
Criteria | Codes | Revision History 

© 2012 Kaiser Foundation Health Plan of Washington. All Rights Reserved.     Back to Top 

                                     Kaiser Foundation Health Plan                                                                               
of Washington 

Clinical Review Criteria 

Jaw Motion Rehabilitation Device (Jaw Stretch Device) 
 
NOTICE: Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. (Kaiser Permanente) 
provide these Clinical Review Criteria for internal use by their members and health care providers. The Clinical Review Criteria only apply to 
Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. Use of the Clinical Review 
Criteria or any Kaiser Permanente entity name, logo, trade name, trademark, or service mark for marketing or publicity purposes, including on 
any website, or in any press release or promotional material, is strictly prohibited.  
 
Kaiser Permanente Clinical Review Criteria are developed to assist in administering plan benefits. These criteria neither offer medical advice 
nor guarantee coverage. Kaiser Permanente reserves the exclusive right to modify, revoke, suspend or change any or all of these Clinical 
Review Criteria, at Kaiser Permanente's sole discretion, at any time, with or without notice. Member contracts differ in health plan benefits. 
Always consult the patient's Evidence of Coverage or call Kaiser Permanente Member Services at 1-888-901-4636 (TTY 711), Monday 
through Friday, 8 a.m. to 5 p.m. to determine coverage for a specific medical service. 

 

Criteria 
For Medicare Members 
Source Policy 

CMS Coverage Manuals  None  

National Coverage Determinations (NCD)  None 

Local Coverage Determinations (LCD)  None  

Local Coverage Article (LCA) None 

Kaiser Permanente Medical Policy Due to the absence of a NCD, LCD, or other coverage 
guidance, Kaiser Permanente has chosen to use their own 
Clinical Review Criteria, “Jaw Motion Rehabilitation Device,” 
for medical necessity determinations. Use the Non-Medicare 
criteria below.  

 
For Non-Medicare Members 
Jaw motion rehabilitation system is medically necessary to treat mandibular hypomobility when caused by 
radiation therapy in persons with head and neck cancer. 
 
It is not medically necessary for any other indication, as there is insufficient evidence in the published medical 
literature to show that this service/therapy is as safe as standard services/therapies and/or provides better long-
term outcomes than current standard services/therapies. 
 
If requesting these services, please send the following documentation to support medical necessity:  

• Last 6 months of clinical notes from requesting provider &/or specialist 

• Last 6 months of radiology notes if applicable  

 
 

  
 

 
Background 
Trismus, defined as a tonic spasm of the muscles of mastication from diseases of the trigeminal nerve, is often 
used to describe mandibular hypomotility of any cause. Mandibular hypomotility is a common symptom in patients 
suffering from temporomandibular disorders as well as variety pathologies of the masticatory system. It may be 
related to intra- or extra-articular conditions such as synovitis, osteoarthritis, fibrosis, facial space infections, 
coronoid hyperplasia, fibrosis following radiation therapy, and tumors involving the head and neck regions. 
Patients with mandibular hypomotility experience limitations during eating, speaking, and with oral hygiene (Israel 
1997, Cohen 2005, Melchers 2009).  
 
The temporomandibular joint (TMJ) is a synovial joint that functions according to the same biological rules as 
other synovial joints and follows the same principles of joint motion and rehabilitation. Several manual, 
mechanical, and electromechanical approaches have been used for TMJ mobilization and increasing mouth 

The following information was used in the development of this document and is provided as background only. It is 
provided for historical purposes and does not necessarily reflect the most current published literature.  When significant 
new articles are published that impact treatment option, Kaiser Permanente will review as needed.  This information is 
not to be used as coverage criteria. Please only refer to the criteria listed above for coverage determinations. 
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opening. The most common methods used are isometric and range of motion exercises, tongue depressor 
therapy, and mechanical stretching devices (Israel 1997).  
 
The Therabite System (Therabite Corporation, Bryn Mawr, PA) is a handheld patient controlled, mechanical 
device with two mouthpieces that are inserted between the teeth of the upper and lower jaw. By squeezing the 
handles, the mouthpieces open and assist the opening of the mouth. The horseshoe-shaped surfaces on the 
arms come in contact with the teeth and spread the load across 10 anterior teeth in each jaw. This generates less 
force on the incisors than spatulas or screws and makes the Therabite appliance more comfortable to use. The 
force applied by squeezing and releasing the handle stretches the fibrosis intermittently. Maximum device 
opening can be adjusted between 25 and 45 mm using a single screw and can be sequentially increased by the 
patient or clinician. Similar to other exercise regimens and physiotherapy, the patient must be motivated and must 
use the device correctly and regularly. Adherence to exercise regimens has a positive effect on outcome, and 
poor adherence may be a barrier to treatment success (Buchbinder 1993, Gibbons 2007, Melchers 2009). 
 

Medical Technology Assessment Committee (MTAC) 
Jaw Motion Rehabilitation Device 
 04/16/2012: MTAC REVIEW 

Evidence Conclusion: In conclusion, evidence from two small RCTs suggest that passive jaw motion 
rehabilitation using Therabite device may be more effective than unassisted exercise, manual manipulation, and 
bite plane therapy with or without tongue blade therapy in reducing pain and improving maximum interincisal 
opening in patients with mandibular hypomobility. 
Articles: The literature on the use jaw motion rehabilitation devices for patients with mandibular hypomotility is 
limited. Only two small RCTs comparing TheraBite to other treatment were identified and critically appraised, 
Maloney GE, Mehta N, Forgione AG, et al. Effect of a passive jaw motion device on pain and range of motion in 
TMD patients not responding to flat plane intraoral appliances.  Cranio. 2002; 20:55-66. See Evidence Table. 
Buchbinder D, Currivan RB, Kaplan AJ, et al. Mobilization regimens for the prevention of jaw hypomobility in the 
radiated patient: a comparison of three techniques.  J Oral Maxillofacial Surg. 1993; 51:863-867. 
 
The use of jaw motion rehabilitation device for mandibular hypomobility does not meet the Kaiser Permanente 
Medical Technology Assessment Criteria. 

 
Applicable Codes 
 
Considered Medically Necessary when criteria in the applicable policy statements listed above are met: 
 

HCPC Codes Description 

E1700 Jaw motion rehabilitation system 

E1701 Replacement cushions for jaw motion rehabilitation system, package of 6 

E1702 Replacement measuring scales for jaw motion rehabilitation system, package of 200 
 

*Note: Codes may not be all-inclusive.  Deleted codes and codes not in effect at the time of service may not be 
covered. 
 
**To verify authorization requirements for a specific code by plan type, please use the Pre-authorization Code Check.  
 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 
Date 
Created 

Date Reviewed Date Last 
Revised 

05/01/2012 05/01/2012MDCRPC, 06/05/2012MDCRPC, 04/02/2013MDCRPC, 02/04/2014 MPC, 12/02/2014 

MPC, 10/06/2015MPC, 08/02/2016MPC, 06/06/2017MPC, 04/03/2018MPC, 04/02/2019MPC, 
04/07/2020MPC, 04/06/2021MPC, 04/05/2022MPC, 04/04/2023MPC, 01/09/2024MPC, 
01/14/2025MPC 

06/06/2017 

MDCRPC Medical Director Clinical Review and Policy Committee 
MPC Medical Policy Committee 
 
 

Revision Description  

http://www.ghc.org/hosting/clinical/criteria/pdf/jmrd1.pdf
https://wa-provider.kaiserpermanente.org/home/pre-auth/search
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History 
06/06/2017 Adopted Kaiser Permanente policy for Medicare members 

 


