
SUMMARY
Patients with chronic orofacial pain (COP), which means pain lasting 

almost always more than six months and serving no obvious purpose, very 
often present a quite diagnostic dilemmas. In some instances, this may 
especially create problem in a private dental office as various variants and 
manifestations of COP should be treated differently.

COP may have several clinical manifestations; however, it is usually 
classified in three basic categories: (1) neural pain, caused by functional or 
structural irregularities within neural components; (2) somatic pain, caused 
by disturbances within the muscular/skeletal system; and (3) atypical pain, 
mainly caused by emotional stress and consequent changes of psychological 
response.

Diagnosis and treatment of any kind of COP should be undertaken 
only after thorough and meticulous diagnostic procedures, preferably done 
multidisciplinary in institutions particularly orientated to the treatment of 
COP syndromes. Choice of treatment method should be directed to control 
the basic cause of chronic pain, which is ascertained by detailed clinical 
assessment, and fully adjusted to the particular needs of each patient. 
That is why the treatment of most frequent chronic orofacial syndromes - 
paroxysmal trigeminal neuralgia, temporomandibular joint pain dysfunction 
syndrome, and atypical pains - after diagnosis of chronic pain made in a 
private dental office, should be often, and preferably, done in institutions 
particularly orientated to the treatment of COP syndromes.
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Patient with Chronic Orofacial Pain in a
Private Dental Office - Diagnostic Dilemmas
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Introduction

Pain is an unpleasant emotional experience resulting 
from either physical or psychological trauma. Painful 
expe rience includes not only a perception of sensations 
evoked by noxious stimuli, but also the reaction or 
response to such stimuli. Unless the patient is supposed to 
be a conscious malingerer or liar, the painful experience is 
always unplea sant and always real.

Orofacial pain is the most frequent reason patients 
seek dental attention. However, the precise diagnosis 
and successful treatment of orofacial pain is not always 
simple. In that respect, the greatest diag nostic (and also 
therapeutic) problem presents chronic pain, espe cially 

when there is no obvious organic cause (for example, 
malignant disease).

Pain of more than 6 months’ duration is considered 
to be chronic. In contrast to acute pain, which serves a 
biologic purpose as either a protective mechanism or a 
warning sig nal, chronic pain does not serve any biologic 
purpose and appears to be intensified by psychological 
factors. In fact, chronic pain may be considered as a 
product of complex interaction of biologic and some 
behavioural factors, like for example bruxism habit or 
chronic muscle contraction, which significantly contribute 
to arising pain.

The patient’s response to chronic pain is different 
from the response to acute pain and, for the majority, 
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Interestingly, immediately after the attack of pain, 
repeated stimuli do not provoke another attack, which 
means that there is a relatively short refractory period 
during which the attack cannot be provoked. Throughout 
the suffering, especially in the initial stage, there are 
periods of remission of pain, which get shorter with the 
progress of the disorder.

Diagnosis of PTN is based solely on clinical 
assessment of the symptoms, i.e. pain characteristics. 
There are no specific neurological signs or radiographic 
findings. However, the PTN should be distinguished from 
the same syndrome of other nerves, and especially from 
peripheral or central symptomatic trigeminal neuralgias, 
as pain characteristics are more or less different - the 
pain is more constant, and in the case of brain stem 
tumours compressing the trigeminal root, pain is soon 
accompanied by disturbance or loss of masticatory muscle 
function. Finally, PTN should be distinguished from 
other chronic orofacial pain syndromes, especially from 
atypical facial pain, as both syndromes may be present 
simultaneously, but alternatively. 

The treatment of paroxysmal trigeminal neuralgia 
can be divided, generally speaking, into two modalities, 
medical and surgical, and possible treatment options 
should be discussed with each and every patient. The 
most effective medical remedy in the treatment of PTN 
is antiepileptic carbamazepine, the starting dose being 
usually 200 mg twice daily. The dose may be gradually 
increased to 1,200 mg per day in three divided-dose 
regimen. A beneficial effect is often apparent within a day 
or a few days after starting medication, and in doubtful 
cases, a positive response may help in diagnosing the 
syndrome. Unfortunately, there are several side-effects of 
carbamazepine treatment, including drowsiness, dizziness, 
unsteadiness, and similar, which are usually transient. 
The most serious side-effects are aplastic anaemia, 
agranulocytosis and allergy, and any of these necessitates 
withdrawal of the treatment. If there is a good response 
to the medication, it can be tapered off slowly over 4-6 
weeks after the patient has been symptom-free for a few 
months. Some other anti-epileptics can also be used in 
case the medication with carbamazepine shows to be less 
efficient. The success in relieving pain with drug therapy 
places it first among treatment methods, giving the 
general dental practitioner a major opportunity to treat his 
patient himself.

A variety of surgical approaches has been advocated 
for the PTN treatment. Probably the simplest procedures 
are neural blocks with ethyl-alcohol or glycerol, which 
is organic alcohol, or neural blocks with combination of 
lidocaine and streptomycin. Pain relief is typically 6-18 
months; but, during this period an unpleasant anaesthesia 
of the treated nerve lasts relatively long. After the 
anaesthesia wears off, a characteristic neuralgic pain soon 
returns.

the pain experience changes from day to day. Ongoing 
peripheral pathology is potentiated by psychological 
factors, such as social situations and emotional problems, 
which may cause an enhanced perception of pain. Some 
patients are able to cope with this continuous unpleasant 
perception and manage to live productive lives. This 
specific coping strategy does not appear to be associated 
with the severity of their pain, but is determined by their 
personality. When their coping mechanisms break down, 
however, patients may become depressed, disabled, 
and dependent on pain regardless the original event that 
started the pain problem. It is important to stress that 
these persons are often victims of several unnecessary 
and unsuccessful treatments, which include multiple drug 
misuse and unnecessary dental or surgical procedures.

Chronic orofacial pain may have different clinical 
presentations. However, all these conditions can be 
grouped into three main pain categories: neural pain, 
caused by functional or structural irregularities within 
neural components (the most prominent model is 
paroxysmal trigeminal neuralgia), somatic pain, caused 
by disturbances within the musculoskeletal system and 
neurovascular components (the most prominent model 
is so-called temporomandibular joint pain dysfunction 
syndrome), and atypical (psychogenic) pain, mainly 
caused by emotional stress (the most prominent model is 
atypical facial neuralgia). Cancer pain may have chronic 
presentation but does not have all characteristics of 
chronic pain syndromes and does not produce diagnostic 
or therapeutic dilemmas.

Neural Pain
 
Neural pain is estimated to be caused by a func-

tional abnormality within the nervous system. However, 
the exact etiopathogenetic mechanism is still not precisely 
determined for the most prominent representative of this 
chronic orofacial pain category - paroxysmal or idiopathic 
trigeminal neuralgia (PTN).

This syndrome occurs in middle age, mostly between 
forty and sixty, and is characterised by a severe stabbing 
or lancinating pain, lasting seconds, confined to one, or 
seldom two, divisions (commonly the second and third) of 
the right or left trigeminal nerve. The sensation resembles 
an electric shock or piercing with a sharp knife. Repeated 
attacks occur throughout the day, but rarely at night, and 
pain seldom disturbs sleep. The attack is characteristically 
provoked by otherwise non-painful stimuli of a precisely 
defined zone of the mucosa or skin, done by light touch 
during washing, shaving, talking, chewing or swallowing. 
This area is usually called a trigger zone. The disease is 
sometimes called “painful tic” due to merely reactive tic-
like contraction of facial muscles during a pain attack. 
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management lies mainly in the realm of dentistry. Current 
research supports the view that they are a cluster of related 
disorders in the masticatory system with many common 
symptoms.

The most frequent presenting symptom is pain, 
usually located in the muscles of mastication, and/or the 
temporomandibular joint (TMJ). It is usually aggravated 
by chewing or other jaw functions. In addition to pain, 
patients frequently have limited or asymmetric mandibular 
movement and TMJ sounds that are most frequently 
described as clicking, popping, or crepitus. Protracted 
masticatory muscle hyperactivity and abnormal occlusal 
wear associated with oral parafunction, such as bruxism 
(jaw clenching and tooth grinding), may be related 
problems. Major disturbances in occlusion, especially loss 
of posterior occlusal support, may occasionally be present. 
Finally, TMD often coexist with other craniofacial and 
orofacial pain disorders - jaw-ache, earache, headache, 
and facial pain.

Nail biting or cheek/lip chewing are commonly 
associated with aforementioned symptoms as well. 
Finally, it is well recognised that emotional tension, 
regardless the source, may be expressed through facial 
muscular activity and bruxism, and may have an 
important role in the aetiology of pain. Each of these 
events may invariably have an adverse effect on TMJ 
function due to antero-medial dislocation of the TMJ disc 
after traction of the lateral pterygoid muscle. This causes 
an incongruence between articular surfaces and typical 
joint sounds - so-called clicks during function (mouth 
opening and closing). During mouth opening, a click-
sound may be heard when condylar head leaps over the 
posterior band of the dislocated disc, continuing further 
movement congruently with the disc. While closing the 
mouth, the same click may be heard before the end of the 
condyle movement.

Diagnosis of temporomandibular disorders is based 
primarily on clinical assessment of the symptoms, i.e. 
pain characteristics. Thorough clinical examination is 
especially important, including TMJs (tenderness on 
palpation and during movements), and possible deviation 
of the mandible during opening. All the present teeth, 
restorations and occlusion should be examined carefully 
as well. Radiographs such as panoramic x-ray are 
useful for the survey of both the joints and dentition. 
However, dislocation of the disc may be demonstrated by 
arthrography only, if available.

Treatment of temporomandibular disorders may have 
several modalities, depending on the estimated primary 
cause. It is most important to deliver only essential dental 
care and restore an adequate occlusal support, especially if 
adequate posterior occlusal support is lacking. It is quite 
important to explain to the patient that emotional stress 
may generate muscular and joint pain through continuing 
muscle tension and bruxism. There are also benefits 
from specialised drug treatment, physiotherapy and even 

Rhizotomy is a neurosurgical procedure by which 
selected nerve fibres within the Gasserian ganglion are 
destroyed. This is accomplished by placing a needle 
guided by radiography into the oval foramen of the 
sedated patient. After careful manipulation and feed-
back from the patient, the selected nerve fibres can be 
destroyed by either radiofrequency thermo-coagulation, or 
cryosurgery. An alternative to rhizotomy is decompression 
of the trigeminal ganglion and dorsal root. This procedure 
involves a craniotomy in which the posterior fossa is 
opened and explored. The offending vessel responsible for 
compressing the nerve root, most commonly the superior 
cerebellar artery, is located, carefully separated from 
the trigeminal nerve and a sponge is placed between the 
structures. Remarkable immediate success follows this 
procedure. Although this neurosurgical procedure appears 
to have great long-term success, it is a major procedure, 
with accompanying morbidity and mortality. Selection 
of patients is therefore extremely important (the best 
candidates are relatively young and healthy patients, but 
as I previously said, the syndrome occurs in slightly older 
patients).

At the first visit after the diagnosis has been made, 
several treatment options should be discussed with 
the patient, indicating advantages and shortcomings, 
including side-effects of each. My own experience says 
that a vast majority of patients, possibly over 80% of 
them, choose drug therapy as the first treatment option, 
and the rest of them give priority to neural injection 
blocks, for different reasons, mainly due to the fact that 
they had already been treated unsuccessfully somewhere 
else and referred for injection blocks, or due to their 
specific occupation. As far as I can remember, no one 
has chosen neurosurgery; it only happened in a few 
intractable cases, after several years of treatment with 
carbamazepine or alcohol injections, when I, personally, 
suggested the neurosurgery option. However, one should 
not omit to eliminate any dental lesions and restore the 
occlusion as soon as the relief of neuralgic pain is gained. 
Simultaneous presence of temporomandibular joint pain 
may be difficult to distinguish from trigeminal neuralgia, 
and in some cases, appears even to provoke it. Therefore, 
both conditions should be treated simultaneously.

Somatic Pain - Temporomandibular 
Disorders

“Temporomandibular disorders” (or TMD) is a 
collective term that includes a number of clinical problems 
involving masticatory muscles and temporomandibular 
joints, and is synonymous with the term “craniomandibular 
disorders”. TMD have been identified as a major cause 
of non-dental pain in the orofacial region and their 
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disturbance, but also insist on an organic diagnosis 
or suggest a need for tooth extraction. However, only 
essential dental care should be carried out, explaining the 
need for such treatment regardless the existing pain. It is 
important to explain to the patient that emotional stress 
may generate atypical pain due to influence of stress on 
levels of neurotransmitters in the central nervous system 
that control pain. There are also benefits from specialised 
drug treatment. However, as previously said, it is not 
suitable to suggest such medical treatment in general 
dental surgery, and the patient should be referred to a 
specialized institution.

Concluding Remarks

If one confronts the patient experiencing chronic 
facial pain in the general dentist’s office it is extremely 
important to be cautious and to start with meticulous 
history taking and clinical examination. It is especially 
important to ascertain the moment when the pain started. 
Unfortunately, in many cases, the patient is unable to 
reply precisely to that question. One should always have 
in mind that chronic pain, which is the consequence of 
any of the aforementioned syndromes, is not necessarily 
connected with organic diseases. For this reason, the 
practitioner should become acquainted with the possible 
causes of chronic pain, and any unnecessary dental 
procedure should be avoided, especially surgery without 
an obvious reason.

One should always have in mind that the best 
solution is a multi-disciplinary approach to the treatment 
of chronic orofacial pain, which can be offered in 
specialized institutions. Reasons for a multi-disciplinary 
approach to establishing the diagnosis and treating 
patients with chronic orofacial pain are several. First 
of all, a specialised clinic can provide complete and 
comprehensive diagnostics and treatment in the same 
place. Moreover, in an institution of that kind, various 
diagnostic procedures can be applied and several 
specialists can easily consult. There are also more 
opportunities for the selection of the most appropriate 
treatment, which will be individually orientated.

For multi-disciplinary treatment of chronic orofacial 
pain, the team of specialists may include specialists in oral 
surgery, oral medicine, prosthodontics, psychiatry, and 
others, when needed.

In conclusion, the treatment of most frequent chronic 
orofacial syndromes - such as PTN, TMD, and atypical 
pains - following diagnosis of chronic pain made in a 
private dental office, should be preferably carried out in 
dental clinics specialised in treating chronic orofacial 
pain syndromes. It is, therefore, advisable to refer the 
patient from a private dental office to such a specialised 
institution, especially in view of the fact that treatment 

surgery, but these modalities are not suitable for ordinary 
dental environment, and the patient should be referred to 
specialized institutions when judged that this might be 
beneficial.

Atypical Facial Pain

The third basic category of chronic orofacial pain 
belongs to the so-called atypical pains, which mean 
pains caused by emotional, i.e. psychogenic reasons. 
Although it may appear as a consequence of psychotic 
disturbances in depression or conversion symptom in 
psychiatric disorders, this kind of orofacial pain may arise 
in otherwise healthy persons due to emotional stress.

The main characteristic of this kind of chronic 
orofacial pain is the fact that it is impossible to detect any 
organic or functional cause for pain in the region where 
it is felt. Information from the early eighties say that 
probably 2-5% of all chronic pains belong to this category, 
although I think that this percent is much higher today in 
this area.

This kind of pain is often termed psychogenic as it 
usually appears after emotional stress; however, in front 
of the patient, it is better to refer to it as atypical, as the 
word „psychogenic“ can be understood by patients as pain 
is somehow fictitious.

Psychogenic facial pain may have several vague or 
distinct symptoms. Pain can be sharp, dull or throbbing, 
which is not confined to any single nerve distribution. 
It can be unilateral or even bilateral, of long standing 
duration, localized anywhere in the orofacial region, 
including teeth and jaws. On careful questioning, a history 
of migraine or vascular pains elsewhere is sometimes 
established. The most important feature is that many 
patients have suffered a predisposing adverse life event 
or emotional disturbance. Patients usually present with a 
history of tooth extractions, usually being unnecessary. 
After each tooth extraction, pain soon migrates to another 
tooth or persists at the extraction site. 

Diagnosis of psychogenic orofacial pain is based 
primarily on thorough history and clinical examination 
to exclude any dental cause for the existing pain. It is 
important that no organic or functional reasons for pain 
can be found. Moreover, radiographic or laboratory tests 
are also negative. However, after careful and targeted 
questioning, anxious or depressive behaviour, after a lot of 
emotional problems, may be discovered.

Treatment of psychogenic orofacial pain is, generally 
speaking, similar to the treatment of temporomandibular 
disorders, probably due to the fact that both are strongly 
dependent to emotional stress. It should be focused toward 
counselling and explaining the cause of the problem. 
Unfortunately, some patients not only strongly resist a 
diagnosis of stress-induced pain and deny any emotional 
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is complicated, success sometimes questionable and of 
long duration, which understandably is not acceptable for 
private dental practice for several reasons.

Note: The results of this paper were presented as a part 
of an invited lecture at the 21st BaSS Congress.
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