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Neck accessory respiratory muscles and mouth breathing suggest a direct relationship among asthma,
Temporomandibular (TMD) and Cervical Spine (CSD) Disorders. This study was performed to eval-
uate and correlate TMD, CSD in asthmatic and non-asthmatic. Thirty asthmatic children (7.1 + 2.6
years old), 30 non-asthmatic predominantly mouth breathing children (Mouth Breathing Group -
MBG) (8.80 £ 1.61 years) and 30 non-asthmatic predominantly nasal breathing children (Nasal
breathing Group — NBG) (9.00 + 1.64 years) participated in this study and they were submitted to clin-
ical index to evaluate stomatognathic and cervical systems. Spearman correlation test and Chi-square
were used. The level of significance was set at p<0.05. Significant frequency of palpatory tenderness of
temporomandibular joint (TMJ), TMJ sounds, pain during cervical extension and rotation, palpatory
tenderness of sternocleidomastoids and paravertabrae muscles and a severe reduction in cervical range
of motion were observed in AG. Both AG and MBG groups demonstrated palpatory tenderness of
posterior TMJ, medial and lateral pterygoid, and trapezius muscles when compared to NBG. Results
showed a positive correlation between the severity of TMD and CSD signs in asthmatic children (r =
0.48). No child was considered normal to CSD and cervical mobility. The possible shortening of neck
accessory muscles of respiration and mouth breathing could explain the relationship observed between
TMD, CSD signs in asthmatic children and emphasize the importance of the assessment of temporo-

mandibular and cervical spine regions in asthmatic children.
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INTRODUCTION
emporomandibular Disorders (TMD) is a col-
I lective term embracing all the problems relating
to Temporomandibular joint (TMJ) and related
musculoskeletal masticatory structures.® It refers to a
cluster of disorders characterized by pain in the preau-
ricular region or TMJ pain, limitation or deviations in
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mandibular range of motion and sounds in the TMJ
during mandibular function.®

Its etiology is multifactorial.* TMJ trauma, maloc-
clusion and occlusal interferences, speech and mastica-
tory muscles functional alteration, rheumatologic prob-
lems, emotional stress, anxiety, depression and postural
abnormalities®*** could be associated to the develop-
ment of TMD.*

Many authors reported high frequency of clinical
signs as well as subjective symptoms of TMD in chil-
dren.>>®*#32 The reported prevalence vary greatly from
6% tO 68%25 25,28,32

Cervical Spine Disorders (CSD) are common condi-
tions affecting the cervical region and related struc-
tures with or without radiation of pain towards shoul-
ders, arms, interscapular region and head.”

Many studies in the literature have reported associ-
ations between CSD and TMD in adults. In a previous
research, Visscher et al.* reported that signs and symp-
toms of cervical spine alterations were significantly
higher in both myogenous and/or arthrogenous TMD
patients in relation to healthy controls. Pedroni et al.?
used Fonseca anamnesis index to evaluate TMD in uni-
versity students and verified that more than 60%
exhibited cervical spine rectification and forward
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shoulder position. Fink et al.?and Stiesch-Scholz et al.*
also reported associations between internal TMJ
derangement and cervical spine alterations. However,
there is a lack of studies, reporting signs of TMD and
CSD in children with or without respiratory diseases
like asthma.

Asthma is the most common chronic disease in
childhood.* It results in widespread narrowing of air-
way cross-section diameter due to contraction of
bronchial smooth muscle mediated by parasympathetic
division of the autonomic nervous system.”

Analyses of the asthma clinical features suggest
associations among asthma, TMD and CSD due to
allergic symptoms related to asthma features and the
following development of mouth breathing® leading to
cervical® and stomatognathic* systems alterations, and
by the use of cervical accessory muscles of respiration
during the intra or inter-crises periods predisposing
such children to postural alterations, TMD and CSD.*

Ribeiro et al.® reported higher electrical activity of
respiratory neck muscles in mouth breathing children
during nasal respiration in relation to oral respiration.
Forward head posture showed to be significantly
related to TMD in non asthmatic children in the mixed
dentition.”® Hruska et al.* reported that non-traumatic
respiratory mechanical dysfunction with electrical
hyperactivity of scalenes, sternocleidomastoids, upper
trapezius may also result in forward inclination of the
head and concomitant TMD in asthmatic patients.
However, clinical studies reporting the associations
between signs and symptoms of TMD and CSD have
not been conducted yet in adult or children asthmatic
populations.

In view of such possible interactions among asthma
clinical features, TMD and CSD and the lack of studies
directed to analyze the interactions mentioned above
the aim of this study was to compare and correlate clin-
ical signs of TMD and CSD in asthmatic children when
compared to non-asthmatic children with and without
mouth breathing.

METHODS

Subjects

Ninety children, 45 female and 45 males were
included in this study. The groups consisted of 30 asth-
matic children (8.93 + 2.58 years) with or without
mouth breathing (Asthma Group - AG), 30 non-asth-
matic predominantly mouth breathing children (Mouth
Breathing Group - MBG) (8.80 + 1.61 years) and 30
non-asthmatic predominantly nasal breathing children
(Nasal Breathing Group — NBG) (9.00 + 1.64 years).
The children were matched by age and sex in relation
to asthmatic children. All asthmatic should have a clin-
ical diagnosis of asthma to inclusion.

To be considered a mouth breathing the children
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must have at least three diagnostic criteria: parents
report of mouth breathing during day or night, open
mouth posture or lip incompetence during interview
and a clinical diagnosis of mouth breathing. Children
were considered as non-asthmatic if they have obtained
a score < 4 in the questionnaire of the International
Study of Asthma and Allergies in Childhood (ISSAC).*

This study was approved by the Ethics Committee in
Research Clinics of Hospital from Medicine College of
Ribeirdo Preto - University of Sdo Paulo (USP). Writ-
ten informed consent was obtained from all participant
parents. Asthmatic children with inconclusive asthma
diagnosis, previous orthodontic or postural reeducation
treatment, presence of general joint disorders that
might involve head and neck region, history of jaw frac-
tures or orthognathic surgery were excluded.

Clinical evaluation and anamnestic questionnaire
Clinical evaluation of respiratory conditions and asso-
ciated conditions were performed. The observations
were performed always by the same examiner. Mouth
breathing severity was evaluated according to Emerson
and Cordeiro’s Criteria.”

Parafunctional habits were confirmed during clinical
examination. Clinical evidence of bruxism was indi-
cated by the presence of tooth wear.* In addition, to
children’s parents were administered a questionnaire
to investigate the existence of oral parafunction and
respiratory characteristics. Bruxism (grinding and /or
clenching) was defined as non-functional mandibular
movements with or without audible sounds during day
or night.

Severity of TMD signs were evaluated according to
Helkimo’s Clinical Craniomandibular Dysfunction
(ICCMD) and Mandibular Mobility indexes (IMM)*
and Severity of CSD signs were assessed as proposed
by Wallace and Klineberg’s Clinical Craniocervical
Dysfuncsiéion (ICCSD) and Cervical Mobility (ICM)
indexes. The ICCMD and ICCSD allowed classifying
asthmatic children according to severity calculating the
score obtained from each item of indexes, thus: 0 = clin-
ically symptom free; 1-4 points = mild dysfunction; 5 —
9 points = moderate dysfunction and 10 — 25 points =
severe dysfunction. Each question has three items and
three possible answers (0, 1 e 5 points). In the same
way, IMM and ICM allowed classifying range of motion
(ROM) restrictions, considering the sum of scores: 0 =
normal ROM; 1 — 4 points = reduced range of move-
ment and 5 — 20 points = severely impaired range of
movement.

Mandibular ROM during protrusion, mouth open-
ing and lateral deviations to right and left was regis-
tered by a Mytutoio boley gauge according to Okeson.?
Cervical ROM was registered using an universal
goniometer according to Wallace and Klineberg.®
Movements assessed were flexion, extension, lateral
bending to right and left and rotations to right and left.
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Each movement was repeated three times, by the
same examiner, in order to obtain an average of the
values.

Tenderness to palpation was assessed in the mastica-
tory muscles (anterior and posterior temporal, mas-
seter, lateral and medial pterygoid) and neck muscles
(sternocleidomastoids, trapezius and cervical paraver-
tebrae). Tenderness to palpation on muscles and in the
lateral and posterior TMJ aspects was assessed on each
side by unilateral palpation with firm pressure exerted
by one finger at a pressure of approximately 1kg/cm?/s.
Only tenderness that triggered reflex blinking or flinch-
ing were considered.* Evaluation of palpatory tender-
ness of the posterior site of TMJ was performed
through the meatus acusticus.”

Statistical analysis

Differences in the frequencies of clinical signs of TMD
and CSD among the three groups were verified using
Chi-square test. Spearman rank order correlation test
was applied to correlate IDCCM and IDCCC scores in
each group considered. The level of significance was set
at p <0.05.

RESULTS

Data obtained by clinical examination are presented in
Table 1. Parafunctional habits were observed in more
than 60% of the children evaluated and more than 50%
of asthmatic and mouth breathing children showed
signs of bruxism. Finger or dummy sucking habits were
not different among groups. A relevant data to be con-
sidered was the great number of predominantly mouth
breathing children among asthmatic observed in this
study. More than 70% could be consider as moderate or
severe mouth breathing in both groups AG and MBG
(Table 1).

Table I. Topics of the clinical examination and questionnaire data
(n=190)

Respiratory topics AG MBG NBG
(n = 30) (n = 30) (n =30)

Finger and dummy
sucking habits 63.34% 60.00% 66.67%

Bruxism* 50.00%** 60.00%** 16.67%
Mouth breathing 96.60% 100.00% 0%
Mild 3.34% 13.34% 0%
Moderate 50.00% 50.00% 0%
Severe 43.34% 36.67% 0%
Rhinitis 93.34% 70.00% 23.34%
Sinusitis 33.34% ** 36.67%** 23.34%

* Sleep bruxism (as reported by parents) associated with tooth
wear

** p < 0.00001 chi-square

AG= Asthma Group, MBG= Mouth Breathing Group, NBG = Nasal

breathing Group

A significant positive correlation (R=0.48, p=0.01,)
was found between scores on Clinical Craniomandibu-
lar Dysfunction (ICCMD) and Clinical Craniocervical
Dysfunction (ICCSD) Indexes for AG, however for
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MBG (R=0.34, p=0.06) and NBG (R=0.27, p=0.16) the
correlation was not significant as illustrated by Table I1.

Table Il. Correlation between indexes scores considering the
three groups of this study (n = 90)
Indexes Correlations AG MBG NBG
(n=30) (n=30) (n=30)

ICCSD and ICCMD r=0.48* r=034 r=0.27

*p = 0.01, Spearman Correlation

AG= Asthma Group, MBG= Mouth Breathing Group, NBG = Nasal
breathing Group, ICCMD = Index of Clinical Craniomandibular
Dysfunction, ICCSD = Index of Clinical Craniocervical Dysfunction

According to ICCMD and ICCSD, asthmatic chil-
dren were classified regarding to severity of TMD and
CSD signs. Moderate TMD and moderate CSD (p =
0.002 and p = 0.01) were most common in MBG and
AG and NBG group demonstrated a greater frequency
of children with mild signs of TMD and CSD (p =
0.0005 and 0.009, respectively). Only one child from
NBG was considered as normal in relation to clinical
signs of TMD. It was verified in AG a greater frequency
of children with severe TMD signs (more than 56%0),
although it was not significant. (Figures I and I1)

Significant frequency of pain during right lateral and
left posterior palpation of temporomandibular joint
(TMJ) (p=0.0001) and TMJ sounds (p=0.0001) were
observed in AG. AG and MBG both demonstrated a
significant frequency of pain during palpation of

DM b DM rorernts 0 1M bt @ dirm 0

AG MBG NBG
(n=30) (n=30) (n=30)
* p,0.05, Chi-square test (comparisons of TMD
severity frequencies among groups)

Figure |. Severity frequencies of Temporomandibular Disorders
(TMD) signs in each group considered, respectively, AG (Asthma
group), MBG (Mouth Breathing Group) and NBG (Nasal Breathing).
(n=90).

AG MBG NBG

(n=30) (n=30) (n=30)
*,0.05, Chi-square test (comparisons of CSD sever-
ity frequencies among groups)

Figure 1. Severity frequencies of Cervical Spine Disorders (CSD)
signs in each group considered, respectively, AG (Asthma group),
MBG (Mouth Breathing Group) and NBG (Nasal Breathing). (n = 90).
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medial (p=0.05) and right lateral pterygoid muscles
(p=0.0008) and left posterior TMJ (p=0.0001). (Table

1)

Table Ill. Frequency of Temporomandibular Disorders (TMD) signs
for the groups evaluated. (n = 90)

Signs of TMD AG MBG NG
(n=30) (n=30) (n=30)

Pain during mouth opening 13.33 13.34 16.67

Pain during lateral deviation

R 16.67 16.67 16.67

L 20.00 13.34 16.67

Pain during protrusion 23.34 20.00 36.67

Palpatory tenderness of lateral TMJ

R 56.67* 30.00 30.00

L 63.34* 36.67 40.00

Palpatory tenderness of posterior TMJ

R 43.34 33.34 40.00

L 50.00 40.00 36.67*

TMJ sounds during opening 20.00* 3.34 3.34

Palpatory tenderness of masseter muscle

R 43.34 46.67 56.67*

L 53.34 53.34 60.00

Palpatory tenderness of anterior temporalis

R 43.34 53.34 56.67

L 36.67 53.34 46.67

Tenderness to posterior temporalis palpation

R 26.67 43.34 43.34

L 33.34 50.00* 36.67

Palpatory tenderness of medial pterygoid

R 90.00 86.67 76.67*

L 80.00 90.00 73.34*

Palpatory tenderness of lateral pterygoid

R 70.00 83.34 63.34*

L 66.67 83.34 70.00

Index of Mandibular Mobility

Normal 16.67 23.34 20.00

Reduced range of motion 73.34 66..67 63.34

Severly impaired range of motion 10.00 10.00 16.67

* p< 0.05, chi-square test (comparisons among groups)
AG= Asthma Group, MBG= Mouth Breathing Group, NBG = Nasal
breathing Group, R= right and L= left

For Craniocervical Dysfunction signs AG presented
significant frequency of pain during extension
(p=0.0008) and left rotation (p=0.0001), pain during
sternocleidomastoideus (p=0.0001) and cervical par-
avertebrae palpation (p=0.001) and a significant per-
centage of children in AG were classified as severly
impaired range of cervical motion (p = 0.02) when com-
pared to the other groups. Both AG and MBG demon-
strated a significant frequency of pain during right
trapezius muscle palpation (p=0.0009) (Table IV).

DISCUSSION

A positive correlation between scores on the TMD and
CSD indexes was observed in this study only in asthma
group (r=0.48) and could be explained by a number of
factors. Increased lower respiratory tract and nasal
resistance,* that could lead to mouth breathing habit
and postural modifications of head position,*# as well
as, mechanical respiratory dysfunction associated to
hyperactivity of neck muscles could be associated to
the development of cervical spine alterations,? which in
turn could lead TMD and CSD signs.
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Table IV. Frequency of Cervical Spine Disorders (CSD) signs for
each group evaluated. (n = 90)

Signs of CSD AG MBG NG
(n=30) (n=30) (n=30)

Pain during flexion 10.00 6.67 10.00

Pain during extension 20.00* 13.34 10.00

Pain during rotation

R 13.34 6.67 10.00

L 20.00* 334 10.00

Pain during lateral flexion

R 20.00 23.34 23.34

L 16.67 16.67 23.34

Palpatory tenderness of sternocleidomastoids

R 53.34* 26.67 20.00

L 46.67 26.67 26.67

Palpatory tenderness of trapezius muscle

R 53.34* 53.34* 36.67

L 70.00* 46.67 46.67

Palpatory tenderness of cervical paravertebrae

R 40.00* 16.67 26.67

L 50.00* 16.67 30.00

Index of Cervical Mobility

Normal 0 0 0

Reduced range of motion 66.67 80.00 80.00

Severly impaired range of motion 33.33* 20.00 20.00

* p< 0.05, chi-square test (comparisons among groups)
AG= Asthma Group, MBG= Mouth Breathing Group, NBG = Nasal
breathing Group, R=right and L= left

Recently, the association between TMD and CSD
have been mentioned in the literature in adult popula-
tions. Visscher et al.* reported that in TMD patients the
presence of cervical spine alterations was significantly
greater in relation to a control group. Using an
anamnestic index to evaluate TMD in young Brazilian
college students non patients Pedroni et al.? had
observed cervical spine rectification and forward shoul-
ders position in a great proportion of the sample eval-
uated classified as severe TMD. Fink et al.”” and Stiesch-
Scholz et al.* also verified the presence of cervical spine
alterations in TMD patients with internal TMJ
derangement.

However, few studies that verified the association
between the presence of TMD and CSD signs in chil-
dren were found in the literature, especially evaluating
asthmatic or mouth breathing children. Widmalm et al.*
evaluated 525 pre school children and reported that
13% had recurrent TMJ pain and 11% had recurrent
neck pain. Sonnesen et al® evaluated non-asthmatic
children and reported a moderate correlation between
TMD signs and symptoms and forward inclination of
upper cervical spine, as well as, increased craniocervical
angulation.

In the present study, it was observed that 90% of the
asthmatic children was classified as mouth breathing
and more than 80% had presented allergic rhinitis.
Such data are in agreement with Corren® that reported
a prevalence of 78% of nasal symptoms in asthma chil-
dren. Venetikidou* had also observed significant fre-
guency of mouth breathing habit in asthmatic children
when compared to non-allergic controls. Thus, it could
suggest that the improvement of TMD and CSD signs
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in asthmatic children are associated with mouth
breathing.

Adoption of mouth breathing could be related to the
development of a great number of cervical spine
alterations. Stomatognathic system alterations were
observed by Miller et al.” that induced mouth breathing
in a sample of Rhesus monkeys and had observed an
inferior displacement of the mandible,
electromyographic alterations of suprahyoid muscles
and upper lip muscles shortening. Ribeiro® et al.
evaluated electromyographic cervical muscles
alterations in mouth breathing children when
compared to nasal breathing children. The authors
observed increased electromyographic activity of
cervical muscles (upper trapezius and
sternocleidomastoids) during nasal breathing in mouth
breathing children. In the same way, in a recent study,
Ribeiro* et al found a lower activity of the same
muscles during maximal voluntary contraction.
Gonzalez and Manns* also suggested alterations in
craniocervical posture and forward head position in
mouth breathers.

TMD signs were observed equally in both AG and
MBG in this study (table I11), on the other hand, fre-
guency of CSD signs were significant more frequent in
AG in relation to the other groups (Table 1V), suggest-
ing that the mouth breathing could be directly related
to the development of TMD signs, while asthma by the
other hand must contribute to concomitant develop-
ment of TMD as well as CSD signs, considering the cor-
relation between TMD and CSD signs verified in this
study and the significant frequencies of lateral TMJ
palpatory tenderness and joint sounds (Table I11) and
significant frequencies for the majority of CSD signs
evaluated mainly in AG (Table V). The absence of sig-
nificant correlation between scores on TMD and CSD
indexes in MBG and NBG emphasis the hypothesis
that specific features of asthma, in association with
mouth breathing, contribute to manifestation of TMD
and CSD signs in childhood.

In asthmatic children, overuse of the accessory res-
piratory muscles of respiration (externocleidomastoids,
scalenes and upper trapezius) to breath during bronco-
constriction crisis® and maintenance of these muscles
in a shortening-tension maximal relationship can con-
tribute to a posterior cranial rotation and forward head
position, largely because of their mechanical relation to
the cervical and suboccipital region,* collaborating for
the development of TMD and CSD signs in asthmatic
children. In turn, forward head posture leading to bio-
mechanical upper cervical spine alterations could com-
press suboccipital and trigemino-cervical regions, con-
tributing to cervical and orofacial pain symptoms.*®

A great number of asthmatic children, more than
50%, demonstrated parafuncional habits such as brux-
ism, although it was not significantly different among
groups, suggesting that such oral parafunction habit
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could not be a contributor factor to TMD and CSD cor-
relation verified in this study. Egermark-Eriksson et al.®
reported a strong correlation between parafuncional
habits or the tooth wear and TMD signs in non asth-
matic children, however correlation between TMD and
CSD signs was not mentioned in that study.

This study suggests that the assessment of stomatog-
nathic and cervical spine regions must be done in asth-
matic children. In view of such findings future studies
must be directed to a better understanding of the fac-
tors involved in the correlation between TMD and
CSD signs in asthmatic children.

CONCLUSION

Results of the present study demonstrated a significant
correlation between TMD and DCC signs in asthmatic
children and evidenced that TMD severity is directly
related to alterations of cervical spine and, or vice and
versa. In view of these findings clinical evaluation of
asthmatic mouth breathing children could not be
restricted to respiratory system, but it must include a
detailed evaluation of stomathognatic and cervical
spine systems.

REFERENCES

1. Aligne CA, Auinger P, Byrd R, Weitzman, M. Risk factors for
pediatric asthma. Am J Respir Crit Care Med 162: 873-877, 2000.

2. Alamoudi N, Farsi N, Salako NO, Feteih. Temporomandibular
disorders among school children. J Clin Pediatr Dent 22: 232-328,
1998.

3. American Society of Temporomandibular Joint Surgeons
(ASTJS). Guidelines For Diagnosis and Management of
Disorders Involving the Temporomandibular Joint and Related
Musculoskeletal Structures. Cranio 21: 68-76, 2003.

4. Bakke M, Michler L. Temporalis and masseter muscle activity in
asthmatic children with anterior open bite and craniomandibular
disorders. Scandinavian J Dent Res 99: 119-128, 1991.

5. Bonjardim LR, Gavido MBD, Carmagnani FG, Pereira LJ,
Castelo PM. Signs and symptoms of temporomandibular joint
dysfunction in children with primary dentition. 28: 53-58, 2003.

6. Corren J. Allergic rhinitis and asthma: how important is the link?
J Allergy Clin Immunol 99: S781-6, 1997.

7. De Wijer A, De Leeuw JRJ, Steenks, MH, Bosman F. Symptoms
of the stomatognathic system in temporomandibular and cervical
spine disorders. J Oral Rehab 21: 733-741, 1996.

8. Dworkin SF, LeResche L, DeRouen T, Von Korff M. Assessing
clinical signs of temporomandibular disorders: reliability of clin-
ical examiners. J Prosthet Dent 63: 574-9, 1990.

9. Egermark-Eriksson, I, Ingervall, B, Carlsson, GE. The depen-
dence of mandibular dysfunction in children on functional and
morphologic malocclusion. Am J Orthod 187-194, 1983.

10. Emerson, MFE, Cordeiro, NGB. Respira¢do Bucal em criangas
com rinite alérgica: a ponta de um iceberg. SBAI 2: 51-64, 1993.

11. Fink M, Tschernitschek H, Stiesch-Scholz M. Asymptomatic cer-
vical spine dysfunction (CSD) in asthmatic children with internal
derangement of the temporomandibular joint. J Orofacial Pain
20:192-197, 2002.

12. Gonzalez HE, Manns A. Forward head posture: Its structural and
Functional Influence on the stomatognathic system, a conceptu-
al study. Cranio 14: 71 - 80, 1996.

13. Helkimo, M. Studies on function and dysfunction of the mastica-
tory system. Il Index for anamnestic and clinical dysfunction and
occlusal state. Swed Dent J 67: 101-121, 1974.

Volume 29, Number 4/2005 291

220z dunr Gz uo Jesn [eydsoH @ 8bs]100 [elusq yeadeApiA neleyg Aq ypd-LobLy0S22529Wzzy v 62 PAIl/9SSSY L L/L8Z/vi6Z/3Pd-aome/pdol/wod ssaidus)ie: uelpusw)/:diy woy pspeojumoq



Correlation between signs of TMD and CSD disorders in asthmatic children

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

292

Hruska RJ. Influences of dysfunctional respiratory mechanics on
orofacial pain. Dent Clin N Am 41: 211-27, 1997.

Kritsineli M, Shim YS. Malocclusion, body posture, temporo-
mandibular disorder in children with primary and mixed denti-
tion. J Clin Pediatr Dent 16: 86-93, 1992.

Lee WY, Okeson JP, Lindroth J. The relationship between for-
ward head posture and temporomandibular disorders. J
Orofacial Pain 9:161-167, 1995.

Lemle A, Franga AT, Lapa e Silva JR, Bethlem EP, Bethlem, N.
Asma In: Bethlem, N. Pneumologia. 4th ed. Sdo Paulo, Atheneu,
p.641-69, 2000.

Mannheimer JS, Rosenthal RM. Acute and Chronic Postural
Abnormalities as Related to Craniofacial Pain and
Temporomandibular Disorders. Dent Clin N Am 35: 185-208,
1991.

Miller AJ, Vargevick K, Chierici G. Sequential neuromuscular
changes in rhesus monkeys during the initial adaptation to oral
respiration. Am J Orthod 99-107, 1982.

Okeson, JP. Tratamento das desordens temporomandibulares e
oclusdo. 4ed. Sdo Paulo, Artes Médicas; 2000.

Paesani D. Prevalence of temporomandibular joint internal
derangement in asthmatic children with temporomandibular dis-
orders. Am J Orthod Dentofac Orthop 101: 41-47, 1992.

Pedroni CR, Oliveira AS, Guaratini, MI. Prevalence study and
symptoms of temporomandibular disorders in university stu-
dents. J Oral Rehab 30: 283-9, 2003.

Ribeiro EC, Marchiori SC, Silva AMT. Electromyographic analy-
sis of trapezius and sternocleidomastoideus muscles during nasal
and oral inspiration in nasal and mouth breathing children. J
Electromyography and Kinesiology 12: 305-16, 2002.

Ribeiro EC, Marchiori SC, Silva, AMT. Electromyographic mus-
cle EMG activity in mouth and nasal breathing children. J
Craniomandibular Practice 22: 145-150, 2004.

Sari S, Sonmez H. Investigation of relationship between oral
parafunctions and temporomandibular joint dysfunction in
Turkish children with mixed and permanent dentition. J Oral
Rehab 20: 108-112, 2002.

Asher MI, Weiland SK. The international study of asthma and
allergies in childhood (ISAAC). Clinical and Experimental
Allergy 28: 52-66, 1998.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

The Journal of Clinical Pediatric Dentistry

Solow B, Siersbaek-Nielsen S, Greve E. Airway adequacy, head
posture and craniofacial morphology. Am J Orthod 86: 214-23,
1984.

Sonnesen L, Bakke M, Solow B. Temporomandibular disorders
in relation to craniofacial dimensions, head posture and bite
force in children selected for orthodontic treatment. Eur J
Orthod 23: 179-92, 2001.

Stell IM, Polkey M1, Rees PJ, Green M, Moxham J. Inspiratory
muscle strength in acute asthma. Chest 120: 757-764, 2001.
Stiesch-Scholz M, Fink M, Tschernitschek H. Co morbidity of
internal derangement of the temporomandibular joint and silent
dysfunction of the cervical spine. J Oral Rehab 30: 386-391, 2003.
Stokes N, Della-Mattia D. Discussing measurement methods,
manisfestation and treatment of the mouthbreathing habit.
Probe 30: 212-241, 1996.

Thilander B, Rubio G, Pena L, Mayorga C. Prevalence of tem-
poromandibular dysfunction and its association with malocclu-
sion in children and adolescents: an epidemiologic study related
to specified stages of dental development. Angle Orthodontist
72:146-154, 2002.

Vanderas AP, Papagiannoulis. L. Multifactorial analysis of the
etiology of temporomandibular dysfunction in children. Internat
J Pediatr Dent 12: 336-346, 2002.

Venetikidou A. Incidence of malocclusion in asthmatic children.
J Clin Pediatr 17: 89 — 94, 1993.

Visscher CM, Lobbezoo F, De Boer W, Van Der Zang J, Noeije
M. Prevalence of cervical spine pain in craniomandibular pain
patients. Eur J Oral Sci 109: 76-80, 2001.

Wallace C, Klineberg 1J. Management of temporomandibular
disorders. Part 11: Clinical assessment of patients with craniocer-
vical dysfunction. J Orofac Pain 8: 42-54, 1994.

Wenzel A, Henriksen JM, Melsen B. Nasal respiratory resistance
and head posture: effect on intranasal corticosteroid
(Budesonide) in children with asthma and perennial rhinitis. Am
J Orthod 84: 83-92, 1983.

Widmalm SE, Christiansen RL, Gunn SM. Race and gender as
TMD risk factors in children. J Craniomandibular Practice 13:
163-166, 1995.

Volume 29, Number 4/2005

220z dunr Gz uo Jesn [eydsoH @ 8bs]100 [elusq yeadeApiA neleyg Aq ypd-LobLy0S22529Wzzy v 62 PAIl/9SSSY L L/L8Z/vi6Z/3Pd-aome/pdol/wod ssaidus)ie: uelpusw)/:diy woy pspeojumoq



