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Clearly, life will never be the same again.


Just as there was life pre-9/11 and post 9/11.


There have been many other “pre and post” life altering events throughout history.


While it is nostalgic to look back with a sense of “remembering the good-ol-days” 
as we think about some of these events, longing for that simpler time “before X,” it’s 
not particularly helpful since we obviously can’t change the past.


So we move on.


We adapt to the new normal.


And, since humans are really good at adapting, while some things do become 
obsolete and pass away into the fabric of history, many things become better.


The Covid-19 crisis has given the whole world pause to consider what is truly 
important.


From a business aspect, it has given us a chance to look at our operations and 
systems. Where can we cut the fat? Who are our key team members? What can we 
do without? What do we need?


Even though it felt normal, for many of us we’ve been treading water for years. The 
crisis, to some degree, has been like being washed up onto a beach, no longer 
needing to tread water, realizing what it feels like to be… still.
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Not having a packed schedule.


Not having to run from room to room.


Not even leaving the house.


It feels super weird. Feels like we should still be swimming, keeping our head above 
water, but the water is no longer there.


So our focus changes.


First, on our new beach we focus on survival.


Although we wish this crisis wasn’t global, it is, and we’re all in this together. While 
that is awful in some standpoints, it also means that we can help each other. People 
with different skills can come together to help us all improve our chances of survival.


Survival is much more likely when working together.


We will survive.


I have zero doubt.


This crisis will resolve.


But, post Covid-19 will be different.


And I’d like to help us be ready. 

The best time to plant an 
apple tree is 20 years ago.


The second best time is 
NOW. 

What can you do NOW to 
prepare for the post 
Covid-19 world? 

In this newsletter I’m going to 
discuss just one thing… but 
it’s a potentially BIG thing. 
Depending on your practice, 
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and on your CAPACITY, it could be HUGE.


I SINCERELY HOPE that by the time you’re reading this, which will be 3 weeks or so 
after I write it, that things will be looking better.


But whether they are or not, I know the information contained in this issue will serve 
to make you and your practice stronger, if you choose to implement it.


Remember—knowledge is NOT power. I think we’re learning that like never before. 


Knowledge without implementation is worthless… maybe even dangerous… for 
sure irresponsible.


So get ready.  

Get set.  

GO! 
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There is A LOT of talk about telemedicine.


While we were talking about telemedicine before Covid-19, it became WAY more 
relevant as our offices were shut down and we implemented social distancing.



It’s pretty tough to 
be a dentist at a 
distance.


However, at least 
for our practices, 
we’re pretty excited 
about the use of 
telemedicine now 
AND moving 
forward.


As a matter of fact, 
we’re not going 
back to the old way 
“post Covid-19.”


Why would we?


We are able to “see” more people, faster, and at less cost to them and us.


We used to schedule 45 minutes for a new patient “initial evaluation.” Of that 45 
minutes about 10-15 minutes was with the doctor. Much of the time was with the 
assistant going over the paperwork. Of course there typically was a brief physical 
exam, but maybe there are ways to do this exam without absolutely having to touch 
the patient (spoiler alert—there are!).


Then of course we had to prepare the room for the patient and clean it up after the 
patient.


For most of us, one of the biggest, if not the biggest, limiting factors of the 
profitability of our practices is our CAPACITY to see the patients.


We only have so many rooms.


With sleep and TMD our team can take on a ton, freeing the dentist up to “be a 
dentist” in the other operatories… but still, we’re limited by our number of rooms 
and/or the number of hours we’re willing and able to have those rooms open.


4

Telemedicine is Only an Instrument



I’ve seen so many dentists not realize this and actually have sleep and TMD HURT 
their general dental practices as their rooms become increasingly filled with follow 
up cases, which typically result in little or no revenue… but still require the chair 
time.


Telemedicine has THE POTENTIAL to change all of that.


But here is the dirty secret that a lot of the people trying to sell telemedicine right 
now aren’t saying.


If your diagnostic and communication skills aren’t already excellent IN 
PERSON, telemedicine will NOT magically improve those inadequacies. 

It sounds super nice to just be able to “see” a patient for follow up via telemedicine 
and reduce or nearly eliminate the need to have them come back to the office. And I 
believe this is actually possible.


BUT, your ability to do this will be directly related to your ability to diagnosis 
and treatment plan your patients via their history and simple observational 
diagnostic measurements. 

When I lecture I often say that I can diagnose most TMD issues over the phone, and 
that I have many times.


I don’t say this to impress people, I say it to try to impress upon them that AFTER 
you are able to recognize the usual patterns the tentative diagnosis is most often 
straight forward.


However, I know that when I say this there are likely many in the audience thinking 
that either I’m super cocky or I’m lying. Unfortunately, this likely means that they 
also think “I could never do that.”


TMD has been taught to be so complex, so complicated, so weird, so different from 
normal dentistry. The typical TMD course leaves the attendee leaving more 
confused than when they entered. And even if the dentist is able to come up with 
some sort of tentative diagnosis, if the only treatment option taught was “refer the 
patient to PT” or “put them on drugs” that doesn’t instill a lot of confidence either.


So, for us, telemedicine is going to revolutionize our practice, allowing us to reach 
FAR more patients than we could in the past, and “get them in” for evaluation more 
efficiently and at a lower cost, and higher profit, than ever before.


And you can too.
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But before you jump in, YOU MUST be comfortable WITH THE BASICS of TMD 
DIAGNOSIS AND TREATMENT PLANNING.


“BUT WAIT!” you say. “I don’t treat TMD Jamison!!! I just do sleep.”


But when your patient has a side effect with their sleep appliance you’re going to 
need to know how to diagnosis what’s going on, and hopefully be able to treat it, 
often WITHOUT the patient needing to be seen in person.


In your SSC Library Document Center there is a “TMD Decision Tree.” You can use 
this to help you figure out 80% or more of the most common TMD issues.


I’m going to go though this decision tree here, using it as a tool for telemedicine.




Where is the Pain? With one finger, point to where it hurts THE MOST 

1. Behind the jaw and below the ear (at the angle of the 
mandible)—Is the pain worse when eating sour foods?


• Yes = Possible problem with the Parotid Gland

- Next Step = Referral to ENT


• No = Possible stylomandibular ligament inflammation 
(“Ernest syndrome)

- Next Step = PT/modalities or diagnostic injection


2. Jaw Joint: Is it difficult or painful to get the back teeth to 
touch on one or both sides?


• Yes 
6
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- Does it hurt more or less to bite on something placed 
between the back teeth (such as a pencil or tongue 
depressor)?

❖ More = Rule out tooth problem, if none, then likely 

synovitis /capsulitis

• Next Step = Anti-inflammatories, PT/Modalities 

❖ Less = Retrodiscitis

• Next Step = Aqualizer, Anti-inflammatories, PT/

Modalities

• No 

- Is there clicking or popping in the jaw joint (NOT a crunchy noise or 
crepitus)?

❖ Yes 
• Does the clicking go away when opening and closing with a forward 

positioning of the lower jaw?

- Yes = Reducing Disc Displacement with Recapture


❖ Next Step = Evaluate for possible splint therapy

- No = Reducing Disc Displacement without Recapture


❖ Next Step = Evaluate for possible splint therapy

❖ No 
• Did your jaw used to click or pop?


- Yes 
❖ Is the range of motion less than 30mm (or two fingers or less 

between the teeth) and/or the jaw deflects toward the painful side 
upon opening?

• Yes 

- Approximately how long ago did your jaw stop clicking?

❖ Two months or less = Acute Non-Reducing Disc Displacement

- Next Step = MRI to confirm diagnosis or unlocking

❖ More than two months ago = Chronic Non-Reducing Disc 

Displacement

- Next Step = Possible MRI, possible unlocking, possible splint 

therapy

• No 

- Does your jaw joint make a crunchy noise or crepitus?

❖ Yes = Degenerative Joint Disease (confirmed by imaging, 

panoramic or CT)

- Next Step = possible splint therapy

❖ No = Chronic Non-Reducing Disc Displacement

- Next Step = possible splint therapy


- No = Possible retrodiscitis of the TMJ without significant swelling 
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❖ Next Step = Aqualizer, Anti-inflammatories, PT/Modalities


3. Cheek area / Masseter Muscle—Have you had any recent Dental Injections?

• Yes 

- Is there a significant reduction in pain-free range of 
motion?

❖ Yes = Trismus

• Next Step = Immediate referral for PT and anti-

inflammatories 
❖ No 
• Is there pain if pressure is applied under the cheek 

bone when opening (pain to palpation of the 
temporal tendon / coronoid process)?

- Yes = Possible temporal tendonitis


❖ Next Step = PT/modalities, possible diagnostic injection

- No = Myalgia of the masseter


❖ Next Step = PT/modalities

• No 

- Is there pain if pressure is applied to the cheek area (pain to palpation of the 
masseter)?

❖ Yes 
• Does pressure, applied to certain areas in the masseter, result in referred 

pain to the teeth, jaw joint or other areas?

- Yes 

❖ Myofascial Pain Dysfunction / Trigger Points

❖ Next Step = PT/modalities, trigger point injections


- No 
❖ Myalgia of the Masseter

❖ Next Step = PT/modalities


❖ No 
• Is there pain if pressure is applied under the cheek bone when opening 

(pain to palpation of the temporal tendon / coronoid process)?

- Yes 

❖ Possible Temporal Tendonitis 

❖ Next Step = PT/modalities, possible diagnostic injection 

- No 
❖ Rule out Dental or tooth related problem 

4. Temple / Temporalis Muscle—Is there pain if pressure is applied under the 
cheek bone when opening (pain to palpation of the temporal tendon / coronoid 
process)?
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• Yes 
- Possible Temporal Tendonitis 

- Next Step = PT/modalities, possible diagnostic 

injection

• No 

- Myalgia of the Temporalis Muscle

- Next Step = PT/modalities


5. Pain behind the Eye or in the Forehead—Is there pain if 
pressure is applied to the back of the head (pain to palpation of the occipital 
area)? 

• Yes 
- Possible Occipital Neuralgia

- Next Step = PT/modalities, possible 

diagnostic injections 
• No 

- Is there pain if pressure is applied under the 
cheek bone when opening (pain to 
palpation of the temporal tendon / coronoid 
process)?

❖ Yes 
• Possible Temporal Tendonitis 

• Next Step = PT/modalities, possible diagnostic injection


❖ No 
• Rule out sinus issue 

6. No Pain—Is there clicking or popping of the jaw joint (NOT a crunchy noise or 
crepitus)? 

• Yes 
- Does the clicking go away when opening and closing with a forward 

positioning of the lower jaw?

❖ Yes = Reducing Disc Displacement with Recapture

• Next Step = Evaluate for possible splint therapy


❖ No = Reducing Disc Displacement without Recapture

• Next Step = Evaluate for possible splint therapy


• No 
- Did your jaw used to click or pop?


❖ Yes 
• Is the range of motion less than 30mm (or two fingers or less between 

the teeth) and/or the jaw deflects toward the painful side upon opening?

- Yes 
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❖ Approximately how long ago did your jaw stop clicking

• Two months or less = Acute Non-Reducing Disc Displacement


- Next Step = MRI to confirm diagnosis or unlocking

• More than two months ago = Chronic Non-Reducing Disc 

Displacement

- Next Step = Possible MRI, possible unlocking, possible splint 

therapy 
- No 

❖ Does your Jaw Joint make a crunchy noise or crepitus?

• Yes = Degenerative Joint Disease (confirmed by imaging, 

panoramic or CT)

- Next Step = Possible splint therapy 

• No = Chronic Non-Reducing Disc Displacement

- Next Step = Possible splint therapy 

❖ No  
• No Diagnosis or Problem is Resolved 
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TMD Decision Tree Comments 

Physical therapy referral and/or modalities (iontophoresis, phonophoresis, laser, 
etc.) may be indicated for suspected:

• Ernest syndrome

• Temporal tendonitis

• Masseter and/or temporalis myalgia

• Occipital neuralgia

• Retrodiscitis/synovitis/capsulitis


Physical therapy referral is CONTRAindicated if a non-reducing disc 
displacement is suspected. Refer for MRI to confirm NRDD. 

Diagnostic/therapeutic injections may be indicated for suspected:

• Ernest syndrome

• Temporal tendonitis

• Suspected trigger points

• Occipital neuralgia


Use of an Aqualizer may be indicated for suspected:

• Retrodiscitis

• As a diagnostic aid to determine if the patient is clenching/grinding (looking for 

wear or breakage of the Aqualizer)

• As a diagnostic aid to determine if occlusal/parafunction factors may be 

associated with ear related symptoms, such as tinnitus, vertigo or ear pain in the 
absence of clear TMJ pain or dysfunction.


Range of motion, using the patient’s fingers: 
• 1 finger = suspect trismus if there has been a recent inferior alveolar block 

performed

• 1 knuckle to 2 fingers = suspect acute non reducing disc displacement, 

particularly if the patient reports that they recently clicked and have now stopped, 
and there is deflection to the affected side.


• 2 fingers to 2 knuckles = suspect chronic non reducing disc displacement, 
particularly if there is deflection to one side.


• 3 fingers = normal range of motion for most people

• 3 knuckles or greater = hypermobility


Deviation = on opening the mandible goes to one side AND THEN back to center on 
full opening


Deflection = on opening the mandible goes to one side and stays on that side on full 
opening
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TMJ Evaluation 
Sheet

Patient Name:
Date of Birth:
Evaluation Date:
Dentist’s Name:

Range of motion
(normal = 48-52 interincisal)

Popping/clicking of the TM 
joints?  Unilateral or 
bilateral? Able to capture 
with anterior positioning?

Chief Complaint (pain in the 
TMJ, muscle pain, headache, 
clicking, catching, locking, 
etc.)  What is bothering the 
patient the most?

Onset: when did the chief 
complaint start?  Did 
something happen? How 
long has it bothered them?

Palliate or Provoke: what 
makes the pain/problem 
better?  What makes the 
pain/problem worse?

Quality: what is the quality 
of the pain? Sharp, stabbing, 
throbbing, electrical, dull, 
etc.

Region: pointing with one 
finger, where is the pain/
problem the worst?

Scale: if 0 is no pain and 10 
is being burned alive, what 
is your average pain level? 
What is the pain at its worst? 
What is the pain at its best?

Timing: is the pain problem 
worse in the morning? 
Evening? While sleeping? 
When eating? Random?

Tentative Diagnosis:

Other notes/Plan:



The article below was originally published in the AUGUST 2019 newsletter. Here I have made notes 
on modifications that you could make to use this same “T1 model” using telemedicine. 

 

Recently there were some questions on the Facebook group about how to do evaluations 
for TMD patients.


Although I address this in level 3, I thought I’d give a little overview here in the newsletter.


So, here we go :-)


Now, this is our model. It’s what we do and the way we’ve done it for a long time, in 
multiple practice locations in multiple states.


But that does NOT mean it’s the only way to do things. A different model might work better 
in your practice… so keep that in mind.


We use an initial exam (what we refer to as T1) and a comprehensive exam (what we refer 
to as… you guessed it… T2!) for our TMD patients.


Our initial exam is $99. If we need to take a pano (we’ll get it from the patient’s dentist if 
one is available that’s within a year old… unless there has been recent trauma or the 
problem developed very recently), then that’s an additional charge.


So let’s address the WHY behind this initial exam thing.


Back in the olden days, when I took over Dr. Matthes’ practice, his model was to go 
directly to a comprehensive exam.


As a matter of fact, if someone called the office and said that they had only had a problem 
for a few weeks the office manager was instructed to let them know that they should call 
back if they still had a problem in a couple of months.


He didn’t really want to see acute problems.


Part of this was likely related to his “phase II” style philosophy, which was that people 
would typically require full splint therapy (usually consisting of a lower Gelb style day splint 
and an upper Farrar style night guard), wearing the orthotics full time for several months, 
and then, assuming they got better, transitioning from the splint to crowns (or referral for 
ortho) maintaining the new VDO and AP established through splint therapy.


Clearly such a treatment plan isn’t needed for someone who bit on a peanut a week ago, or 
got bumped in the jaw playing basketball, and now has a little jaw pain.


But after I figured out that I could wean almost everyone off of their day splint, which meant 
that most of my patients didn’t need phase II, I was able to change this protocol.
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You’ve heard me say that when I stopped doing phase II, which represented HALF of the 
production for the practice, my production DOUBLED!


How does that work??!!


Well, I found out that a huge % of dentists in the community weren’t referring to Dr. 
Matthes, or at that point me, because they thought that everyone they would send would 
end up with at least partial reconstruction.


And they were pretty much right.


That was the paradigm.


So when my paradigm changed, and I let everyone know, they changed who they were 
referring.


And they referred EVERYONE who reported ANY type of jaw problem or facial pain 
complaint (because they REALLY didn’t want to mess with TMD in the first place).


BUT, I also figured out that a lot of patients weren’t coming in for the examination because 
it cost around $250 (this is almost 20 years ago).


Frankly, $250 was a bargain… but it’s hard for a patient, or a referring doctor, to know that 
it’s a bargain if they don’t come in and experience it.


And Dr. Matthes used to say “If they can’t afford $250 they for sure can’t afford splint 
therapy or phase II.”


I ran into that same theory when I took over the practice in Utah in October… and what 
was wrong 20 years ago in Boise was also, in my opinion, wrong in Salt Lake in 2018.


So, 20 years ago, I developed my model of doing a low cost, quick, initial exam.


And that is a huge reason why our production grew so much.


Every dentist in town referred their TMD patients (since they didn’t want to touch them with 
a 10 foot pole in the first place) and almost every patient who was referred felt they could 
afford to come in.


And I’ve kept that model ever since, and applied it in every practice that I’ve owned or 
currently own (in multiple states).


Before you get confused, let me make sure you understand that this ONLY applies to TMD. 
We do NOT have an initial exam and then comprehensive exam model for sleep… but you 
could if that made sense in your practice model. Since we are in network with medical 
insurance for sleep, there is no need to do this where we practice as really all we need to 
figure out is if the patient is a candidate for OAT or not.


Back to the T1, TMD, exam.
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At the end of this article you will find the forms that we have the patient fill out (which is 
available in the TMD files folder in the “Document Center” in your main SSC library), and 
the sleep screening form, which you’ve probably seen before.


Take a look at the little tiny box at the bottom of page 3/3 of our “Craniofacial Pain 
Questionnaire”…the one that says “for office use only”.


That’s the exam form.


As in that’s all we do for the exam. 

Let me walk you through it.


1. The patient fills out the forms, usually in advance of getting to the office.

2. The “new patient coordinator” takes the patient back to the initial exam room and goes 

over the forms with the patient, takes their vitals, and gets their verbal history of their 
chief complaint(s). That takes about 15 minutes. (this could be done via telemedicine 
by a well trained assistant or office person—except the vitals part)


3. The doctor comes into the room and is introduced by the new patient coordinator. They 
say “Dr. Spencer, this is Mrs. Johnson.” (AFTER THE TEAM MEMBER CONFIRMS THE 
PATIENT IS A GOOD CANDIDATE, they would get you. The patient may wait for a bit, 
but remember, they’re at home or at their office or someplace else, so waiting isn’t as 
big of a deal)


4. I shake the patient’s hand and say, “Hello Mrs. Johnson, I’m 
Jamison,” and then turn to the new patient coordinator and 
say, “Jake, what have you and Mrs. Johnson talked about so 
far?”


5. The new patient coordinator gives the patient’s history in a 
nutshell. This takes them maybe a minute. (The team member 
could still do this, with you both being on camera)


6. I say, “thanks Jacob. Mrs. Johnson, was that all correct?” The 
patient usually says that it was correct, and then maybe they 
add something.


7. I ask a few additional questions, although usually by this point 
I have a pretty good idea of what is going on (“the mystery is 
in the history”).


8. I then take a maximum opening measurement with a ruler, 
palpate the TM joints for joint noises, and, assuming they have 
pain or limited ROM, do a “spray and stretch procedure” to 
see if this reduces their pain or increases their ROM. If the 
patient walked in in pain, the S&S procedure will often blow 
them away since it typically helps their pain significantly. 
(Range of motion will be done using the patients fingers—1, 2, 
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3 or more. “Spray and stretch” could be done, if you’d like, by having the patient rub an 
ice cube over the painful area for 30 seconds or so. This would be the area that they 
point to with one finger)


9. I then say, “Mrs. Johnson, today’s initial exam was to make sure that you’re in the right 
place so that you don’t waste your time and money. Based on what I’ve seen so far, 
you’re in the right place.”


10. I then educate the patient a little on what is going on. If they have a RDD or NRDD I 
would use the TMJ tutor to show them what’s up. This also blows them away since no 
one has ever explained what’s going on, or done it in a way that they could understand. 
(You can FOR SURE show the TMJ tutor over a camera—this takes practice though, so 
get good at it)


11. We then discuss the next step, which may be referral for an MRI, referral to some other 
doctor, referral to PT, use of an Aqualizer, or getting a CBCT and returning for a 
comprehensive exam. (If the 
next step is PT you’ll refer 
them. If the next step is a trial 
of an Aqualizer you could mail 
it to them. If the next step is 
an MRI you’ll refer them. If 
the next step is imaging in 
your office and a 
comprehensive exam and 
treatment planning, your team 
will schedule them, perhaps 
after acquiring whatever insurance information is needed)


12. If returning for a comprehensive exam is appropriate I say, “what I’d like to do now is 
get a cone beam CT of your jaw which is going to show us if you have any arthritic 
changes in the joints, as well as help us to rule out some things. We’ll have this read by 
a medical radiologist. I’d then like to get you 
back for a comprehensive examination. We’ll 
spend about an hour together next time 
going over everything and determining how 
we can best help you. However, let me tell 
you at this point that I do NOT think that 
surgery is going to be indicated, which is 
obviously good because nobody wants 
surgery, but it’s also good because surgery 
can cost tens of thousands of dollars…. and 
not help or even make you worse.”


13. I then say “what questions do you have for 
me?” (Note that I do not say “do you have 
any questions?” That’s a big difference. Try 
not to ask yes/no questions whenever 
possible.)


14. The office person comes in and goes over 
financials (easily done via telemedicine), and 
if the patient wants to proceed typically the 
CBCT, if indicated, will be taken immediately 
and an appointment will be made for the 
patient to come back (obviously, they’d need 
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to actually come to the office for this).


That’s pretty much the flow.


We used to get impressions and bite records at the T1, back when I would make a wax bite 
as part of the process (like Gelb would do, and as my mentor taught me). Since we don’t 
use a wax bite anymore, we no longer take impressions at the T1.

Back to that little box that is our T1 exam form, let me define what those abbreviations 
mean:


Vitals are taken by the staff (BP, Pulse, etc.)

MO = maximum opening, taken incisal edge to incisal edge


RDD = reducing disc displacement. If one is present then it’s marked “L” for left or “R” for 
right and 1,2 or 3 is circled depending on how severe it is. REMEMBER, the worst RDD 
would be a LATE OPENING CLICK and a EARLY CLOSING CLICK that would be very soft. 
That would be a “3.” A “1” would be a early opening click, and late closing click, that is 
loud.


Crepitus, if present, is marked which side and severity. The way we grade crepitus is 
dependent on how “loud” the crepitus is.


No joint noises is circled if there are no joint noises.


S&S = spray and stretch. We mark where S&S was done, if it was (Left, Right, TMJ or 
Masseter) and what the results were (Better, No Change, Worse and if the Maximum 
Opening increased). We have 2 areas for this in case we do 2 areas of S&S.


We then have a little area for additional notes.


That is pretty much the entire initial exam.


Simple, right? 

I won’t go into the comprehensive exam here, but you have the paperwork for that in the 
document center too… and your version of a comprehensive exam may be quite different 
from ours as you will likely want to do “more dental stuff” than we do. Our “dental exam” 
usually consists of asking the patient “when did you see your dentist last? Were there any 
issues?”


That works for us since most of our TMJ patients are referred by their dentist, and those 
who are referred by MD’s typically have a dentist, and that dentist usually refers to us too 
(so they aren’t threatened by us seeing their patient… like a dentist might be if you, another 
general dentist, sees their patient). In other words… you might need to cover your butt 
more than we do.


I really, really, really like the T1 to T2 model. 
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It allows more patients to come in and see you and get help BEFORE they become 
chronic. We have a ton of patients who come to see us who only need an Aqualizer, some 
Advil and a referral for PT.


Our referring doctors LOVE our model because they can get their patients in to us quickly 
and their patients don’t complain about how much it costs.


The patients who come in quickly realize that we know what we’re talking about, that they 
are in the right place to get help, and that they feel comfortable with us. That does NOT 
happen with just a phone call where they ask how much it costs to see the doctor and your 
staff says $250.


Here are some reasons you would NOT want to do this model:


1. You do not have a lot of extra capacity in your practice. (BUT, telemedicine could 
dramatically increase your capacity—WITHOUT more rooms!) If that is the case, 
you should most likely do the “straight to comprehensive exam model” as this will limit 
the number of patients who choose to come in, due to the costs involved. The patients 
will basically “self select” whether or not they think it’s worth it. As such you’ll also 
likely have less no shows. If you don’t have capacity in your practice doing the T1 to T2 
model would be a BAD IDEA. Your chair time is too valuable.


2. You don’t want to see acute patients. (Your team could see the patient initially, 
making sure they are “in the right place” so that your time is not wasted).


3. The majority of your patients travel from a long ways away to see you and you don’t 
want them to have to come twice before you give them a diagnosis and treatment plan. 
When patients call our office and the team member gets their address and finds out 
that they live more than an hour or two from the office the patient is told what our 
typical model is (initial exam first and then comprehensive exam if indicated) and asked 
if they would rather jump straight to a comprehensive examination so that they don’t 
have to drive back. I would say that about 80% of those driving a significant distance 
choose to go straight to T2, but some still want the initial exam. (THIS is actually 
perhaps the best argument FOR implementation of telemedicine! You can do 
initial, low cost, evaluations for patients who live distant to your practice, saving 
them the time and expense of travel, and significantly increasing your reach and 
potential referral sources.)


The cool thing about the T1 to T2 model is that it can also be used within a busy restorative 
practice, where the T1 is done instantly (assuming there is time).


How that would work is:


1. That patient complains to the hygienist or assistant about having a jaw problem.

2. You are consulted about it (maybe with just the team member sticking their head in the 

room and letting you know “Mrs. Johnson is reporting a jaw problem today”) and ask 
the team to have the patient fill out the TMJ paperwork.


3. The staff go through the paperwork with the patient, and take their verbal history.

4. You come in and in addition to doing your typical hygiene check you have the staff 

member give you the abbreviated history, take a couple measurements and do the 
spray and stretch.
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5. You then tell the patient what you think is going on, what objective records you need to 
collect, and that you’ll get them back as soon as possible for a comprehensive exam.


The T1 to T2 model should seem really familiar to you…


This is how almost all medical doctors do things. 

1. You go to their office and tell them what’s wrong

2. They decide what tests/x-rays/etc. they need

3. You get those things done

4. You return to review the results and get a treatment plan


As such, patients tend to be pretty comfortable with this familiar model.


This model also gives them a chance to get to know your team better, and get to know you 
better, before a relatively expensive treatment plan is presented. It allows you to build a 
relationship of trust before you ask them for a commitment.


Again, PLEASE recognize that this is just one way of doing things, but it’s a way that has 
served our limited practices well for many years.


Maybe it can serve you well too.


Do you see how using telemedicine for TMD could dramatically improve 
patient flow in your office, with almost no increased costs and virtually 
eliminating wasted chair time from no shows or low production visits with 
patients who shouldn’t be there in the first place? 

If you do, sleep will be EVEN EASIER to do in such a model: 
• Your team can gather up everything you need and have an initial discussion 

with the patient to make sure they’re a candidate (i.e. they’ve already had a 
sleep study, CPAP trial if required), 

• Pre-authorization could be completed based on that initial information, 
• You could do your initial discussion of the sleep study with the patient and 

discuss if OAT is a good choice, only bringing those patients into your office 
who have basically accepted treatment, making sure they understand you 
still need to perform your physical exam and then get records if indicated. 

NO EXTRA ROOMS NEEDED!!!!  

This could be a big step in taking sleep & TMD in your practice 
from “expensive hobby” to “profitable practice!!!”  
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