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Abstract
Background: Temporomandibular disorders (TMDs) are conditions that affect the jaw
and muscles; they may cause pain and dysfunction in the jaw joint and muscles that
control jaw movement. Occlusal stabilization splints are commonly employed as
interocclusal devices to manage symptoms associated with temporomandibular disorders
(TMDs). The fabrication of stabilization splints can be achieved via conventional & digital
workflows. The goal of this study was to evaluate the efficacy of digitally fabricated
occlusal splints in comparison to conventional splints in management of TMDs of
muscular origin.
Methods: Forty eligible patients were selected from the outpatient clinic in the faculty of
dentistry, October University of Modern Sciences & Arts MSA, Cairo, Egypt. Selected
patients were randomly allocated into two groups using sealed envelopes. Group A
received stabilization repositioning occlusal splint with conventional technique. Group B
received occlusal splints made by intraoral scan and digitally designed to desire occlusal
contacts and 3D printed.
Results: Comparing the two groups to each other's VAS scores & MMO at the baseline
and through the follow-up intervals, there was a non-significant difference between them
(p > 0.05). Comparing the chairside time of the two groups at acquisition, there was a non-
significant difference (p > 0.05) between them at delivery; Group B had a significant
decrease (p≤ 0.05) of chairside time.
Conclusion: It can be concluded that both conventional splints & digitally fabricated
occlusal splints showed successful results in managing muscular TMDs. Chairside time
was greatly decreased by the digital workflow, providing a suitable alternative to the
conventional methods.
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1 Introduction
Temporomandibular disorders (TMDs) are

conditions that affects jaw and muscles, they may cause pain
and dysfunction in the jaw joint and muscles that control jaw
movement.1The most common symptoms and signs of TMDs
are severe pain, clicking, popping, or locking of the jaw.2

The TMJ disorders may have many different causes,
a few among them are habits such as clenching or grating
and grinding teeth (bruxism), malocclusion that puts
muscles under pressure and stress, accidents that damage
the bones of the face or jaw are infrequently, also some
diseases such as arthritis or stiffness of joints.3

The majority of TMD patients can be treated
primarily with occlusal therapy, which includes mouth
appliances and rehabilitation in appropriate cases, 4 - 6 as well
as with drugs, manual therapy,7- 9procedures. In actuality, an
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occlusal splint is a removable device that covers
the entire occlusal and Incisal surface of all teeth in the
upper or lower jaw. It is typically made of resin.
Occlusal splint therapy is the most often utilized clinical
strategy due to its versatility, affordability, and ease of
application. 10

Occlusal splints, particularly stabilization
splints, are widely recommended for treating TMD. 11

They help achieving an optimal centric relation
occlusion, which may decrease abnormal muscle activity
and promote what is known as 'neuromuscular balance'
in the masticatory system.12

The conventional method of creating splints
involves taking mandibular and maxillary impressions.
A clear, firm vacuum-formed template is built over the
models that are manufactured. Using cold-cured
transparent resin, the template occlusal surface is
modified intra-orally to achieve balanced occlusion with
a centric condylar location. Patient cooperation and
tolerance for resin irritation are required for this time-
consuming procedure. Moreover, adjusting resin intra-
orally is a challenging process that demands a high level
of operator experience.13

New technologies have increasingly developed
and implemented in the dental field. The introduction of
accurate intraoral scanners, CAD/CAM technology, and
the increasing diffusion of precise 3D printing machines
allow for the digital workflow to manufacture dental
prostheses or other intraoral devices.14–18

Digitalization has revolutionized the production
of oral appliances and prostheses through computer-
aided design/computer-assisted manufacture
(CAD/CAM) techniques, which utilize both subtractive
and additive methods. Subtractive manufacturing
involves grinding and milling, while additive
manufacturing employs methods such as selective laser
sintering, stereo lithography, photo-curing print, and
fused deposition modeling (3D printing).

When it comes to occlusal splints, they can be
fabricated using either conventional methods or a
complete digital workflow that incorporates both
additive and subtractive CAD/CAM techniques. 19

Complete arch scans have evolved into a
dependable and accurate routine for various appliance
therapies, such as digital wax up 20 and orthodontic
aligners 21 . The literature currently lacks clarity on the
facts on the use of a full digital process for the
fabrication of TMJ bite splints.

Therefore, the aim of this study was to evaluate
the efficacy of digitally fabricated occlusal splints in
comparison to conventional splints in management of
TMDs.

2 Materials and Methods
2.1 Sample size:
The sample size calculation was based on the primary
outcome measure. G*power version 3.1.9.4 software was
used to calculate the effect size and sample size. Based on
the previous study by Amr H. Elkhadem & Reem H.
Hossameldin 2021 22 , If there is truly no difference
between conventional and digital fabricated occlusal
splints with effect size 4.33, and with 10% drop outs then
20 specimens in each group are required to be 80% sure
that the limits of a two-sided 95% confidence interval will
exclude a difference in means of more than 1.5.

2.2 Study Design & Patient Selection
Forty patients were selected from the outpatient clinic
in the faculty of dentistry, October University of
Modern Since & Arts MSA, Cairo, Egypt. They were
diagnosed with TMD pain of muscular origin. The
study included participants who met the following
criteria: (i) a clinical diagnosis of TMD according to the
RDC/TMD 23 , indicating the presence of muscle spasm
& TMD of muscular origin (ii) at least 20 years old, and
(iii) no general conditions (such as rheumatoid arthritis)
that could impact the masticatory muscles or TMJ.
Moreover, subjects were excluded if had any of the
following; (i) History of recent trauma or previous TMJ
surgery, (ii) Patients suffering from manifestations of
disc displacement (iii) psychiatric disorders, (iv)
Pregnancy or (v) History of tumors.

All patients were informed about the study's
nature, including the associated risks and benefits, and
they were provided by a written informed consent for
the treatment plan. In accordance with the Declaration
of Helsinki on medical ethics and protocol, this study
received approval from the Ethical Review Board of
Ain Shams University (No. 052475).

2.3 Patients Grouping
Selected patients were randomly allocated into two
groups using sealed envelopes.

Group A received stabilization repositioning
occlusal splint with conventional impression and
vacuum formed splints modified intra orally with cold
cured resin.

Group B received stabilization repositioning
occlusal splints made by intra oral scan and digitally
designed to desire occlusal contacts and 3D printed.
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2.4 Study Outcomes

 Primary outcome variable: Pain assessed using
visual analog scale (VAS). Rated from 0 = no pain
to 10 = worst pain.
 Secondary outcomes variable: change of
maximum mouth opening (MMO)measured as
the distance between the incisal edge of the upper
and lower central incisors & chairside time
measured by minutes.
The two groups were compared to each other
based on improvements in pain levels, maximum
mouth opening, and chairside time.

2.5 Pre- Operative Phase:

All personal information, including detailed medical
and dental histories, was recorded for each patient. a
comprehensive clinical & radiographic examination was
carried out. The Visual Analog Scale (VAS) was used to
assess pain, with a score of zero indicating no pain and a
score of ten representing the worst pain conceivable. 24

The maximum unassisted mouth opening (MMO) was
recorded in millimeters (mm) using a Vernier caliper.
(Fig. 1)

Figure 1. Measurement of maximum mouth opening using Caliper.

Measurements were initially taken preoperatively
(baseline) and then repeated at one month and three
months postoperatively.

2.6 Operative Phase:

Group A: Fabrication Of Conventional Splints

At the first appointment, normal set alginate
impression material (Cavex CA37, CAVEX HOLLAND
BV, Netherlands) was used to create impressions of both
the maxillary and mandibular arches. The impressions
were made with at least a 5 mm extension below the
gingival margins and extending distally beyond the last
molar. Subsequently, the impressions were cast in type

III dental stone.

A one mm thick hard vacuum formed sheet was
thermally adapted over the maxillary models using a
vacuum pressing machine from (Bioart , Brazil). The sheet
was then trimmed at the gingival margin level with a scissor.
Finally, the vacuum sheet was tested for proper seating and
retention.

Cold cured resin from (Acrostone , Egypt) was mixed
until it reached a dough-like consistency. It was then placed
over the palatal area of the vacuum template, specifically at
the upper incisors. To ensure proper alignment, the patient
was guided to close their mouth in centric relation using a
bimanual manipulation technique. This technique helped
seat the condylar disc complex in the antero-superior
position. The patient was instructed to close their mouth just
before the first posterior contact between the vacuum
template and the lower posterior teeth. Once the cold cured
resin had set, any excess material was carefully trimmed
using an acrylic bur. The centric position was verified inside
the patient's mouth to ensure consistent closure on the set
anterior jig.

A second mix of cold cured resin was then prepared to a
dough-like consistency and applied bilaterally over the
posterior region of the vacuum template. The patient was
asked to close their mouth until the lower teeth made
contact with the set anterior jig. After the resin had
completely set, any excess material was trimmed away.
Indentations on the buccal and lingual slopes of the lower
teeth were also trimmed, leaving only the cuspal tip contact.
The acrylic slope in the canine area was retained. To ensure
proper occlusion, an articulating paper was used inside the
patient's mouth to eliminate any interferences and
prematurity.

The patient was then asked to slide their lower teeth
laterally, and any excessive contacts were removed. This
allowed for smooth gliding of the lower canines over the
acrylic in the upper canine region. (Fig 2. A, B)

Figure 2. Conventional splints fabrication

A B
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Group B: Fabrication Of Digital Splints

Splints were commenced with the direct intraoral
scanning of the patient's dental arches using the TRIOS
4, 3 Shape scanner, which exported STLs representing
precise 3D models. (Fig. 3)

Figure 3. STLs representing precise 3D digital models

These digital models were subsequently imported
into the Exocad Galaxy software. Within the Dental
Desktop order form, a tooth from the upper jaw was
selected, and the 'Splint' option was chosen to initiate
the design process. The appropriate machine and
material for splint production were selected to ensure
compatibility with the chosen fabrication method.

The subsequent step involved verifying the bite
configuration by confirming the correct positioning of
the jaws within the virtual articulator. This was
achieved using control points, with tools such as tooth
outlines on the default plane assisting in model
alignment, and control spheres allowing for precise
adjustments to the jaw's tilt and height. With a bite
increase of approximately 2.5 mm to ensure sufficient
material thickness. The software then automatically
generated the insertion direction for the occlusion splint.

The external geometry has designed to be
permitting unrestricted mandibular movement. The
final design underwent a thorough evaluation through
articulation simulation within the virtual articulator,
ensuring that no tooth contact occurred beyond the
canines during lateral or mediotrusive movements,
thereby achieving disocclusion in these excursions. (Fig.
4)

Figure 4: The final digital design using virtual articulation

Finally, the splint was smoothed and refined to ensure
that it provided stable contact when the jaws were closed
and to improve patient comfort. The completed design was
then printed using the Anycubic Mono 6K printer, which is
known for its high-resolution capabilities.

A specialized resin CreaPRINT Splint Dental Resin
Merz Dental GmBH was used and cured at around 405 nm,
ensuring the splint's durability and precision. After printing,
the splint was polished. (Fig. 5)
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Figure 5: digitally constructed splint on 3D printed models

Chair side time calculation

For both groups, the duration of the impression visit
and the fitting visit was recorded with a stopwatch.

2.7 Statistical analysis:

Numerical data were presented as mean, standard
deviation (SD), median, and interquartile range (IQR)
values. They were tested for normality by viewing the
distribution and using Shapiro-Wilk's test. Chairside
time data were normally distributed and analyzed using
independent and paired t-tests for inter- and intragroup
comparisons. Other data were non-parametric
and analyzed using the Mann-Whitney test for
intergroup comparisons and Friedman's test, followed
by Nemenyi's post hoc test for intragroup comparisons.
P-values were adjusted for multiple comparisons using
the False Discovery Rate (FDR) method. The significance
level was set at p<0.05 within all tests. Statistical analysis
was performed with R statistical analysis software
version 4.4.1 for Windows.1.

3 Results
Forty eligible patients (11 males & 29 females) with

TMD complaints of muscular origin were included in
the current study. Patients mean age was 33 years. The
present study was conducted to evaluate the efficacy of
digitally fabricated occlusal splints in comparison to
conventional splints in management of TMDs of

1R Core Team (2024). R: A language and environment for
statistical computing. R Foundation for Statistical
Computing, Vienna, Austria. URL https://www.R-
project.org/.

muscular origin.

3.1 VAS score

The Mean VAS score for Group A was (8.17±0.75.) at the
baseline, decreased significantly (p≤ 0.05) at 1 month
(5.17±0.75) and 3 month (3.00±0.89) postoperatively.

As for Group B, the Mean VAS score was (8.00±0.89) at the
baseline, decreased significantly (p≤ 0.05) at 1 month
(4.67±0.82B) and 3 month (2.33±0.52) postoperatively.

Comparing the two groups together at the baseline and
through the follow up intervals, there was no significant
difference between them at the three intervals (p > 0.05).
Table 1 (Fig. 6)

Table 1. Inter and intragroup comparisons of pain score.

Interval Measurement
Pain score

Test
statistic

p-
valueGroup

(A)
Group
(B)

Baseline
Mean±SD 8.17±0.

75A
8.00±0.8
9A

20.00 0.798
Median (IQR) 8.00

(0.75)A
8.00
(1.50)A

One
month

Mean±SD 5.17±0.
75B

4.67±0.8
2B

24.50 0.306
Median (IQR) 5.00

(0.75)B
4.50
(1.00)B

3 months
Mean±SD 3.00±0.

89C
2.33±0.5
2C

26.00 0.190
Median (IQR) 3.00

(1.50)C
2.00
(0.75)C

Test statistic 12.00 12.00

p-value 0.002* 0.002*

Values with different superscripts within the same vertical
column are significantly different, * significant (p<0.05).

Figure 6. Bar chart showing mean and standard deviation (error bars)
values for pain score.
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3.2 MMO

The Mean MMO score for Group A was (27.25±0.96) at
the baseline, increased significantly (p≤ 0.05) at one
month (35.00±0.82) and three month (36.75±0.50)
postoperatively.

As for Group B, the Mean MMO score was (25.00±0.82)
at the baseline, increased significantly (p≤ 0.05) at one
month (33.50±0.58) and three month (36.00±1.15)
postoperatively.

Comparing the MMO of the two groups at the baseline
and through the follow up intervals, there was no
significant difference between them at the three
intervals (p > 0.05). Table 2 (Fig. 7)

Table 2. Inter and intragroup comparisons of maximum
mouth opening (MMO).

Interval Measurement
MMO (mm)

Test
statistic

p-
valueGroup

(A)
Group
(B)

Baseline
Mean±SD 27.25±

0.96C
25.00±
0.82C

15.50 0.078
Median (IQR) 27.50

(1.25)C
25.00
(0.50)C

One
month

Mean±SD 35.00±
0.82B

33.50±
0.58B

15.00 0.078
Median (IQR) 35.00

(0.50)B
33.50
(1.00)B

3 months
Mean±SD 36.75±

0.50A
36.00±
1.15A

11.00 0.405
Median (IQR) 37.00

(0.25)A
36.00
(2.00)A

Test statistic 8.00 8.00

p-value 0.018* 0.018*

Values with different superscripts within the same
vertical column are significantly different, * significant
(p<0.05).

Figure 7. Bar chart showing mean and standard deviation (error bars)
values for maximum mouth opening.

3.3 Chair side time

The Mean chair side score for Group A was (14.50±0.58) at
acquisition, increased significantly (p≤ 0.05) at delivery
(37.50±2.08).

While for Group B, the Mean chair side score was
(13.75±0.50) at acquisition, decreased significantly (p≤ 0.05)
at delivery (9.00±0.58).

Comparing the chair side time of the two groups at
acquisition, there was a non-significant difference (p > 0.05)
at the chair side timing between the two groups, while at
delivery, a significant difference (p ≤ 0.05) was found
between the two groups, in favor for Group B with less chair
side time. Table 3 (Fig. 8)

Table 3. Inter and intragroup comparisons of chairside time.

Interval Measurement

Chairside time
(minutes) Test

statistic p-value
Group
(A)

Grou
p (B)

At
acquisition

Mean±SD 14.50±0
.58

13.75±
0.50

1.96 0.097ns
Median (IQR) 14.50

(1.00)
13.50
(0.25)

At delivery
Mean±SD 37.50±2

.08
9.00±0
.58

26.39 <0.001*
Median (IQR) 37.50

(2.00)
9.00
(1.00)

Test statistic 21.29 19.00

p-value <0.001* <0.001
*

* Significant, ns not significant.
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Figure 8. Bar chart showing mean and standard deviation (error
bars) values for chair side time.

4 Discussion
Occlusal stabilization splints are commonly

employed as interocclusal devices to manage symptoms
associated with temporomandibular disorders (TMD) of
muscular origin. 25 The primary therapeutic goal of
occlusal stabilization splints (SS) is to provide pain relief,
and evidence suggests that altering the vertical
dimension can be one way to achieve this. This
mechanism is linked to changes in the functional
patterns of the masticatory muscles and the position of
the condyles.26 They establish an optimal centric relation
occlusion, which may help reduce abnormal muscle
activity and promote what is referred to as
'neuromuscular balance' within the masticatory
system.27

The fabrication of stabilization splints traditionally
begins with creating plaster casts from impressions of
the patient’s dental arches. These splints are then tested
and adjusted in the patient’s mouth to ensure proper fit
and comfort. This process can be both time-consuming
and costly for the dental technician, dentist, and
patient.19

Intraoral scanning is now a viable alternative to
conventional impression methods. Scanning has been
demonstrated to save time and enhance treatment
comfort, with its precision surpassing that of traditional
impression methods. 28,29 The digital workflow improves
clinical practice and patient experience by offering a
minimally invasive impression technique, faster bite
plane recording, and greater appliance precision. 30 The
goal of this study was to evaluate the efficacy of
digitally fabricated occlusal splints in comparison to
conventional splints in management of TMDs.

The current study was conducted on 40 patients
complaining of TMD problems of muscular origin with
characteristic muscle spasm., including 11 males & 29
females and their age range 21 to 45 with mean value 33
years. Women made up the majority of our study group

(72.5 %), which supports other researches showing that
women have higher TMD pain than males. 31–33 Furthermore,
the average age of the study groups (33 years old) was
comparable to what has been documented in the
literature.34–36

Results of the present study showed that both
conventional & digitally constructed splints were
comparable in terms of pain relief and an increase in the
maximum moth opening. Comparing the two groups there
was no significant difference between them at the follow up
intervals. This can be attributed to the fact that the occlusal
contact principles and fit quality of both final splints are
similar. These findings are in accordance with other clinical
trials and systematic reviews that demonstrate the
effectiveness of occlusal splint therapy in improving
masticatory function and lowering pain levels in patients
with painful TMDs.10,37,38

Moreover, comparing the chair side time between the
two groups during the impression taking visit there was a
non-significant difference. This explained by the fact that a
number of variables, including patient compliance, operator
expertise, and learning curve, affect how long it takes to
make imprints and scans. Similar findings were found in
research by Gjelvold et al. 39 that contrasted the intraoral
digital imprint technique with the traditional impression
technique. With an average duration of 11–12 minutes, they
discovered that there was no statistically significant
difference between the two groups.

However, comparing the chair side time between the
two groups during the delivery & fitting visit reveled
signific decrease, in favor for digital group. The primary
reason for this decline is because the intra oral scan group's
occlusal equilibration was carried out using software that
was based on a digital jaw record registration. Therefore,
less occlusal adjustments were necessary for occlusal devices
made using a fully digital workflow. This is accordance with
Blasi et al, 40 they anticipated that occlusal devices
manufactured with a fully digital approach would require
fewer occlusal adjustments.

An investigation by Patzelt et al, 41 comparing
conventional and digital workflows for the production of
occlusal splints with regard to time efficiency, overall fit,
and wear, relative to time, the digitally fabricated splints
were suggested because there is a decrease in the number of
steps during the construction. These results support what
was observed in our study. These facts support fabrication
of occlusal devices using a fully digital workflow,
suggesting that they would be a good substitute for devices
made using an analog approach as consuming less timing.

.
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5 Conclusion

Within the limitations of this study, it can be
concluded that both conventional splints & digitally
fabricated occlusal splints showed successful results in
management of pain & improvement in mouth opening
without significant difference between them. In terms of
chairside time it was greatly decreased by the digital
workflow used to fabricate stabilizing splints,
particularly the time spent during the fitting procedure.
The digital work follow can provide a suitable
alternative to the conventional methods with reduced
chair side time.

Authors’ Contributions

Samar Saeed. Managed study design along with
manuscript preparation. Omnia Sultan managed
Diagnosis & fabrication of conventional splint along
with manuscript witting. Ahmed Wagdy & Hesham
Amr managed designing of digital occlusal splint
along with manuscript editing & reviewing.

Conflict of interest

The authors declare that they hold no competing
interests.

Funding

The research study was self- funded by the authors.

Acknowledgement

We acknowledge Dr. Bassam for accomplishing the
statistical analysis.

References

[1] González-Sánchez B, García Monterey P, Ramírez-Durán M del V,
Garrido-Ardila EM, Rodríguez-Mansilla J, Jiménez-Palomares M.
Temporomandibular Joint Dysfunctions: A Systematic Review of
Treatment Approaches. J Clin Med. 2023;12(12).
doi:10.3390/JCM12124156

[2] J D, RW W. Recent Advancements in Temporomandibular
Disorders (TMDs). Rev Pain. 2011;5(1):18-25.
doi:10.1177/204946371100500104

[3] Hazra R, Srivastava A, Kumar D, Khattak A. Current trends in
temporomandibular disorder management: A prosthodontist’s
perspective. Journal of Dentistry Defence Section. 2022;16(2):146.
doi:10.4103/JODD.JODD_8_21

[4] Türp JC, Komine F, Hugger A. Efficacy of stabilization splints for
the management of patients with masticatory muscle pain: a
qualitative systematic review. Clin Oral Investig. 2004;8(4):179-
195. doi:10.1007/s00784-004-0265-4

[5] Systematic Review and Meta-analysis of Randomized Controlled
Trials Evaluating Intraoral Orthopedic Appliances for
Temporomandibular Disorders. Published online 2009.

[6] J F, JO L, E W, et al. Systematic review and meta-analysis of
randomized controlled trials evaluating intraoral orthopedic

appliances for temporomandibular disorders. J Orofac Pain.
2010;24(3):192-193. doi:10.1002/9781119289999.oth51

[7] Pramod G V., Shambulingappa P, Shashikanth MC, Lele S. Analgesic
efficacy of diazepam and placebo in patients with temporomandibular
disorders: a double blind randomized clinical trial. Indian J Dent Res.
2011;22(3):404-409. doi:10.4103/0970-9290.87062

[8] Tuncer AB, Ergun N, Tuncer AH, Karahan S. Effectiveness of manual
therapy and home physical therapy in patients with
temporomandibular disorders: A randomized controlled trial. J Bodyw
Mov Ther. 2013;17(3):302-308. doi:10.1016/J.JBMT.2012.10.006

[9] Al-Moraissi EA. Arthroscopy versus arthrocentesis in the management
of internal derangement of the temporomandibular joint: a systematic
review and meta-analysis. Int J Oral Maxillofac Surg. 2015;44(1):104-
112. doi:10.1016/J.IJOM.2014.07.008

[10] The efficacy of appliance therapy in patients with temporomandibular
disorders of mainly myogenous origin. A randomized, controlled,
short-term trial - PubMed. Accessed October 16, 2024.
https://pubmed.ncbi.nlm.nih.gov/12836501/

[11] Al-Ani Z, Gray RJ, Davies SJ, Sloan P, Glenny A. Stabilization splint
therapy for the treatment of temporomandibular myofascial pain: a
systematic review. J Dent Educ. 2005;69(11):1242-1250.
doi:10.1002/j.0022-0337.2005.69.11.tb04023.x

[12] Gray RJ, Davies SJ. Occlusal splints and temporomandibular disorders:
why, when, how? Dent Update. 2001;28(4):194-199.
doi:10.12968/DENU.2001.28.4.194

[13] Greene CS, Menchel HF. The Use of Oral Appliances in the
Management of Temporomandibular Disorders. Oral Maxillofac Surg
Clin North Am. 2018;30(3):265-277. doi:10.1016/J.COMS.2018.04.003

[14] Al Mortadi N, Eggbeer D, Lewis J, Williams RJ. CAD/CAM/AM
applications in the manufacture of dental appliances. Am J Orthod
Dentofacial Orthop. 2012;142(5):727-733.
doi:10.1016/J.AJODO.2012.04.023

[15] Al Mortadi N, Eggbeer D, Lewis J, Williams RJ. Design and fabrication
of a sleep apnea device using computer-aided design/additive
manufacture technologies. Proc Inst Mech Eng H. 2013;227(4):350-355.
doi:10.1177/0954411912474741

[16] A E, A M. Full arch scans: conventional versus digital impressions--an
in-vitro study. Int J Comput Dent. 2011;14(1):11-21. Accessed August
15, 2024. https://pubmed.ncbi.nlm.nih.gov/21657122/

[17] Lim JH, Park JM, Kim M, Heo SJ, Myung JY. Comparison of digital
intraoral scanner reproducibility and image trueness considering
repetitive experience. J Prosthet Dent. 2018;119(2):225-232.
doi:10.1016/J.PROSDENT.2017.05.002

[18] Marghalani A, Weber HP, Finkelman M, Kudara Y, El Rafie K,
Papaspyridakos P. Digital versus conventional implant impressions for
partially edentulous arches: An evaluation of accuracy. J Prosthet Dent.
2018;119(4):574-579. doi:10.1016/J.PROSDENT.2017.07.002

[19] Dedem P, Türp JC. Digital Michigan splint - from intraoral scanning to
plasterless manufacturing. Int J Comput Dent. 2016;19(1):63-76.
Accessed August 15, 2024. https://pubmed.ncbi.nlm.nih.gov/27027103/

[20] Kravitz ND, Groth C, Jones PE, Graham JW, Redmond WR. Intraoral
digital scanners. J Clin Orthod. 2014;48(6):337-347. Accessed August 15,
2024. https://pubmed.ncbi.nlm.nih.gov/25083754/

[21] Zimmermann M, Mehl A. Virtual smile design systems: a current
review. Int J Comput Dent. 2015;18(4):303-317. Accessed August 15,
2024. https://pubmed.ncbi.nlm.nih.gov/26734665/

[22] Elkhadem AH, Hossameldin RH. Comparison Of Chair Side Time And
Treatment Outcomes Of Stabilization Splints Obtained From Digital
Versus Conventional Workflow. Egypt Dent J. 2021;67(4):3413-3420.
doi:10.21608/EDJ.2021.82336.1687

[23] Dworkin SF, LeResche L. Research diagnostic criteria for
temporomandibular disorders: review, criteria, examinations and
specifications, critique. J Craniomandib Disord. 1992;6(4):301-355.
Accessed August 15, 2024. https://pubmed.ncbi.nlm.nih.gov/1298767/

[24] Del Vecchio A, Floravanti M, Boccassini A, Gaimari G, Vestri A, Di
Paolo C, Romeo U. Evaluation of the efficacy of a new low-level laser
therapy home protocol in the treatment of temporomandibular joint
disorder-related pain: A randomized, double-blind, placebo-controlled
clinical trial. Cranio. 2021 Mar;39(2):141-150. doi:
10.1080/08869634.2019.1599174. Epub 2019 Apr 19. PMID: 30999823.



32 Samar Bedair, et al., 2024
[25] Berntsen C, Kleven M, Heian M, Hjortsjö C. Clinical comparison

of conventional and additive manufactured stabilization splints.
Acta Biomater Odontol Scand. 2018;4(1):81.
doi:10.1080/23337931.2018.1497491

[26] Schindler, J. M., Alfons Hugger, B. Kordaß and Jens Christoph
Türp. “Splint therapy for temporomandibular disorders : basic
principles.” (2014).

[27] Gray RJ, Davies SJ. Occlusal splints and temporomandibular
disorders: why, when, how? Dent Update. 2001;28(4):194-199.
doi:10.12968/DENU.2001.28.4.194

[28] Zimmermann M, Koller C, Rumetsch M, Ender A, Mehl A.
Precision of guided scanning procedures for full-arch digital
impressions in vivo. J Orofac Orthop. 2017;78(6):466-471.
doi:10.1007/S00056-017-0103-3

[29] Ender A, Mehl A. In-vitro evaluation of the accuracy of
conventional and digital methods of obtaining full-arch dental
impressions. Quintessence Int. 2015;46(1):9-17.
doi:10.3290/J.QI.A32244

[30] Venezia P, Muzio LLO, Furia CDE, Torsello F. Digital
manufacturing of occlusal splint: from intraoral scanning to 3D
printing. Journal of Osseointegration. 2019;11(4):535-539.
doi:10.23805/JO.2019.11.03.10

[31] Winocur E, Gavish A, Emodi-Perlman A, Halachmi M, Eli I.
Hypnorelaxation as treatment for myofascial pain disorder: A
comparative study. Oral Surg Oral Med Oral Pathol Oral Radiol
Endod. 2002;93(4):429-434. doi:10.1067/moe.2002.122587

[32] Conti PCR, De Alencar EN, Da Mota Corrêa AS, Lauris JRP,
Porporatti AL, Costa YM. Behavioural changes and occlusal
splints are effective in the management of masticatory myofascial
pain: A short-term evaluation. J Oral Rehabil. 2012;39(10):754-760.
doi:10.1111/J.1365-2842.2012.02327.X

[33] Pho Duc J, Hu ̈ning S, Grossi M. Parallel Randomized Controlled
Clinical Trial in Patients with Temporomandibular Disorders
Treated with a CAD/CAM Versus a Conventional Stabilization
Splint. Int J Prosthodont. 2016;29(4):340-350. doi:10.11607/ijp.4711

[34] Ferrando M, Galdón MJ, Durá E, Andreu Y, Jiménez Y, Poveda R.
Enhancing the efficacy of treatment for temporomandibular
patients with muscular diagnosis through cognitive-behavioral
intervention, including hypnosis: a randomized study. Oral Surg
Oral Med Oral Pathol Oral Radiol. 2012;113(1):81-89.
doi:10.1016/J.TRIPLEO.2011.08.020

[35] Alencar F, Becker A. Evaluation of different occlusal splints and
counselling in the management of myofascial pain dysfunction. J
Oral Rehabil. 2009;36(2):79-85. doi:10.1111/J.1365-
2842.2008.01913.X

[36] Litt MD, Shafer DM, Kreutzer DL. Brief cognitive-behavioral
treatment for TMD pain: long-term outcomes and moderators of
treatment. Pain. 2010 Oct;151(1):110-116. doi:
10.1016/j.pain.2010.06.030. Epub 2010 Jul 23. PMID: 20655662;
PMCID: PMC2939176.

[37] Conti PCR, De Alencar EN, Da Mota Corrêa AS, Lauris JRP,
Porporatti AL, Costa YM. Behavioural changes and occlusal
splints are effective in the management of masticatory myofascial
pain: A short-term evaluation. J Oral Rehabil. 2012;39(10):754-760.
doi:10.1111/j.1365-2842.2012.02327.x

[38] Singh BP, Jayaraman S, Kirubakaran R, et al. Occlusal
interventions for managing temporomandibular disorders.
Cochrane Database of Systematic Reviews. 2017;2017(10).
doi:10.1002/14651858.CD012850

[39] Gjelvold B, Chrcanovic BR, Korduner EK, Collin-Bagewitz I,
Kisch J. Intraoral Digital Impression Technique Compared to
Conventional Impression Technique. A Randomized Clinical
Trial. J Prosthodont. 2016;25(4):282-287. doi:10.1111/JOPR.12410

[40] Blasi A, Henarejos-Domingo V, Palacios-Bañuelos R, Vidal-
Ponsoda C, Aparicio C, Roig M. CAD-CAM and analog occlusal
splints comparison based on the amount of occlusal adjustments.
3D analysis of the volumetric changes: A pilot study. J Esthet
Restor Dent. 2023;35(8):1271-1278. doi:10.1111/JERD.13080

[41] Patzelt SBM, Krügel M, Wesemann C, Pieralli S, Nold J, Spies BC,

Vach K, Kohal RJ. In Vitro Time Efficiency, Fit, and Wear of
Conventionally- versus Digitally-Fabricated Occlusal Splints. Materials
(Basel). 2022 Jan 30;15(3):1085. doi: 10.3390/ma15031085. PMID:
35161032; PMCID: PMC8837971.


	https://msadj.journals.ekb.eg/ PRINT ISSN: 2812 - 
	1Introduction
	2Materials and Methods
	2.2 Study Design & Patient Selection
	Forty patients were selected from the outpatient c
	Moreover, subjects were excluded if had any of the
	All patients were informed about the study's natu
	2.3 Patients Grouping 
	Selected patients were randomly allocated into two
	Group A received stabilization repositioning occl
	Group B received stabilization repositioning occlu
	2.4 Study Outcomes
	Primary outcome variable:  Pain assessed using vis
	Secondary outcomes variable: change of maximum mou
	The two groups were compared to each other based o
	2.5 Pre�Operative Phase: 
	All personal information, including detailed medic
	Figure 1. Measurement of maximum mouth opening usi
	Measurements were initially taken preoperatively (
	2.6 Operative Phase:
	Group A: Fabrication Of Conventional Splints 
	At the first appointment, normal set alginate impr
	A one mm thick hard vacuum formed sheet was therma
	Cold cured resin from (Acrostone , Egypt)  was mix
	A second mix of cold cured resin was then prepared
	The patient was then asked to slide their lower te
	Figure 2. Conventional sp
	Group B: Fabrication Of Digital Splints 
	Splints were commenced with the direct intraoral s
	These digital models were subsequently imported in
	The subsequent step involved verifying the bite co
	The external geometry has designed to be permittin
	Finally, the splint was smoothed and refined to en
	A specialized resin CreaPRINT Splint Dental Resin 
	Chair side time calculation
	For both groups, the duration of the impression vi
	2.7 Statistical analysis:
	Numerical data were presented as mean, standard de

	3Results
	    Forty eligible patients (11 males & 29 female
	3.1VAS score
	The Mean VAS score for Group A was (8.17±0.75.) at
	As for Group B, the Mean VAS score was (8.00±0.89)
	Comparing the two groups together at the baseline 
	 Table 1. Inter and intragroup comparisons of pain
	Interval
	Measurement
	Pain score
	Test statistic
	p-value
	Group (A)
	Group (B)
	Baseline
	Mean±SD
	8.17±0.75A
	8.00±0.89A
	20.00
	0.798
	Median (IQR)
	8.00 (0.75)A
	8.00 (1.50)A
	One month
	Mean±SD
	5.17±0.75B
	4.67±0.82B
	24.50
	0.306
	Median (IQR)
	5.00 (0.75)B
	4.50 (1.00)B
	3 months
	Mean±SD
	3.00±0.89C
	2.33±0.52C
	26.00
	0.190
	Median (IQR)
	3.00 (1.50)C
	2.00 (0.75)C
	Test statistic
	12.00
	12.00
	p-value
	0.002*
	0.002*
	Values with different superscripts within the same
	3.2MMO 
	The Mean MMO score for Group A was (27.25±0.96) at
	As for Group B, the Mean MMO score was (25.00±0.82
	Comparing the MMO of the two groups at the baselin
	Table 2. Inter and intragroup comparisons of maxim
	Interval
	Measurement
	MMO (mm)
	Test statistic
	p-value
	Group (A)
	Group (B)
	Baseline
	Mean±SD
	27.25±0.96C
	25.00±0.82C
	15.50
	0.078
	Median (IQR)
	27.50 (1.25)C
	25.00 (0.50)C
	One month
	Mean±SD
	35.00±0.82B
	33.50±0.58B
	15.00
	0.078
	Median (IQR)
	35.00 (0.50)B
	33.50 (1.00)B
	3 months
	Mean±SD
	36.75±0.50A
	36.00±1.15A
	11.00
	0.405
	Median (IQR)
	37.00 (0.25)A
	36.00 (2.00)A
	Test statistic
	8.00
	8.00
	p-value
	0.018*
	0.018*
	Values with different superscripts within the same
	Figure 7.  Bar chart showing mean and standard de
	3.3  Chair side time
	The Mean chair side score for Group A was (14.50±0
	While for Group B, the Mean chair side score was (
	Comparing the chair side time of the two groups at
	Table 3. Inter and intragroup comparisons of chair
	Interval
	Measurement
	Chairside time (minutes)
	Test statistic
	p-value
	Group (A)
	Group (B)
	At acquisition
	Mean±SD
	14.50±0.58
	13.75±0.50
	1.96
	0.097ns
	Median (IQR)
	14.50 (1.00)
	13.50 (0.25)
	At delivery
	Mean±SD
	37.50±2.08
	9.00±0.58
	26.39
	<0.001*
	Median (IQR)
	37.50 (2.00)
	9.00 (1.00)
	Test statistic
	21.29
	19.00
	p-value
	<0.001*
	<0.001*
	* Significant, ns not significant.
	Occlusal stabilization splints are commonly employ
	The fabrication of stabilization splints tradition
	Intraoral scanning is now a viable alternative to 
	The current study was conducted on 40 patients com
	Results of the present study showed that both conv
	Moreover, comparing the chair side time between th
	However, comparing the chair side time between the
	An investigation by Patzelt et al,41   comparing
	.
	Within the limitations of this study, it can be co


