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ABSTRACT  

Background 

Temporomandibular disorders (TMD) is the most common cause of non-dental orofacial pain 

and the second most prevalent musculoskeletal condition after low back pain, with 

approximately 51% of individuals experiencing TMD-related symptoms at least once in their 

lifetime (Mnguni et al., 2021). Given the complex multifactorial nature of TMD, there is 

growing interest in non-invasive and multimodal treatment approaches. 

The aim of this study was to evaluate the effectiveness of clinical massage therapy based on the 

Jing Method™ for reducing symptoms associated with TMD in adults. Symptom frequency, 

pain intensity, and perceived stress levels were monitored throughout the study. 

Method 

Ten adults with TMD-related symptoms participated in this 12-week within-subjects study, 

which included a six-week control phase without intervention followed by a six-week 

intervention phase combining hands-on clinical massage treatments with home-based self-care 

exercises. A follow-up questionnaire was administered at week 16 to assess longer-term effects. 

Symptom frequency was measured using a modified TMD-7 questionnaire assessing eight 

symptoms instead of seven, while pain intensity was recorded using a Numeric Pain Rating 

Scale (NPRS). Perceived stress levels were monitored using a Numeric Rating Scale (NRS). 

All measures were collected via online questionnaires. 

Results and Conclusion 

The study demonstrated a 57% reduction in overall symptom frequency and a 51% reduction 

in pain intensity across multiple TMD-related symptoms from baseline to follow-up. The 

greatest reductions were observed for jaw pain (−86%) and temple/forehead pain (−72%), while 
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perceived stress levels remained stable throughout the study. 

These findings suggest that a multimodal advanced clinical massage approach based on the Jing 

Method™ may represent a non-invasive beneficial treatment for adults with TMD. Despite the 

small sample size, the results support the relevance of an integrated, biopsychosocial treatment 

model and highlight the need for further research using larger samples and additional measuring 

tools. 
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LITERATURE REVIEW  

1. What is TMD? 

Temporomandibular disorder (TMD) is an umbrella term encompassing more than 30 health 

disorders (Bond et al., 2020). It includes musculoskeletal and neuromuscular conditions that 

cause pain and/or dysfunction in the masticatory muscles, temporomandibular joints (TMJ), 

and surrounding structures (Palmer & Durham, 2021). It may present as either acute or chronic.  

TMD is the most common type of non-dental facial pain (Palmer & Durham, 2021) as well as 

the second most common musculoskeletal condition after low back pain (Busse et al. 2023) and 

about 51% of people experience TMD symptoms at least once in their life (Mnguni et al., 2021).  

a. TMD symptoms 

Common symptoms are pain around the jaw, temple and neck, articular sounds (clicking and 

popping), headaches, limited mandibular range of motion, functional difficulties with chewing, 

speaking and yawning (NHS, 2026). These are also frequently linked with comorbidities such 

as fibromyalgia, chronic fatigue, tinnitus, depression, sleep problems, and more (Kapos et al., 

2020, Palmer et al, 2021; NHS, 2026).  

b. Aetiology / Causes  

Painful TMD is a multifactorial condition influenced by peripheral factors (myofascial trigger 

points, joint hypomobility, bruxism), biopsychosocial (BPS) factors (stress, catastrophising, 

sleeping issues) and pain compensation mechanisms, often overlapping with other chronic pain 

disorders (Suvinen et al, 2005; Slade et al, 2013; Maixner et al, 2016; Kapos et al, 2020).  
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c. Diagnosis 

The Diagnostic Criteria for TMDs (DC/TMD) provide a standardised framework for 

classification, distinguishing between arthrogenous disorders (including joint and disc 

pathology), myogenous disorders (masticatory muscle conditions), and headache attributed to 

TMD (Mnguni et al., 2021). This tool has become the reference point in both clinical and 

research settings, ensuring greater consistency in diagnosis and reporting. 

d. Prevalence 

A recent meta-analysis estimated the global prevalence of TMD at 34%, with adults aged 18–

60 years most commonly affected. Women are usually more affected than men, ranging from 

9% to 56% across continents. Regional variations were also observed, with prevalence highest 

in South America (47%), followed by Asia (33%) and Europe (29%) (Zieliński, Pająk-Zielińska 

& Ginszt, 2024). 

e. Treatment options 

Current treatment options for TMD in Europe include: self-management programmes, intraoral 

appliances, pharmacotherapy, physical therapy, psychological and multimodal therapies, 

complementary techniques such as acupuncture and dry needling, as well as surgery, 

orthodontics, and occlusal adjustments (Durham et al., 2016; Shimada et al., 2019; Manfredini 

et al., 2025). 

Massage and manual therapy are also effective for TMD, particularly in reducing myofascial 

pain, muscle tension, headaches, and improving functional movement of the masticatory system 

(Nicolakis et al., 2002; Quinn et al., 2002; De Laat et al., 2003; Ariji et al., 2009; Ariji et al., 

2010; Miernik et al., 2012). 



10 

2. Central sensitisation and its role in TMD 

Central sensitisation is now recognised as an important factor in chronic musculoskeletal pain, 

including TMD (Campi et al., 2020; Ferrillo et al., 2022). It describes alterations in the central 

nervous system that amplify pain, leading patients to experience exaggerated responses to 

minor stimuli (Kindler et al., 2012; Alencar, 2013; Nijs, Goubert & Ickmans, 2016; Minye, 

2020).  

Stress is a key factor in TMD as well, influencing both physical and psychological symptoms 

and reinforcing oral habits such as bruxism (Lavigne et al., 2003). Factors like poor sleep, 

anxiety, depression, and lifestyle behaviours also intensify central sensitisation (Harper et al., 

2016; Costa et al., 2017; Deng et al., 2018; La Touche et al., 2018; Minye, 2020; Cho & Lee, 

2020). Mental health comorbidities and health anxiety, present in around one-fifth of patients, 

can amplify pain perception and disability, highlighting the need for holistic and 

multidisciplinary care (Wan et al., 2024; Sun et al., 2025). 

This highlights the need to view TMD as a complex disorder influenced by multiple interacting 

systems, rather than just a local or mechanical problem (Minye, 2020). 

3. The BPS perspective on TMD 

Rather than being considered only a local set of symptoms, TMD is now seen as a complex 

disorder shaped by overlapping biological, psychological, and social influences (Slade et al., 

2013; Maixner et al., 2016). Evidence suggests that BPS vulnerabilities interact with 

environmental stressors, with or without initial trauma, to produce TMD symptoms and related 

comorbidities (Suvinen et al., 2005; Slade et al., 2013; Kapos et al. 2020). 

However, although the BPS model provides a valuable framework for understanding TMD, its 

practical application in clinical settings remains challenging due to difficulties in integrating 
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psychological and social dimensions into standardised assessments and treatment protocols. 

Tools such as the OHIP-14 (Oral Health Impact Profile) are essential to understand the 

psychological and social impact of TMD on the patient’s quality of life (Qamar et al., 2023). 

This highlights the importance of comprehensive assessment and management strategies that 

reflect the complex nature of TMD. 

4. Therapeutic alliance: a key factor in the treatment of chronic pain 

The therapeutic alliance (TA) between clinician and patient is recognised as a central element 

in the management of chronic pain. Strong TA has been linked to better outcomes in chronic 

musculoskeletal conditions, including reductions in pain intensity (Ferreira et al., 2013; Kinney 

et al., 2020). Positive communication between patients and clinicians is also associated with 

improvements in physiological, behavioural, or subjective health measures (Kaplan, Greenfield 

& Ware, 1989). 

This relationship includes both emotional care—trust, empathy, respect—and cognitive care—

information exchange, patient education, and expectation management. Together, these 

dimensions promote engagement and healthier behaviours, which in turn support improved 

clinical outcomes (Ong et al., 1995; Di Blasi et al., 2001; Kelley et al. 2014). 

However, while the benefits of a strong TA are well documented, most studies are 

observational, making it difficult to establish causality and highlighting the need for more 

robust clinical trials. 

While central sensitisation, the BPS framework, and the TA each offer valuable perspectives 

for understanding and managing TMD, much of the current evidence tends to examine these 

factors in isolation. However, a few studies conducted by Jing Massage Training students have 

begun to explore how integrating these elements in a treatment can enhance clinical outcomes 
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(Lindsay, 2023; Clarke, 2024; Davies, 2024; Gompertz, 2025). This research provides a basis 

for the next section, focusing on the Jing Method™ as an example of an integrated approach. 

5. The Jing MethodTM: a treatment option for TMD 

The Jing Method™, developed by Fairweather and Mari (2015), is a multimodal approach to 

the treatment of chronic musculoskeletal pain that combines several techniques to achieve 

greater benefit than each could provide alone. Central to the method is building a strong TA: 

listening to the client, building trust, and empowering them with self-care strategies. This 

holistic philosophy aligns with the BPS model and integrates elements of modern neuroscience 

along with clinical massage practice making it a potentially valuable treatment for TMD. 

a. Structure of a treatment plan 

A typical treatment plan involves six weekly sessions of about 45 minutes, incorporating all the 

elements of the Jing MethodTM and episodic follow-up sessions might be required. Between 

appointments, they receive tailored self-care guidelines, including stretching, strengthening, or 

relaxation exercises, to encourage active participation in recovery. 

b. Jing Method™ components and their application for TMD 

The method structure uses the acronym HFMAST: Heat, Fascia, Muscles, Acupressure, 

Stretching, and Teaching. Each element targets different aspects of pain and dysfunction, with 

the combined approach aiming to provide both immediate relief and longer-term management 

strategies (see Table 1). 
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Table 1. Evidence supporting the Jing MethodTM HFMAST approach 
 

Elements Summary of Literature Findings References 

HEAT Applied to the face and neck, heat reduces pain, eases 
muscle tension, and improves mandibular mobility. Daily 
use for around 20 minutes can enhance jaw opening and 
function. Combining heat and massage also supports 
nervous system relaxation and pain relief. 

Riley et al., 2007; Lee 
et al., 2011; Furlan et 
al., 2015 

FASCIA Intra-oral myofascial therapy improves chronic TMD. 
Myofascial release (MFR) reduces muscle tension and 
pain in the temporalis and masseter, decreases resting 
muscle activity, and increases pressure pain thresholds in 
associated cervical muscles. 

Kalamir et al., 2010; 
Urbański et al., 2021; 
Guo et al., 2023 

MUSCLES This includes massage, trigger point therapy, and soft 
tissue techniques. Trigger points are highly prevalent in 
chronic pain, affecting up to 95% of patients. In TMD, 
active trigger points in masticatory and cervical muscles 
reproduce symptoms and contribute to central 
sensitisation, reinforcing pain mechanisms. Manual 
therapy reduces headaches, alleviates jaw muscle pain, 
restores muscle balance, and improves function.  

Nicolakis et al., 2002; 
Quinn et al., 2002; 
Malanga & Cruz 
Colon, 2010; 
Fernández-de-las-
Peñas et al., 2010; 
Miernik et al., 2012; 
Fernández-de-las-
Peñas et al., 2014 

ACUPRESSURE Evidence supports its role in reducing pain and improving 
cervical ROM, making it a useful complementary therapy 
for TMD-related neck pain. Acupressure points often 
overlap with trigger points, reinforcing its clinical 
relevance. However, small samples and methodological 
variability limit conclusions, highlighting the need for 
stronger trials. 

Melzack et al., 1977; 
Dorsher, 2008; Lee & 
Park, 2019; Kim & 
Kim, 2021 

STRETCHING Stretching improves pain, ROM, and mental health, 
reducing anxiety and fatigue and promoting well-being. 
Techniques such as PNF and MET show positive results 
in TMD with no reported side effects, supporting their 
role in multimodal approaches. Still, variation in study 
quality restricts firm conclusions. 

Montero-Marín et al., 
2013; Durham et al., 
2023; Márquez-Vera 
et al., 2024 

TEACHING 
SELF-CARE 

Self-care is a cornerstone of chronic orofacial pain 
management. Common strategies include rest, relaxation, 
hot/cold packs, and self-massage, which patients report 
as effective for pain relief and control. Self-care is also 

Riley et al., 2007; 
Aggarwal et al., 2019 
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linked to improved psychosocial outcomes such as 
reduced depression and better sleep. Multimodal self-
management interventions combining physical, 
psychosocial, and educational strategies further support 
long-term regulation of pain.  

 

In summary, this evidence supports each component of the Jing Method™ in the management 

of chronic pain and TMD, demonstrating benefits for pain, ROM, muscle activity, and function. 

Small-scale within-subjects studies assessing the effectiveness of the Jing MethodTM for TMD 

also suggest clinically meaningful improvements in pain and symptoms, alongside improved 

quality of life (Lindsay, 2023; Davies, 2024; Clarke, 2024; Gompertz, 2025). 

6. About this Study 

Relevant literature was identified through Google Scholar and PubMed. However, much of the 

existing research, including studies conducted by Jing students, is limited by small sample sizes, 

inconsistent protocols, and variable quality. Consequently, larger and more rigorously designed 

clinical trials are needed to confirm the effectiveness of the Jing Method™ as a holistic 

treatment for TMD. Although the present research is also small in scale, it aims to build upon 

insights from earlier Jing studies, including those by Gompertz (2025) and Clarke (2024).   
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METHOD  

This research study received ethical approval from Jing Advanced Massage (Appendix 1 - 

Ethics Form). The study employed a within-subjects design, which is a suitable method for 

small-scale studies and reduces variability between participants. It was conducted over a 12-

week period. It consisted of a six-week control phase with no intervention, followed by a six-

week intervention phase involving hands-on clinical massage treatments. A follow-up 

questionnaire was administered at week 16 to assess longer-term outcomes. 

The study took place in Pernay, Indre-et-Loire, France, which explains why some appendices 

are presented in French. Recruitment occurred in June 2025 over a four-week period, primarily 

via online communication, including social media platforms (Appendix 2 – Recruitment: 

Online Communication), an existing client mailing list, a blog article, and a Google Business 

page. This was supplemented by posters displayed in local businesses, dental practices, and 

osteopathic clinics (Appendix 3 – Recruitment: Poster). All recruitment materials directed 

potential participants to a dedicated blog article explaining the study aims, methodology, 

inclusion and exclusion criteria, and providing access to an online application form. 

A total of 24 individuals applied to participate. Several applicants were excluded based on 

predefined criteria, including recent dental or TMJ treatment (Table 2 – Exclusion Criteria). 

Ultimately, ten participants (one male and nine females), aged between 29 and 58 years, and 

presenting with at least three of the symptoms listed in Table 3 (Inclusion Criteria), were 

enrolled.  
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Table 2. Exclusion Criteria from TMD study 

EXCLUSION CRITERIA 

Pregnancy 

Presence of systemic conditions (e.g. fibromyalgia, multiple sclerosis) 

TMJ hypermobility 

Inability to commit to the full study duration (12 weeks) 

Dental treatment, TMJ treatment, or surgery within the previous 3 months 

Planned dental treatment, TMJ treatment, or surgery during the study period 

 

Table 3. Inclusion Criteria for TMD study 

INCLUSION CRITERIA (≥18 years and presenting at least three of the following 
symptoms) 

Headache or migraine 

Jaw pain or stiffness 

Facial pain 

Neck and shoulder pain or stiffness 

Forehead or temporal pain 

Difficulty opening the mouth fully (trismus) 

Joint noises (clicking or popping) 

Difficulty when eating, chewing, or swallowing 

Earache and/or tinnitus without infection 

Bruxism (teeth grinding) 

Dizzy spells 
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The most commonly reported symptoms were neck and shoulder pain or stiffness (90%), 

headache or migraine (80%), jaw pain or stiffness (80%), and joint noises (70%) (Table 4 – 

Symptom Prevalence among Participants at Baseline). 

Table 4. Symptom Prevalence among Participants at Baseline 

TMD-RELATED SYMPTOMS Prevalence (%) 

Headache or migraine 80% 

Jaw pain or stiffness 80% 

Facial pain 40% 

Neck and shoulder pain or stiffness 90% 

Forehead or temporal pain 50% 

Difficulty opening the mouth fully (trismus) 30% 

Joint noises (clicking or popping)  70% 

Difficulty when eating, chewing, or swallowing 20% 

Earache and/or tinnituswithout infection 60% 

Bruxism (teeth grinding) 40% 

Dizzy spells 50% 

 

All participants completed a phone consultation to collect personal data, discuss health history 

and lifestyle factors, and address specific questions related to chronic pain and TMD symptoms. 

This consultation also provided an opportunity for participants to ask questions and provide 

written informed consent. 

The TMD-7 questionnaire was used as a validated instrument to assess the frequency of TMD 

symptoms and was selected for its demonstrated reliability in adult populations (Koufos et al., 

2022). However, as six out of ten participants reported experiencing earache and/or tinnitus in 
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the absence of infection, this symptom was monitored as a separate item. This decision was 

informed by an understanding of myofascial trigger points within muscles of the head and neck, 

as certain muscles, such as the sternocleidomastoid, may contribute to tinnitus symptoms, while 

jaw pain may also be influenced by psychosocial factors such as stress, which was concurrently 

monitored in this study.   Consequently, the original TMD-7 questionnaire was used as a base 

and modified (Appendix 4 – Modified TMD-7). The adapted instrument therefore assessed 

eight symptoms rather than seven and is hereafter referred to as the modified TMD-7. This 

questionnaire was administered at weeks 1, 7, 12, and 16. 

Pain intensity was recorded weekly for five TMD-related symptoms headaches, jaw pain, neck 

and shoulder pain, forehead and/or temples pain, and earache and/or tinnitus without infection 

using a NPRS. Mechanical symptoms such as difficulty opening mouth or articular noises were 

not assessed for pain intensity.  

Stress levels were assessed weekly using a subjective NRS.  Both pain intensity and stress 

questionnaires were recorded throughout the entire 12 weeks of the study and at week 16 for 

follow up.  

All questionnaires were administered via Google Forms. They were completed every Monday 

during the control phase (weeks 1–6), then six days after each treatment during the intervention 

phase (weeks 7–12), and again at week 16 alongside a feedback questionnaire to assess longer-

term outcomes and collect overall participant feedback. 

Participants attended a clinical consultation at week 7 and again at week 12, which included an 

orthopaedic assessment of the TMJ, cervical spine, and scapular region. From week 7 to week 

12, each treatment session consisted of a 45-minute clinical massage based on the Jing 

Method™ protocols for TMJ pain and neck and shoulder pain (Fairweather & Mari, 2015, pp. 

225–245; 345–354) (Appendix 5 – Detailed clinical massage treatment week per week), 

followed by 10 minutes of self-care education.  
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Participants received a printed self-care guide specific to TMD, including relaxation techniques, 

mobilisation, stretching and strengthening exercises, trigger point self-treatment, and self-

massage techniques (Appendix 6 – Self-Care Guidelines). A maximum of three exercises were 

prescribed per session, to be practised at least three times per week. The weekly questionnaire 

included a specific item assessing adherence to the prescribed self-care exercises. Self-care 

techniques were reviewed prior to each treatment session to ensure understanding and correct 

application. 
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RESULTS  

Study data were collected and analysed over a 12-week period, with a final follow-up 

questionnaire administered at week 16. Results were obtained from 10 participants (9 females 

and 1 male), aged between 29 and 58 years, who completed a weekly online questionnaire.  

In all graphs, the control phase is shown in blue, the intervention phase in red, and the follow-

up period in green.  

7. Symptom Frequency 

The modified TMD-7 questionnaire, including the additional symptom “earache and/or tinnitus 

without infection”, was administered at weeks 1, 7, 12, and 16 to compare the symptom 

frequency over the entire study period. At week 1, responses reflected symptom frequency over 

the preceding month and were therefore used to establish baseline values. In this section, in all 

graphs, dark blue represents the baseline data (week1).  

Participants responded to the question: “Over the past 30 days, how frequently have you 

experienced any of the following symptoms?” 

Scoring was as follows:  

• 0 = rarely or never 

• 1 = a few times per month 

• 2 = once or twice a week 

• 3 = nearly every day 

Figure 1 displays the cumulative mean score of the modified TMD-7, representing monthly 

symptom frequency across all eight symptoms combined. Modified TMD-7 scores improved 

by 49% during the intervention phase, followed by a further 12% decrease at longer term 
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follow-up. This results in an overall reduction of 57% in symptom frequency across all eight 

TMD-related symptoms.  

Fig. 1: Modified TMD-7 Cumulative Mean Score - Symptom Frequency - Maximum score = 24. 
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Figure 2 presents the mean modified TMD-7 score for each of the eight individual symptoms. 

The graph indicates a positive impact of the intervention on all TMD-related symptoms except 

articular noises. 

 

Fig. 2: Modified TDM-7 Mean Score - Symptom Frequency –Maximum score = 3 per item. 

Significant improvements were observed particularly for headaches, with an overall reduction 

of 59%, and for forehead and/or temple pain, which decreased by 75% from post-intervention 

to week 16, as shown in Figures 3 and 4. Detailed results for each symptom are presented in 

Appendix 7. 
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Fig. 3: Modified TMD-7 Mean Score for Headaches – Maximum score = 3 

 

 
Fig. 4: Modified TMD-7 Mean Score for Forehead and/or Temple Pain – Maximum score = 3 
 

To assess the impact of the intervention on quality of life, it was important to measure not only 

symptom frequency but also pain intensity, as these two parameters may change independently. 

Pain intensity scoring is described in the following section. 
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8. Pain level 

Participants rated their nociceptive symptoms using a NPRS for five TMD-related symptoms: 

headaches, jaw pain, neck and shoulder pain, forehead and/or temples pain, and earache and/or 

tinnitus without infection.  

Participants answered the question:“Over the past 7 days, how would you rate the intensity of 

these symptoms on a scale of 0 to 10?” with 0 representing ‘no pain’, 5 ‘moderate pain’ and 10 

‘unbearable pain’. 

Figure 5 displays the mean NPRS score for the five individual symptoms and shows a marked 

reduction in pain intensity during the intervention period. Overall, pain levels across all 

combined symptoms remained stable during the control phase, whereas the intervention phase 

shows a 63% reduction across all five symptoms, followed by a slight 30% increase at longer-

term follow-up. This results in an overall 51% reduction in pain intensity across the five TMD-

related symptoms. 

 
Fig. 5: Mean Pain Intensity Across Five TMD Symptoms (0-10 scale) 
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Marked improvements were observed particularly for jaw pain (-86%) and forehead and/or 

temple pain (-72%), as illustrated in Figures 6 and 7. 

Fig. 6 – Mean Pain Intensity- Jaw Pain (0-10 scale) 

Fig. 7 – Mean Pain Intensity- Forehead and/or Temple Pain (0-10 scale) 

 

Detailed data for each symptom are available in Appendix 8. 
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Given the established relationship between stress and TMD—stress influencing both physical 

and psychological symptoms and reinforcing oral behaviours such as bruxism (Lavigne et al., 

2003)—stress levels were also monitored. Stress scoring is described in the following section. 

9. Stress Level 

Stress was assessed using a simple NRS. Participants answered the question:  

“On a scale of 0 to 10, what has been your average stress level over the past 7 days?” with 0 

representing ‘no stress at all’ and 10 ‘maximum stress’. 

Figure 8 shows that stress levels remained stable throughout the study.  

Fig. 8: Mean NRS Stress Level (0-10 scale) 
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10. Self-care adherence 

During the intervention phase, self-care adherence was monitored weekly from week 7 

(baseline) to week 12 and again at week 16 (follow-up) among all ten participants by recording 

how frequently they performed each prescribed self-care activity. Each week, up to three new 

exercises were introduced; these were cumulative in order to encourage progressive self-

management and behavioural change. This meant that participants were expected to continue 

practising previously prescribed exercises in addition to the newly added ones, unless advised 

otherwise.  

Participants responded to the following question: “How often have you applied the self-

treatment exercises I suggested since the last session?”. Potential answers were as follows: ‘I 

didn’t do them’, ‘1 or 2 times’, ‘at least 3 times’, ‘more than 3 times’, and ‘every day’.  

Table 5 presents the number of participants who reported completing their exercises ‘at least 3 

times, ‘more than 3 times’, and ‘every day’. In addition, overall mean adherence score across 

the intervention and follow-up period was 5.2. 

 

Table 5. Number of Participant performing the self-care exercises  
at least 3 times per week 
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DISCUSSION  

The aim of this study was to evaluate the effects of the Jing Method™ on symptoms associated 

with TMD in adults. Overall, the results indicate that the six-week intervention using the 

HFMAST multimodal approach had a positive impact, reducing both symptom frequency 

(57%) and pain intensity (51%) across multiple TMD-related symptoms. These findings are 

consistent with the existing literature suggesting that multimodal approaches incorporating 

trigger point therapy, massage techniques, MFR, heat applications, stretching, and patient 

education can effectively reduce TMD symptoms (Fernández-de-las-Peñas et al., 2014; Guo et 

al., 2023; Márquez-Vera et al., 2024). Importantly, this study adds knowledge to the field of 

advanced clinical massage by providing evidence that a multimodal approach such as the Jing 

MethodTM can be easily applied in a clinical context while addressing both physical and 

behavioural dimensions of TMD. 

1. Symptom Frequency 

Numerous studies support the efficacy of individual HFMAST components in the management 

of TMD, including heat therapy (Furlan et al., 2015), MFR (Urbański et al., 2021; Guo et al., 

2023), and trigger point therapy (Fernández-de-las-Peñas et al., 2010; 2014). In the present 

study, the 57%overall reduction in symptom frequency observed between baseline and longer-

term follow-up supports this literature and suggests that treatment benefits were maintained 

beyond the intervention period. 

These findings are comparable to previous small-scale studies conducted by Jing students 

(Ellis-Jennings, 2026; Gompertz, 2025; Davies, 2025). Gompertz’s study reported a 48% 

reduction in symptom frequency, while the mixed-method approaches adopted by Davies and 

Ellis-Jennings, combining hands-on treatment with online self-care guidance, reported 

reductions of 70% and 43%, respectively, both using the TMD-7 questionnaire and small 
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samples. Furthermore, Gompertz’s recommendation to monitor pain intensity alongside 

symptom frequency informed the design of the present study. 

2. Pain Intensity 

Pain reduction was monitored weekly during the study with NPRS scores showing a 51% 

reduction from baseline to longer-term follow-up. These results align with previous research 

demonstrating the effectiveness of clinical massage and heat application for facial and cervical 

pain (Furlan et al., 2015), as well as MFR for masticatory muscle pain (Urbański et al., 2021; 

Guo et al., 2023). Notably, substantial reductions were observed in jaw pain (-86%) and 

headaches (-42%), reinforcing evidence that manual therapy can play a key role in addressing 

common pain drivers in TMD(Quinn et al., 2002; Miernik et al., 2012). 

The marked improvements in jaw pain and temple/forehead pain are particularly relevant given 

the role of muscular hyperactivity—such as clenching and bruxism—and myofascial tension in 

TMD symptomatology (Maixner et al., 2016; Kapos et al., 2020). 

Comparable reductions in pain intensity have been reported in previous Jing student research 

(Lindsay, 2023; Clarke, 2024), though differences in outcome measures and study design limit 

direct comparison. 

3. Stress Levels 

Contrary to expectations, stress levels remained stable throughout the study. Given the 

established relationship between stress, oral habits, and TMD symptom exacerbation (Lavigne 

et al., 2003), a reduction in stress might have been anticipated. 

Several unmonitored factors—including sleep quality, anxiety, depression, and lifestyle 

behaviours—may have contributed to central sensitisation (La Touche et al., 2018; Minye, 

2020; Cho & Lee, 2020). In addition, the use of a single-item NRS may have limited sensitivity 
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to subtle psychological changes. Despite this, improvements in symptom frequency and pain 

intensity occurred, suggesting that clinical benefits were not solely dependent on changes in 

perceived stress. 

4. Patient Education, Biopsychosocial Considerations and Therapeutic Alliance 

The findings can be interpreted within a biopsychosocial framework, in which TMD is 

understood as a complex condition shaped by interacting biological, psychological, and social 

factors (Slade et al., 2013; Maixner et al., 2016). Symptom improvement may therefore reflect 

the combined effects of hands-on treatment, patient education, behavioural engagement, and 

clinician–patient relationship. 

Self-care adherence was monitored weekly, supporting active patient involvement in symptom 

management, although engagement declined over time. This highlights both the value and the 

challenge of sustaining behavioural change in chronic conditions. 

Furthermore, regular consultations and ongoing feedback may have strengthened the TA, which 

is known to influence outcomes in chronic musculoskeletal pain (Ferreira et al., 2013; Kinney 

et al., 2020). While not directly measured, the structure of the intervention reflects an advanced 

clinical massage approach that integrates technical skill with relational and educational 

components. 

5. Strength and Limitations 

A key strength of this study is its within-subjects design, allowing participant to act as their 

own controls and reducing individual variability. The inclusion of a control phase followed by 

an intervention phase strengthened the study design, while the multimodal nature of the Jing 

Method™ aligns with contemporary views of TMD as a multifactorial condition. Measuring 
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several outcomes—symptom frequency, pain intensity, and stress—and including a longer-term 

follow-up allowed for a broader assessment of treatment effects. 

However, limitations must be acknowledged. The small sample size limits generalisability and 

excludes subgroup analyses. Also, participants presented with heterogeneous clinical profiles 

and symptoms, including prior jaw surgery, facial paralysis, chronic migraine, hypertension, or 

medication intake, which may have influenced outcomes.  

On top of that, outcome measures relied primarily on self-reported questionnaires. Although 

the TMD-7 is useful for symptom monitoring, it remains subjective and may lack sensitivity to 

detect subtle week-to-week changes. Stress was assessed using a single-item NRS, which may 

not fully capture psychological complexity.  

Additionally, prior familiarity with the practitioner among some participants may have 

introduced expectancy bias. These factors limit generalisability and highlight the need for 

cautious interpretation.  

6. Suggestions for future research 

Future studies would benefit from larger sample sizes, stricter inclusion criteria, monitoring of 

medication use, and/or daily journaling for symptoms, pain intensity, and stress level. Using 

validated tools to measure psychological and social factors, along with objective measures of 

physical function, could help provide stronger evidence for multimodal treatments. In addition, 

presenting findings to dental practitioners, osteopaths, physiotherapists, and pain clinic teams 

may facilitate the integration of non-invasive approaches such as the Jing MethodTM into 

broader clinical practice.  

Despite these limitations, the findings provide encouraging evidence for the effectiveness of 

the Jing Method™ in reducing TMD symptoms, in terms of pain and symptom frequency. The 

results support the need for further research using larger samples.  
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In addition, incorporating validated patient-reported outcome measures such as the Oral Health 

Impact Profile (OHIP-14) (Qamar et al., 2023) or the Oral Behaviours Checklist could offer a 

more comprehensive understanding of the psychological, social, and behavioural dimensions 

of TMD and their response to multimodal care. 

 

CONCLUSION  

This study suggests that a six-week multimodal intervention using the Jing Method™ was 

associated with reductions in symptom frequency and pain intensity in adults with TMD, with 

benefits largely maintained at follow-up. These findings support existing evidence that TMD 

may respond well to integrated treatment approaches addressing both physical and behavioural 

factors. 

The results also reinforce the relevance of a BPS framework in advanced clinical massage, 

demonstrating that symptom improvement can occur even in the absence of measurable changes 

in perceived stress. By combining manual techniques, patient education, self-care support, and 

a consistent therapeutic relationship, the Jing Method™ offers a clinically feasible model for 

addressing the complex nature of TMD. 

Although limited by sample size and methodological constraints, this study contributes 

preliminary evidence to the field of advanced clinical massage and supports further research 

using longer follow-up periods and validated psychosocial outcome measures. 
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Appendix 2 – Recruitment: Online Communication 

INSTAGRAM & FACEBOOK POST #1 

 

INSTAGRAM & FACEBOOK POST #2 

 

INSTAGRAM & FACEBOOK POST #3 

 

QR code link : https://massagebycaroline.fr/etude-massage-troubles-temporo-
mandibulaires/ 

  



53 

Appendix 3 – Recruitment: Poster 
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Appendix 4 – Modified TMD-7 

“Over the past 30 days, how frequently have you experienced any of the following 

symptoms?” 

(Check one box for each item below) 

 

Rarely or 

never 

0 

A few times 

per month 

1 

Once or 

twice a week 

2 

Nearly 

every day 

3 

1. Headaches     

2. pain in your jaw     

3. Pain in your neck or 

shoulders 
    

4. Pain in your forehead or 

temples 
    

5. Earache and/or tinnitus 

without infection 
    

6. Difficulty opening your 

mouth all the way 
    

7. Noise when opening or 

closing the mouth 
    

8. Difficulty when eating or 

chewing your food 
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Appendix 5 - Detailed clinical massage treatment week per week 

Week 1 – Clinical Massage Treatment 
Room  
Same set-up 
each week 

 Comfy massage table with heated mattress  
Sweet orange essential oil diffuser 
Relaxation music & soft lighting.  
Neutral unscented and dry grape seed oil 
 

Consultation  20 min consultation with orthopaedic assessment of cervical spine, scapula-
thoracic joint and TMJ. Explanation about what is expected during trigger 
point and intra-oral techniques. Written consent signature. 
 

Global  Amma along bladder channel from upper back to toes 
 

PRONE 
 

H Palm press on upper trapezius with hot stones 
Palm press Shoulder & erector spinae with hot stones 
 

F Soft fist erector spinae 
Soft fist upper back 
Skin Rolling posterior cervical 
 

M Deep forearm effleurage upper back over scapula 
Deep forearm effleurage upper trapezius 
Suboccipitals compression and cross-fibre friction  
Upper trapezius with thumbs over thumbs 
 

SUPINE 
 

H Effleurage over pectoral area & lateral neck muscles with hot stones 
Hot stone placement on belly & solar plexus 
 

F Cross-hand stretch platysma &clavicopectoral fascia 
Thoracic MFR 
 

M SCM compression 
Intra-oral technique 
Face & Head Massage 
 

A SJ 21 
S19 
GB 2 
 

S Head pull 
Passive stretch SCM 
PNF Masseter 
 

Self care T Breathing relaxation technique 
Cervical mobilisation 
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Week 2 – Clinical Massage Treatment 

Global  Amma along bladder channel from upper back to toes 

PRONE 
 
 

H Palm press on upper trapezius with hot stones 

Palm press Shoulder & erector spinae with hot stones 
Dynamic whole back and neck with hot stones 

F Soft fist erector spinae 
Cross-hand stretch upper back 

Skin Rolling posterior cervical 

M Deep forearm effleurage upper back over scapula 

Deep forearm effleurage upper trapezius 
Levator Scapula & costal surface of the scapula 

Suboccipitals compression and cross-fibre friction  
Upper trapezius with thumbs over thumbs 

SUPINE 
 

 

H Effleurage over pectoral area & lateral neck muscles with hot stones 
Hot stone placement on belly & solar plexus 

Light effleurage on masseter and temporalis with hot stones 

F Single leg pull 

Cross-hand stretch platysma &clavicopectoral fascia 
Thoracic MFR 

M SCM compression 
Intra-oral technique 

Temporalis 
Face & Head Massage 

A SJ 21 
S19 

GB 2 

S Head pull 
PNF SCM 

PNF & STR Masseter 
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Self care T Upper Trapezius Stretch (Passive & PNF) 

Self trigger point treatment SCM 

 
 

Week 3 - Clinical Massage Treatment 

Global  Amma along bladder channel from upper back to toes 

PRONE 
 

 

H Palm press on upper trapezius with hot stones 
Palm press Shoulder & erector spinae with hot stones 

Hot stone placement on sacrum 
Dynamic whole back and neck with hot stones 

F Skin rolling upper trapezius & back of the neck 
Focused fascia stretch posterior cervical 

M Deep forearm effleurage upper back over scapula 
Deep forearm effleurage upper trapezius 

Suboccipitals compression 
Upper trapezius (compression, money sign & uncoiling) 

A GB 21 

SUPINE 
 
 

H Effleurage over pectoral area & lateral neck muscles with hot stones 

Hot stone placement on belly & solar plexus 
Light effleurage on masseter and temporalis with hot stones 

F Single leg pull 
Thoracic MFR 

M Scalenes (stripping & anterior cervical transverse processes) 

SCM compression 
Intra-oral technique 

Temporalis 
Face & Head Massage 

A SJ 21 
S19 

GB 2 

S Head pull  
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PNF & Pin and Stretch Masseter  

Neck mobilisation with a towel & SCM passive stretch 

Self care T Platysma Stretch 

Self trigger point treatment Pterygoïd 
Self massage Upper Trapezius with a ball 

 
 

Week 4 - Clinical Massage Treatment 

Global  Amma along bladder channel from upper back to toes 

PRONE 
 

H 

Palm press on upper trapezius with hot stones 

Palm press Shoulder & erector spinae with hot stones 
Hot stone placement on sacrum 

Dynamic whole back and neck with hot stones 

F 

Soft fists on erector spinae 

Skin rolling upper trapezius 
Torquing posterior cervical 

M 

Deep forearm effleurage upper back over scapula 
Deep forearm effleurage upper trapezius 

Suboccipitals compression 
Upper trapezius (compression, money sign & uncoiling) 

SUPINE 
 

 
H 

Effleurage over pectoral area & lateral neck muscles with hot stones 
Hot stone placement on belly & solar plexus 

Light effleurage on masseter with hot stones 

F 
Single leg pull 

Cross-hand stretch platysma &clavicopectoral fascia 

M 

Scalenes (stripping) 
SCM compression 
Intra-oral technique 

Digastricus 
Temporalis 

Face & Head Massage 

A SJ 21 
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S19 

GB 2 
GV 20 

S 
Head pull  
PNF Masseter & Temporalis 

PNF SCM 

Self care T Strengthening exercises for posterior and lateral neck muscles 

Week 5 - Clinical Massage Treatment 
 

Global 
 

Amma along bladder channel from upper back to toes 
Amma along the stomach channel from feet to hips 
 

PRONE 

H 

Palm press on upper trapezius with hot stones 
Palm press Shoulder & erector spinae with hot stones 
Hot stone placement on sacrum 
Dynamic whole back and neck with hot stones 
 

F 
Soft fists on erector spinae 
Skin rolling upper trapezius 
 

M 

Deep forearm effleurage upper back over scapula 
Upper trapezius (compression, money sign & uncoiling) 
Levator scapula 
 

SIDE 
LYING H Upper trapezius and Scalenes with hot stones 

 

F Positional release 1st rib 
 

M 

Soft fist on upper trap and neck 
Deep forearm effleurage on upper trap and neck 
Suboccipital compression 
Scalenes stripping 
Shoulder mobilisation 
 

S PNF Upper trapezius 
 

SUPINE H Hot stone placement on belly & solar plexus & heart 
 

F 

Leg pull 
Thoracic MFR 
Skin rolling masseter 
 

M 

Scalenes (stripping) 
SCM compression 
Temporalis 
Digastricus 
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Head Massage 
 

A 

SJ 21 
S19 
GB 2 
GV 20 
 

Self care 
T 

Masticatory muscles : PNF stretch – PNF Strengthening exercise – self trigger 
point masseter 
 

 

 

 

Week 6 - Clinical Massage Treatment 

Consultation  
20 min consultation with orthopaedic assessment of cervical spine, 
scapula-thoracic joint and TMJ in order to compare with week 1.  
 

Global  Amma along bladder channel from upper back to toes 
 

PRONE 

H 

Palm press on upper trapezius with hot stones 
Palm press Shoulder & erector spinae with hot stones 
Hot stone placement on sacrum 
Dynamic whole back and neck with hot stones 
 

F 
Soft fists on erector spinae 
Skin rolling upper trapezius and posterior neck muscles 
 

M 

Deep forearm effleurage upper and low back 
Upper trapezius (compression, money sign & uncoiling) 
Levator scapula 
 

SIDE LYING H Upper trapezius and Scalenes with hot stones 
 

M 

Soft fist on upper trap and neck 
Deep forearm effleurage on upper trap and neck 
Suboccipital compression 
Upper trapezius STR 
 

S Passive Upper Trapezius 
 

SUPINE H 
Effleurage pectorals, shoulders and neck with hot stones 
Hot stone placement on belly & solar plexus & heart 
 

F 
Double Leg pull 
Diaphragm release 
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M 

Effleurage pectorals, shoulders and neck  
Scalenes (stripping) 
SCM compression 
Masseter & Temporalis finger tips massage 
Head Massage 
 

A 

SJ 21 
S19 
GB 2 
GV 20 
 

S 
PNF Scalenes 
Passive SCM 
 

Self care T None 
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Appendix 6 – Self-Care Guidelines 
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Appendix 7 – Modified TMD-7 mean scores for each individual symptom 

Trend between week 7 and 16 - Trend between week 7 and 12 - Trend between week 12 and 16 
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Appendix 8 - Mean Pain Intensity for 5 painful TMD symptoms 

Trend between week 7 and 12 - Trend between week 12 and 16 

  

 

 

 
 


