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Effect of dextrose prolotherapy targeting
retrodiscal tissue in patients with refractory
temporomandibular disorders
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© Purpose: This study aimed to evaluate the clinical effectiveness and safety of dextrose prolotherapy targeting the
retrodiscal tissue in patients with refractory temporomandibular disorders (TMD) who did not respond to conven-
tional conservative therapies.
Materials and Methods: Thirty patients with persistent temporomandibular joint (TM]) pain despite undergoing
three sessions of arthrocentesis were enrolled. All patients received 12.5% dextrose prolotherapy injections into
the retrodiscal tissue, administered three times at two-week intervals. Clinical outcomes included pain intensity
assessed by visual analogue scale (VAS), patient-reported joint noise (VAS), and maximum comfortable mouth
opening (MCO; mm). Evaluations were performed at baseline and after each treatment session.
Results: Pain scores demonstrated a significant reduction, from 3.2 + 2.1 at baseline to 1.5 * 1.5 after the third
injection, representing a 53% decrease (p ¢ 0.05). MCO improved from 40.0 + 6.3 mm to 42.7 * 5.9 mm after the
final session (p < 0.05). Joint noise scores showed a 13% reduction trend, decreasing from 1.5 + 1.7 to 1.3 + 1.3,
although this change was not statistically significant (p ) 0.05). No major complications were reported, apart from
transient post-injection discomfort in a few patients that resolved spontaneously with analgesics.
Conclusion: Dextrose prolotherapy targeting the retrodiscal tissue appears to be a safe and effective adjunctive
therapy for reducing pain and improving mandibular function in patients with refractory TMD. Although im-
provements in joint noise were not statistically significant, the overall outcomes support prolotherapy as a viable
therapeutic option warranting further controlled trials. (f Korean Dent Assoc 2025; 63(10): 316-321)
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Fig. 1. A reference line (mid trago-canthal line) is established by
connecting the midpoint of the tragus and the lateral canthus.
The injection point is determined to be 20 mm anterior and 10
mm inferior to the tragus along this line.
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onk, NY, USA) AR50 S=a85199.0., p o] 0.05 1] Table 1. Age and sex distribution of the sample (N, %)

TRl A4S SAA = FefRt Al o= sl Variables (1\1<[12126) Eﬁ?;g Total
Age (years)
18-28 1(50.0) 3(107) 43133
2z 29-38 0(0.0) 2(7.1) 2(6.7)
39-48 0(0.0) 5179  5(167)
130 5 ©1/g0] 28+, dAdo] 2ollen, Hat ¥ 4o-s8 000 70500  7(233)
25231704 tKTable 1). BESA=FFHS Ol I 59-68 0(0.0) 702500 733
Zdggh) 2 B2 wokt} QB shjoA ZAJR QI3FA]  69-78 1600 4(143) 5067
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Fig. 2. Changes in pain, noise and maximum comfortable opening across multiple assessment time-points. A. Changes in pain
compared to before treatment. B. Changes in noise compared to before treatment. C. Changes in maximum comfortable open-
ing compared to before treatment. *: p<0.05
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Fig. 3. Changes in pain, noise, and maximum comfortable opening over multiple assessment time-points across the diagnos-
tic groups. A. Changes in pain compared to before treatment across the diagnostic groups. B. Changes in noise compared to

before treatment across the diagnostic groups. C. Changes in maximum comfortable opening compared to before treatment
across the diagnostic groups.
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Table 2. All patients (n=30) time -course changes of pain, noise and maximum comfortable opening

Variable Time point iseine, Changelombaseline
Pain (Visual analogue scale) Before treatment 32421 - -
After 1st injection 26+18 -0.7+1.1 0.05
After 2nd injection 21+1.7 -1.1£12 0.05
After 3rd injection 15%15 -1.7+16 0.05
Noise (Visual analogue scale) Before treatment 15+1.7 - -
After 1st injection 14+14 -0.1+1.1 »0.05
After 2nd injection 13+12 -0.2+1.1 »0.05
After 3rd injection 13+13 -0.2+1.7 »0.05
Maximum comfortable opening (mm) Before treatment 40.0+6.3 - -
After 1st injection 39.945.9 -0.1+19 »0.05
After 2nd injection 40.2+5.8 0.2£3.9 »0.05
After 3rd injection 427459 2.7%5.2 0.05
SD: standard deviation
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2H30] 13% Ao thFig. 2, Table 2). ligament), 9= &<t F-2 4 Lateral pterygoid muscle at-
& 740.0+6.3004 23]} 5 40.245.8,33]3F 3 42.7+59  tachment), E’_—E(Masseter muscle) 5 FAR-7F skl
2 & A BTl He] 38)2} o] & BAZ R § T
oJsHA %ﬂﬂm Ouf, 7} AR FEARUTEY] 57 oA l"iJ-"ﬂ/ﬂ YHFFRAo] A= g olf=, B4l
7t rofshl QIokTt. ShAIRE At Th/gAF TR Ale o] 4 9] B27t FHoto] Bl TIeAll A 55 W2 &
= EO]J—’- AAHFig. 2, Table 2). W1 Uﬂ—roll‘%@ ot Ao thidol H TAEE 4Rt 55
55, WERS, T3 4 e Ao I8t I Ao R 33]0f 2% gEEAEES AR B St
B IO = SAX O FoRt Aol S Ho x| oislth & Aol - S0l ZE=E2H A AT 7iEgo] ofu] A 2ol
HIsto] SAP7F A s ZF Ak T1F 7Ho Ao Qlo] B B mESIH oW AR TRl A4 9] o] 550l

TGS AaFAE HYT FEAF AT Z715A
£ HAHFig. 3).
nE

340 ZERH = WA W 2 2 T, QI
B0 gl HzkLo] AlgETH?, Haggag 574 Mohammed
A %1—7—3:31% IRt FAL AN BF E 7T A
AT Afe} JA|RITE E ThE 1]

-?J(Superlor joint area), T2t 9] F-9|(Peri-

Jololoitt BRAMAEL TAY 29 464 JEF

2 F/WATE GU 58S 77 ot &4 U
F2A0] thet Kol 1HEA ANE e A0 B
i} o]¥l @A70) Ajolq YuFzAlo] ZEFS o} Y
BF2A0) LEZHY 24 F 550 Phgo| B K
Geol] Hl] w9 2 RS A 220] Bo] that 71
2 Hojznt

A el B 7|8 TARESHY Ergel
27 1) BFUHEE FIEBHL, o] F HGopIE BHe % 2
eVl S 59 B QPYalE fEshe AoR 2efA gt
89, Hou $9 37108 MR FAL AFOE BF I

319
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