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ABSTRACT

Introduction: The relationship established between TMJ (Temporomandibular Joint), cranium and cervical spine requires the synchrony 

of these structures for the proper performance of stomatognathic functions and muscle balance in this region. Objective: Evaluate 

the craniocervical posture and the electrical activity of masticatory and cervical muscles in sitting and standing positions in patients 

with TMD, correlating these variables. Method: The participants were 21 women, with mean age 28 ± 5.33 years and severe TMD. 

The participants were evaluated by electromyography of the masseter, anterior temporal and sternocleidomastoid (SCM) and upper 

trapezius muscles, bilaterally, in standing and sitting position. The body posture was evaluated by biophotogrammetry, with analysis of 

the Head Horizontal Alignment (HHA) and Acromion Horizontal Alignment (AHA) in frontal view and the Head Vertical Alignment (HVA) 

and Head Horizontal Alignment related to seventh cervical vertebra (HHAc7) in lateral view. Results: The electrical activity of masticatory 

muscles during resting did not differ between the different evaluated positions. During maximum intercuspation, the electrical activity 

was significantly lower in the left masseter (p=0.016), higher in the left anterior temporal muscle (p=0.046) and higher in the right 

(p=0.005) and left (p=0.015) upper trapezius muscles, in standing position when compared to sitting position. The photogrammetric 

values found were within the normal range. There was a significant and moderate negative correlation between the left SCM muscle 

and the right (r=0.386) and left (r=0.428) HHAc7 angle. Conclusions: Muscular electrical activity was modified with the change between 

sitting and standing positions, with an increase in cervical muscle recruitment and asynchrony of the masticatory muscles. Thus, it can 

be inferred that there is a postural destabilization with possible head anteriorization during maximum intercuspation, reinforcing the 

relation of synergy between the masticatory and cervical muscles. 
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INTRODUCTION

Temporomandibular disorders (TMD) is a chronic 

disease of non-dental origin most prevalent to affect the 

stomatognathic system, affecting the masticatory muscles, 
the temporomandibular joint (TMJ), the cervical spine and 

surrounding structures. Common symptoms of TMD include 

localized pain over the face and cervical region, movement 

limitation, joint noises and tenderness to palpation of 

masticatory structures. (1, 2)

Studies demonstrated the close link between TMD and 

body posture, (3, 4) however, it is considered scarce conducting 
research with assessment tools, such as electromyography, 

in different body positions, supporting the influence of body 
posture on the electrical activity of masticatory muscles in 
patients with TMD. Postural changes are frequently observed 
in patients with TMD, because constant and coherent body 
adjustments are necessary to maintain the standing position 
in order to keep properly aligned and oriented the body 

segments. (2)

Electromyography has been widely used to assess the 

changes caused by TMD. Such assessments have been 

conducted in the sitting position with feet on the ground 
(1, 5) and in standing position. (6) Although only few studies 

explore different positions of evaluation while acquiring 
electromyographic recordings, this research is distinguished for 
comparing the different positions, in addition, correlate these 
values with the postural evaluation of individuals with TMD. 
However, there are no studies that compare the masticatory 
and cervical muscle recruitment pattern in different body 
positions in patients with TMD.

It is believed that when there is a postural impairment 

associated with TMD, there will be a greater recruitment of 

masticatory and cervical muscles in the standing position 

compared to the sitting position.
The objective of this research was to evaluate the electrical 

activity of masticatory and cervical muscles in different 

body positions and the body posture in patients with TMD, 
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correlating the electromyographic and biophotogrammetric 
variables.

METHOD

This study was approved by the Ethics Committee of the 
Federal University of Santa Maria (UFSM) in the Protocol 
nº: 0281.0.243.000-08. The study participants were from the 
Dental Clinic of the UFSM and volunteers who responded to 

the research dissemination in electronic media. The sample 
selection process and the description of the inclusion and 
exclusion criteria are shown in Figure 1.

To detect the presence of TMD, the RDC/TMD (Research 

Diagnostic Criteria for Temporomandibular Disorders) was 
used. (7) This instrument is divided into two axes being Axis I 

for the physical signs and symptoms of TMD and Axis II for the 

associated psychological and psychosocial factors. To evaluate 

the severity of temporomandibular dysfunction was applied 
the Temporomandibular Index (TMI), which consists of three 

sub-indices: functional index (FI), muscle index (MI) and 

articular index (AI). The average value of the indexes can 

range from zero to 1, with 1 being the highest possible score, 

indicating greater severity of the dysfunction.
All participants were evaluated by electromyography (EMG) 

of sternocleidomastoid (SCM) and upper trapezius (UT) cervical 

muscles, and masseter (MA) and anterior temporal (AT) 

masticatory muscles, bilaterally. The acquisition was carried 
out with 400 Miotool equipment (Miotec, Porto Alegre, 
RS, Brazil), with eight channels, 14-byte resolution, 2000 Hz 
sampling frequency, 110 dB common mode rejection, and a 
20-500 Hz bandpass filter. The EMG data were recorded by 

MiotechSuite 1.0 software (Miotec) and stored on an Asus 

notebook computer, AR5B125 model. Ag-AgCl bipolar surface 

electrodes (Hal Indústria Comércio de Metais Ltda, São Paulo, 
SP, Brazil) were positioned in the assessed muscles, connected 
to the active sensors (Miotec). A reference electrode was 

placed in the sternum bone of each subject, in order to 

avoid interference and noise. (8) Prior to placement of the 
electrodes, skin was cleaned with gauze soaked with 70% 

alcohol (Isek - International Society of Electromyography and 
Kinesiology).

The electromyographic records of the masseter and 

temporalis muscles were performed in mandibular rest and 

maximum intercuspation (MI) conditions with the volunteer 
in sitting position, with feet parallel to the ground, hands 
resting on her thighs and looking for a fixed point at eye height. 
Then the same tests were performed in a standing position, in 
normal posture, without interference from the examiner, only 

with guidance to direct the look to a fixed point at eye height.
During MI recording, participants were asked to clench 

their teeth as much as possible maintaining the contraction 
for 5 seconds. For the evaluation of mandibular rest, the 

volunteers were instructed to keep the jaw relaxed, with no 

occlusal contact, also for 5 seconds.

It was also recorded the maximal voluntary contraction 
(MVC) of MA and TA muscles during maximal clenching, with 

Parafilm material positioned between the first and second 
molars bilaterally. Parafilm was folded 20 times with similar 
width and thickness of a Trident gum (3.5 x 1.5 cm) (9) 2010). 

Using the MiotecSuite 1.0 program, the volunteer, under 

verbal stimulation of the examiner “Bite and force, force”, 

with maximum effort. As the force showed a decrease the 

Figure 1. Flow chart of TMD (Temporomandibular Disorders) search; RDC/TMD: Diagnostic Criteria for Temporomandibular Disorders Research; 

TMI: Temporomandibular Index; FICF: Free and Informed Consent Form.
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verbal stimulus was ceased and the MVC was recorded in 
the program. The same procedure was used for the cervical 

muscles SCM and UT by verbal commands “Push the chin 

down and force, force, force” and “Push your shoulders up and 

force, force, force”, respectively. In these last tests, was used 
an apparatus to provide resistance under the chin and on the 

shoulders, respectively.(10)

The electromyographic signal was processed by the Root 

Mean Square (RMS) and normalized using the MVC values as 
reference (equation 1).

%
RMS Value of  Activity

RMS 100
RMS Value of  MVC

= ×  (1)

Body posture was  evaluated by  computer ized 

biophotogrammetry with photographic records in the frontal 

and sagittal planes (anterior, right and left side views). (11) 

The photographs were obtained in the standing position. 

The participants were dressed in bathing suit and barefoot in a 
scenario consisting of a black background (3m x 1.5m), a plumb 
line attached to the ceiling was positioned in a perpendicular 
plane to the subject evaluated, and subsequent to image 
calibration was used two polystyrene balls attached to the 
plumb line and positioned 1 meter away from each other. 
(12) The camera (Nikon, Coolpix S2500DSC, with resolution 
of 12 megapixels, 4x zoom) was located three meters away 

from the subject and supported on a tripod at a height of 

1.20 meters. The anatomical points were marked on the body 

of participants with polystyrene balls and double-sided tape 
and the analysis were performed by the Postural Assessment 
Software - PAS v.0.68. Were selected craniocervical posture 
measures, since this region is often affected in patients with 
TMD and for the applicability to correlate with the EMG of 
masticatory and cervical muscles. The anatomical points and 
their angles used for analysis were (Figure 2):

- Acromion Horizontal Alignment (AHA), angle formed 

between a line passing through the right and left acromion 

and a horizontal line;

- Head Vertical Alignment (HVA), angle formed by C7, 

tragus and a vertical line;

- Head Horizontal Alignment (HHA), angle drawn between 

the points of the tragus, bilaterally, and a horizontal line;

- Head Horizontal Alignment related to seventh cervical 

vertebra (HHAc7), angle formed by the tragus line and 

C7 with the horizontal line; (13)

Data regarding the electromyographic evaluation were 
expressed as median and quartiles (25-75%), according 
to the nonparametric distribution presented by them in 

the Kolmogorov-Smirnov test. The comparison between 

the electromyographic activity of masticatory and cervical 
muscles during resting and MI in the sitting and standing 

position situations was analyzed by the Wilcoxon test. 

The significance level considered was p <0.05. To analyze the 
correlation between the values obtained in EMG records and 
values of biophotogrammetry was used Spearman correlation 
coefficient (r), since the sample is not normally distributed. 
For interpretation of the magnitude of the correlations was 
adopted the following classification, according the value of 
r: weak = 0 < r < 0.3, moderate = 0.3 < r < 0.7 e strong > 0.7. (14)

RESULTS

The participants were 21 women, with mean age 

28 ± 5.33 years and severe TMD (mean score = 0.73), according 

to the temporomandibular index. (15) Figure 3 shows the data 

of the evaluated patients regarding the side of masticatory 
preference and the side affected by TMD.

Table 1 shows the median and quartiles of normalized 
RMS values regarding the electromyographic activity of the 
masseter, anterior temporal, sternocleidomastoid and upper 

Figure 2. Anatomic points marked for evaluation of the angles: Acromion Horizontal Alignment (AHA); Head Vertical Alignment (HVA); Head Horizontal Alignment 
(HHA); Head Horizontal Alignment C7 (HHAc7)
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trapezius bilaterally during conditions of rest and maximum 
dental intercuspation in sitting and standing position.

There was no statistically significant difference in 

the electrical activity of masticatory muscles during rest 

when comparing the different positions. During maximum 
intercuspation, the electrical activity was significantly lower 
in the left masseter muscle and higher in the left anterior 
temporal muscle in standing position when compared to 

siting position. The right and left upper trapezius muscles 
presented higher electrical activity in standing compared to 
sitting position.

The results of biophotogrammetry evaluation showed 

angular mean values of: 49.94° ± 5.84° to right HHAc7 Figure 3. Side of masticatory preference and side affected by TMD.

Table 1. EMG normalized values (%) of masticatory and cervical muscles during mandibular rest and maximum intercuspation in siting and standing posi-
tions.

Muscles Task Position Median Quartiles (25-75%) P

R MA

Rest
Siting 0.98 0.73 1.82

NS
Standing 0.96 0.63 2.06

MI
Siting 72.93 53.30 82.18

NS
Standing 62.94 45.33 86.36

L MA

Rest
Siting 0.90 0.45 1.39

NS
Standing 0.95 0.47 1.26

MI
Siting 78.88 63.83 98.62

0.016*
Standing 70.26 57.46 87.10

R AT

Rest
Siting 1.57 1.01 2.20

NS
Standing 1.64 0.94 1.98

MI
Siting 79.49 66.72 85.77

NS
Standing 71.06 65.07 89.75

L AT

Rest
Siting 1.07 0.55 1.52

NS
Standing 1.04 0.49 1.83

MI
Siting 76.69 68.90 89.10

0.046*
Standing 79.38 61.02 87.28

R SCM

Rest
Siting 2.22 1.36 4.65

NS
Standing 2.01 1.47 4.41

MI
Siting 9.62 7.39 18.67

NS
Standing 9.46 6.59 15.91

L SCM

Rest
Siting 1.65 1.22 3.47

NS
Standing 1.64 1.22 3.33

MI
Siting 8.34 5.47 13.89

NS
Standing 7.50 5.50 10.10

R UT

Rest
Siting 2.29 1.375 4.81

0.001*
Standing 3.39 2.17 11.925

MI
Siting 3.06 2.69 6.26

0.005*
Standing 6.04 2.75 10.97

L UT

Rest
Siting 1.78 0.98 4.52

0.008*
Standing 1.94 1.57 5.48

MI
Siting 3.01 1.38 4.14

0.015*
Standing 4.22 1.46 8.49

* Significant difference (p < 0.05; Wilcoxon test). R: Right; L: Left; MA: masseter; AT: anterior temporal; SCM: sternocleidomastoid; UT: upper trapezius; MI: maximum intercuspation; 
NS: non-significant.
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and 50.22° ± 5.34° to left HHAc7; 2,33° ± 2,68° to HVA in right 
lateral view and 11.02° ± 6,56° to HVA in left lateral view 

and 2˚ ± 1,57˚ to HHA in anterior view. The angular values of 
biophotogrammetric measures were similar to those found 

in the literature for asymptomatic individuals, therefore, 

considered within the normal range. (13, 16)

Negative and moderate correlation were found between 
the L SCM muscle and the corresponding angles of R HHAc7 

(r= -0.386; p=0.084) and L HHAc7 (r= -0.428; p=0.053) in 

standing position and maximum intercuspation (Table 2). 

In the same situation, there was also a moderate positive 
correlation between the right upper trapezius muscle and the 
Head Vertical Alignment angle (r=0.463; p=0.034) (Table 2).

DISCUSSION

According to the results of this study, there was a decrease 

in the activity of the left masseter muscle and an increase in 
the activity of the left anterior temporal muscle in the standing 
position during maximum intercuspation in relation to the 
sitting position. It can be noticed that the temporal muscle 
may be exerting greater masticatory activity, on demand 

of the maximum intercuspation and under the influence of 
orthostatic posture.

There is a tendency to increased activity of the left anterior 
temporal muscle on the homolateral masseter and lower 

activity of the right anterior temporal on the homolateral 
masseter in patients with different degrees of TMD severity 
when compared to a control group, regardless of the evaluated 

position. (1,6) This muscular adaptation, which the temporal 
muscle assumes the additional function to compensate the loss 
of the masseter muscle strength, may occur to minimize pain in 

a motor response in individuals with TMD. (17) Alterations in the 
electrical activity of masticatory muscles in patients with TMD 
has been related to muscle pain, emotional factors, stress and 
tension, moreover, greater muscle asymmetry can be observed 

in this group of patients during the sitting evaluation and MI. 
(18, 19) As the results of this study, authors demonstrated in their 

study a greater activity of the left anterior temporal than the 
masseter in patients with TMD, when evaluated during MI. (20)

The inversion in the pattern of electrical activity in 

masticatory muscles can also be attributed to possible postural 
action performed by the anterior temporal muscle and the 
relation between greater contact of the anterior teeth and 
relative increase in the activity of this muscle. (8) Such action 
seems to make the anterior temporal more sensitive to occlusal 
changes and to increment of the masticatory activity. Thus, 
there seems to have a recruitment strategy of differentiated 
motor unit between the masseter and temporal muscles 

and between individuals with and without TMD. (21) A study 

demonstrated that there is a greater asymmetry in the 

activation of the temporal, masseter and sternocleidomastoid 
muscles of individuals with TMD, i.e., a greater muscle activity 
of a side to perform mandibular movement and maintain 

the head upright and there is a greater probability of muscle 

fatigue and consequent increased pain. (22)

Analyzing the electrical activity of the masticatory 

muscles, it is observed that the values in the mandibular 

rest were 0.98 µV in R MA, 0.90 µV in L MA, 1.57 µV in R AT 

and 1.07 µV in L AT. Similar values of muscle activity were 
found in women with TMD and mean age 25.69 ± 5.13. (18) 

Another study found higher values when compared to the 

results of this research (R MA = 1.71; L MA = 2.35; R AT = 2.55; 

L AT = 2.47). (2) The authors found that patients with different 
degrees of severity of TMD evaluated with electromyography 

in resting showed higher electrical activity of the masseter 
and temporal muscles, especially when such impairment is 

considered severe. Although this research group has shown 

TMI higher than 0.5, the electrical activity of the masticatory 
muscles in resting showed values similar to individuals with 
TMD after treatment.

The pattern of chewing on the right side overcame the left 
and but not the bilateral preference, what may explain the 

increase in muscle electrical activity in the right side of the four 
evaluated muscles during the mandibular rest. The tendency 

towards a pattern of unilateral masticatory preference is 

Table 2. Correlation between the biophotogrammetry and electromyographic evaluation in sitting and standing positions.

Muscles HHA AHA R HHAc7 R HVA L HHAc7 L HVA

L SCM sitting 0.152 0.130 -0.343 0.069 -0.368 0.306

L SCM standing 0.077 -0.007 -0.386* -0.026 -0.428* 0.267

R SCM sitting 0.124 0.122 -0.243 -0.116 -0.240 0.071

R SCM standing 0.106 -0.064 -0.267 -0.099 -0.297 0.175

L UT sitting 0.023 -0.191 -0.042 -0.110 -0.048 -0.281

L UT standing -0.095 0.098 -0.267 0.288 -0.240 0.127

R UT sitting -0.052 -0.036 -0.372 0.346 -0.374 0.103

R UT standing -0.224 0.264 -0.353 0.463* -0.358 0.116

SCM: sternocleidomastoid; UT: upper trapezius; L: left; R: right; HHA: Head Horizontal Alignment; AHA: Acromion Horizontal Aligment; HHAc7: Head Horizontal Alignment (C7); 
HVA: Head Vertical Alignment (acromion); Significance level: *p<0.05; Spearman coefficient (r).
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a characteristic of patients with TMD. (23, 24) A study that 

evaluated muscle activity after an acupuncture treatment in 
patients with TMD, also found increased electromyographic 
activity on the right side, and this finding was correlated with 
masticatory preference on the same side, demonstrating a 
greater electromyographic activity in the work side. (25)

It can be assumed the influence of unilateral pattern of 
masseter and temporal muscles predominantly on the right 

than the left (contralateral), with greater activation in standing 
position than in the sitting position. However, this EMG 
finding does not seem to be related to the side affected by the 
dysfunction, since 75% of the evaluated patients had bilateral 
TMD. Despite being proved the close relation between posture 
and TMD, this not allows to determine whether postural 

deviations are the cause or the result of the disorder. (3)

In this research, the right and left upper trapezius muscles 
showed greater muscular electrical activity during resting and 
MI, in standing position compared to sitting position. During 
the evaluation of the upper trapezius muscle in resting, authors 
observed a tendency of increase in their electrical activity in 
patients with TMJ dysfunction. (12)

Regarding the craniocervical posture, the mean values 

of HHAc7 angle were 49.44° and 50.22° in right and left 

lateral view, respectively. Similar values were observed 

in asymptomatic individuals (16) indicating that the group 

evaluated in the current study presented head posture 

compatible with normal alignment mentioned for this 

segment. Although using a different angular measurement 
of this study, another study showed a greater craniocervical 

extension in TMD individuals compared to a control group, 

but this difference was of small magnitude, according to the 
authors. (26) The association between head posture and TMD 
seems still obscure and controversial, and the methodological 
quality of the studies is the main factor for acceptance or 
rejection of this association. (27) Considering the extensive 

discussion produced on this issue, it seems clear that there 

is a neural and anatomical relation between the postural 

and stomatognathic system structures, (12, 20) but postural 

biomechanics relation remains uncertain.
The head posture was related to a greater electrical activity 

of the left SCM muscle in standing position and maximum 
intercuspation in individuals with TMD. In the same situation, 
there was also a moderate positive correlation between the 
right upper trapezius muscle and the HVA angle, i.e., the 

higher the value of this angle, higher the recruitment of the 

right upper trapezius and greater the head anteriorization. 
The postural misalignment in individuals with TMD, especially 

in the segments of the head, hip and calcaneus, seems to be 

common even considering the variability of body posture in 

the general population and the influence of various factors that 
posture may suffer. (16) The change in the behavior of electrical 

activity in different postures may be related to improper 

body posture, which interferes with the mandibular position, 
most often found in patients with TMD. (3, 16) In addition, the 

posture of the head may be related to the severity of TMD, 

as demonstrated in a study that correlated the forward head 

posture and lower cervical spine flexion both measured by 
cephalometry, and higher rates of the dysfunction severity. (29)

In sum, the relation of the stomatognathic system with 
the posture has been revealed by several lines of studies. 

One of them suggests that the tension of the stomatognathic 

system impairs the neural control, because it generates a 

bodily imbalance, consequently affecting the signals that reach 
the central nervous system, directly interfering motor muscle 

responses. In addition to this, the mandibular position, dental 
occlusion and periodontal receptors are also factors already 

studied that prove this correlation. (30)

Analyzing the results obtained, it was found the influence of 
the postural system on masticatory muscles, since the standing 
position influence the electrical activity of the masseter 

and temporal muscles in maximum intercuspation. Another 
important finding relates to the correlation between the higher 
head anteriorization and greater muscular activity of the SCM 
muscle, which exerts postural and stabilizing function for good 
masticatory function.

CONCLUSION
The patients with TMD of the present study showed 

craniocervical posture aligned in frontal or lateral views. 

Despite this, the muscular electrical activity was modified with 
the change of sitting position to standing position, with an 
increase in cervical muscle recruitment and asynchrony of the 

masticatory muscles. It was also found that with the increase 
in head anteriorization, there was a greater recruitment of the 
left sternocleidomastoid. Thus, it can be inferred that there is 
a postural destabilization with possible head anteriorization 
during maximum intercuspation, reinforcing the relation of 
synergy between the masticatory and cervical muscles.

AUTHOR’S CONTRIBUTIONS:

MPS – Acquisition of data and drafting of manuscript.
AGA- Acquisition of data.
HVL- Acquisition of data.
JMM – Acquisition of data and article revision.
FP – Statistical analysis and article revision.
ECRC- Guidance of the study and article revision.

CONFLICTS OF INTEREST

The authors declare that they have no conflicts of interest in the research.

AUTHOR DETAILS
2 Docente da Universidade Federal de Santa Maria(UFSM), Santa Maria (RS), 

Brasil

REFERENCES

1. Lauriti L, Motta L, de Godoy CH, Biasotto-Gonzalez D, Politti F, Mesquita-
Ferrari R, et al. Influence of temporomandibular disorder on temporal 
and masseter muscles and occlusal contacts in adolescents: an 

electromyographic study. BMC Musculoskelet Disord [Internet]. BMC 

Musculoskeletal Disorders; 2014;15(1):123. Available from: http://www.
biomedcentral.com/1471-2474/15/123



7

Silva MP et al.MTP&RehabJournal 2016, 14: 317

2. Armijo-Olivo S, Warren S, Fuentes J, Magee DJ. Clinical relevance 
vs. statistical significance: Using neck outcomes in patients with 

temporomandibular disorders as an example. Man Ther [Internet]. 

Elsevier Ltd; 2011;16(6):563–72. Available from: http://dx.doi.

org/10.1016/j.math.2011.05.006

3. Saito ET, Akashi PMH, de Camargo Neves Sacco I. Global Body Posture 
Evaluation in Patients with Temporomandibular Joint Disorder. 
2009;64(1):35–9.

4. Ferreira MC, Bevilaqua-Grossi D, Dach FE, Speciali JG, Goncalves MC, 
Chaves TC. Body posture changes in women with migraine with or 

without temporomandibular disorders. Brazilian J Phys Ther [Internet]. 
2014;18(1):19–29. Available from: http://www.ncbi.nlm.nih.gov/

pubmed/24675909

5. Woźniak K, Lipski M, Lichota D, Szyszka-Sommerfeld L. Muscle Fatigue in 
the Temporal and Masseter Muscles in Patients with Temporomandibular 
Dysfunction. Biomed Res Int [Internet]. Hindawi Publishing Corporation; 
2015;2015:1–6. Available from: http://www.hindawi.com/journals/

bmri/2015/269734/

6. Tecco S, Tet S, D&apos;Attilio M, Perillo L, Festa F. Surface electromyographic 
patterns of masticatory, neck, and trunk muscles in temporomandibular 
joint dysfunction patients undergoing anterior repositioning splint 

therapy. Eur J Orthod. 2008;30(6):592–7.

7. Leresche L, Contributors M, Fricton J, Mohl N, Sommers E. Research 

Diagnostic Criteria. 1992;6(4):327–35.
8. Tartaglia GM, Lodetti G, Paiva G, Felicio CM De, Sforza C. Surface 

electromyographic assessment of patients with long lasting 

temporomandibular joint disorder pain. J Electromyogr Kinesiol 

[Internet]. Elsevier Ltd; 2011;21(4):659–64. Available from: http://dx.doi.
org/10.1016/j.jelekin.2011.03.003

9. Biasotto-Gonzalez DA. Estudo Eletromiográfico de Músculos do Sistema 
Estomatognático Durante a Mastigação de Diferentes Materiais. 
2000;1:19–25.

10. Corrêa E, Bérzin F. Mouth Breathing Syndrome : Cervical muscles 
recruitment during nasal inspiration before and after respiratory and 
postural exercises on Swiss Ball. 2008;72:1335–43.

11. Iunes DH, Bevilaqua-Grossi D, Oliveira a. S, Castro F a., Salgado HS. 
Análise comparativa entre avaliação postural visual e por fotogrametria 
computadorizada. Rev Bras Fisioter. 2009;13(4):308–15.

12. Milanesi JDM, Borin GS, Souza JA, Pasinato F. Atividade elétrica dos 
músculos cervicais e amplitude de movimento da coluna cervical em 

indivíduos com e sem DTM. 2011;18(4):317–22.

13. Raine S, Twomey LT. Head and Shoulder Posture Variations Women and 
Men. 1997;78:1215–23.

14. Chan YH. Biostatistics 104: correlational analysis. Singapore Med J. 

2003;44(12):614–9.

15. Pehling J, Schiffman E, Look J, Clinic OP, Shaefer J, Lenton P, et al. 
Interexaminer Reliability and Clinical Validity of the Temporomandibular 

Index: A New Outcome Measure for Temporomandibular Disorders. 

2002;16(4):296–305.

16. Souza J a., Pasinato F, Corrêa ECR, da Silva AMT. Global Body Posture 
and Plantar Pressure Distribution in Individuals With and Without 
Temporomandibular Disorder: A Preliminary Study. J Manipulative 
Physiol Ther [Internet]. National University of Health Sciences; 
2014;37(6):407–14. Available from: http://linkinghub.elsevier.com/

retrieve/pii/S0161475414001110

17. Tosato J, Caria P, Gomes C, Berzin F, Politti F, Gonzalez T, et al. Correlation 
of stress and muscle activity of patients with different degrees of 

temporomandibular disorder. 2015;27:1227–31.

18. Boufleur J, Castilhos E, Corrêa R, Chiodelli L, Maria A, Gerdi L, et al. 
Electromyographic evaluation of the effect of ultrasound with muscle 
stretching in temporomandibular disorder : a clinical trial. 2014;13(2):3–8.

19. Kijak E, Lietz-kijak D. Muscle activity in the course of rehabilitation of 
masticatory motor system functional disorders Ćwiczenia mięśni w 
rehabilitacji zaburzeń czynnościowych układu ruchowego narządu żucia. 
Postep Hig Med Dosw. 2013;67:507–16.

20. Mazzetto MO, Rodrigues CA, Magri LV, Melchior MO, Paiva G. Severity 
of TMD Related to Age, Sex and Electromyographic Analysis. Braz Dent 

J [Internet]. 2014;25(1):54–8. Available from: http://www.ncbi.nlm.nih.
gov/pubmed/24789293

21. Castroflorio T, Falla D, Tartaglia GM, Sforza C, Deregibus A. O ral 
Rehabilitation Myoelectric manifestations of jaw elevator muscle fatigue 
and recovery in healthy and TMD subjects. 2012;39:648–58.

22. Ries L, Alves M, Bérzin F. Asymmetric Activation of Temporalis, Masseter, 
and Sternocleidomastoid Muscles in Temporomandibular Disorder 

Patients. 2008;26(1):59–64.

23. Felício CM De, Melchior MDO, Antônio M, Rodrigues M, Maria R. 

Desempenho mastigatório em adultos relacionado com a desordem 
temporomandibular e com a oclusão ***** Masticatory performance 
in adults related to temporomandibular disorder and dental occlusion. 

2007;19(2):151–8.

24. Strini P, Sousa G, Bernardino Júnio R, Strini P, Neto A. Alterações 
biomecânicas em pacientes portadores de Disfunção Temporomandibular 
antes e após o uso de dispositivos oclusais Biomechanical alterations in 
patients with temporomandibular disorders before and after the use of 
occlusal splint. 2009;17(33):42–7.

25. Borin G, Corrêa E, Silva A, Milanesi J. temporomandibular disorder 
submitted to acupuncture Avaliação eletromiográfica dos músculos da 
mastigação de indivíduos com desordem temporomandibular submetidos 
a acupuntura. 2012;17(1):1–8.

26. Armijo-Olivo S, Rappoport K, Fuentes J, Gadotti IC, Major PW, Warren 
S, et al. Head and cervical posture in patients with temporomandibular 
disorders. J Orofac Pain. 2011;25(3):199–209.

27. Rocha CP, Croci CS, Caria PHF. Is there relationship between 
temporomandibular disorders and head and cervical posture? A 

systematic review. J Oral Rehabil. 2013;40(11):875–81.

28. Torisu T, Tanaka M, Murata H, Wang K, Arendt-nielsen L, Laat A De, et al. 
Clinical Neurophysiology Modulation of neck muscle activity induced 
by intra-oral stimulation in humans. Clin Neurophysiol [Internet]. 

International Federation of Clinical Neurophysiology; 2014;125(5):1006–
11. Available from: http://dx.doi.org/10.1016/j.clinph.2013.10.018

29. Milanesi JDM, Weber P, Pasinato F. Severidade da desordem 
temporomandibular e sua relação com medidas cefalométricas 
craniocervicais Severity of the temporomandibular disorder and its 

relationship with craniocervical cephalometric measures. 2013;26(1):79–
86.

30. Cuccia A, Caradonna C. The relationship between the stomatognathic 
system and body posture. Clinics (Sao Paulo). 2009;64(1):61–6.


