underscore the role of psychological factors
in TMD and the importance of a routine psychological evaluation of every TMD pati-
ent. Patients approaching craniomandibular experts for help can reasciably be expec-
ted to suffer from consicerable physical discomfort. They can also be expected to be
somatizers, that is, persons who tend to become physically symptomatic under psy-
chological stress. These two factors call for psychological interventions that are quick
acting and effective. For this reason, hypnosis can often be considered an adjunct tre-
atment of choice. The clinician, however, must design a treatment plan that matches the
particular needs of the paticnt. Highly hypnotizable patients who hold their dentist in
very high esteem might respond dramatically to direct suggestions for symptom relief.
The majority of patients, however, would need some enhancement of their stress mana-
gement skills, specifically tailored to their individual life circumstances. Case 1 is an
illustration of a systematic short-term protocol of hypnobehavioral methods that pro-
duced long-lasting improvement in TMD symptomatology. Brown an¢! Fromm (1987)
recommended that ail initial hypnotherapeutic sessions in behavioral medicine should
routinely entail direct suggestions and posthypnotic suggestions for symptom relief.
They believe that up to 20% of patients (the high-hypnotizable) will 1cspond favorab-
ly and will not need further intervention. For those who do not respond they recom-
mend an individually tailored protocol of hypnobehavioral treatment. Case 2 is an
example of a type of paiient whose deep-seated psychological problems prevented a
thorough recovery even after he received both psychopharmacological and hypnobe-
havioral intervention. Commenting on dental bruxism almost a quarter of a century
ago. Nadler (1973) insisted that although behavioral interventions are often an essenti-
al component of successtul treatment of bruxism, patients’ stress sometimes is fuelled
by underlying emotional problems. Such patients fail 10 fully respord to straightfor-
ward hypnobehavioral methods and reach, exactly like B, a reatment plateau. Patients
such as B require an approach that will help them uncover unconscious conflicts asso-
ciated with the symptoms. When the patient’s symptoms are suspectedl to be maintai-
ned by a pathological interpersonal system, tamily therapy might be indicated. When
the patient’s symptomatotogy further persists Ericksonian hy pnotherapy aimed at aite-
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ring habitual frames of reference, beliefs and illness behaviors, might be the alternati-
ve treatment of choice.

"[his paper described relatively advanced hypnotherapeutic interventions with TMD
patients. The boundary between a multimodal dental medicine intervention and a hig-
hly specialized psychotherapeutic treatment becomes blurred. Craniomandibular
experts should be able to identify their own strengths and limitations as far as clinical
!:ypnosis is concemed. Clearly some of the psychotherapeutic interventions suggested
in this paper require extensive prior training and even licensure in psychotherapy. It is
my opinion that since TMD is psychosomatic in nature (that is to say that it involves
both physiological as well as psychological etiologies), all TMD patients should routi-
nely undergo psychological screening in order to determine how the psychologist and
the dentist may work cooperatively to produce maximally effective treatments.
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