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INTRODUCTION

Te m p o r o m a n d i b u l a r  j o i n t  p a i n  dy s f u n c t i o n 
syndrome (TMJPDS) is the commonest disorder of  the 

joint.[1] The pain is dull and unilateral, centered in the temple, 
above and behind the eye, in and around the ear. The pain 
may be associated with instability of  the temporo-mandibular 
joint (TMJ), crepitus, or clicking with movement of  the jaw.[2] 
Clinical signs include tenderness of the masticatory muscles, the 
ear canal or the joint itself, restricted opening of the jaw or lateral 
deviation on opening, and a normal neurological examination.[2]

Temporomandibular joint symptoms are relatively common, 
occurring in 10–25% of the population; only about 5% of people 
with symptoms will seek treatment.[3] Temporomandibular 
disorders may occur at any age, but are more common 
in women and in early adulthood.[3,4] A relatively higher 
prevalence of  TMJPDS is reported among Nigerians compared 
to Western societies.[5] Most subjects in a Nigerian study 
presented with mild symptoms and signs of  TMJPDS,[5] while 
5–10% among 75% of  US population with TMJ symptoms 
and signs are diagnosed with TMJPDS.[6]

The condition is currently being managed by nonsurgical and 
surgical approaches.[7-9] Initial care is, usually, with conservative 
treatment, which is effective in most cases. Psychological 
aspects of  pain management are important,[10] as with other 
chronic pain and somatization disorders. Surgical intervention 
is often indicated for long standing cases and in some selected 
cases, where there is structural pathology not responding to 
conservative treatment.[11]
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The nonsurgical approach in the management of TMJPDS involves 
the non-drug treatment[4,12] such as explanation and reassurance, 
adequate rest, self-care (soft diet, avoiding wide yawning, 
singing, chewing gum, moist heat and massage of masticatory 
muscle, use of relaxation techniques, identifying and reducing 
life stresses). Others non-surgical treatments are use of occlusal 
splints (bite guards for patients with malocclusion or bruxism),[13,14] 
acupuncture,[15] psychosocial support and psychotherapy,[10] 
behavioural techniques (postural training, biofeedback and 
proprioceptive retraining),[16,17] and drug treatment[12] such as 
analgesics (non-steroidal anti-inflammatory drugs [NSAIDs]), 
muscle relaxants (benzodiazepines), and antidepressants (tricyclic 
antidepressants) especially in patients with psychiatric disorder.[18]

There is dearth of  literature on studies that evaluate medical 
treatment of  TMJPDS in our environment. This study aims to 
determine the prevalence, the clinical profile and the response 
to medical treatment by patients suffering from TMJPDS in a 
Nigerian population.

MATERIALS AND METHODS

Approval to carry out this study was obtained from the Hospital 
Ethical Committee. A 3-year retrospective review of the clinical 
records of  all patients seen between September 2009 and May 
2012, in Oral Medicine Clinic, University of  Benin Teaching 
Hospital, Benin City, Nigeria was performed.

Patients with TMJPDS were selected. The age, gender, 
trigger factors, sites, medications and follow up visits of  the 
patients selected were analyzed. Evaluation of  response to 
medical treatment was based on subjective (no complaint of  
pain by patients) and objective (no sign of  tenderness elicited 
by clinician) during follow up period. Pearson’s Chi-square 
correlation was performed for the variables, with confidence 
level set at 95%, and P < 0.05 was considered significant.

RESULTS

Demographic data of subjects
There were 24 (8.4%) cases of TMJPDS among the 287 patients 
seen during the period under review. There was no gender 
predilection; the mean age was 43 + 1.7 years and the peak 
age group was the 5th decade of  life (n = 6, 25.0%) [Table 1].

Sites and trigger factors for temporomandibular joint 
pain dysfunction syndrome
L e f t  s i d e d  T M J P D S  w a s  t h e  m o s t  f r e q u e n t 
presentation (n = 13, 54.2%). Chewing/mastication was the 
commonest trigger factor (n = 10, 41.6%), while 5 (20.8%) 
cases had no specific trigger factor. Other parafunctional habits 
associated as trigger factors were bruxism (n = 1, 4.2%) and 
placing cell phone on the ear during calls (n = 1, 4.2%) [Table 2].

Treatment regimen for patients
Most patients were placed on diazepam, 10 mg nocte daily 
(n = 18, 75.0%), combined with paracetamol, 1000 mg 8 hourly 
(n = 7, 29.2%), or norgesic (orphenadrine citrate 25 mg, 

aspirin 385 mg, and caffeine 30 mg) 8 hourly (n = 5, 20.8%), 
or cataflam 50 mg 12 hourly (n = 3, 12.5%) or tramal, 100 mg 
8 hourly (n = 2, 8.3%) or ibuprofen, 400 mg 12 hourly (n = 1, 
4,2%). Amitriptyline, 50 mg nocte was administered to 3 (12.5%) 
patients who scored high on World Health Organization 
well-being index and depression scale (1998)[19] [Table 3].

Response to treatment
Early response to medical treatment was observed within 3 weeks 
among most of  these patients (n = 14, 58.3%), especially among 
patients in the 5th decade of  life (n = 4, 16.7%), in males (n = 9, 
37.5%), those with mastication as trigger factor (n = 9, 37.5%) 
and patients suffering from left sided TMJPDS (n = 10, 
41.7%) (P = 0.005). The early response in 3 weeks was observed 
among patients placed on the following medication: Diazepam 
and norgesic (n = 4, 16.7%), diazepam and paracetamol (n = 3, 
12.5%), diazepam and cataflam (n = 3, 12.5%), diazepam and 
tramal (n = 1, 4.2%), norgesic (n = 1, 4.2%), amitriptyline and 
paracetamol (n = 1, 4.2%) and feldene gel (n = 1, 4.2%).

Table 1: Demographic data of the TMJPDS patients

Variable Frequency Total Percentage

Male Female
Age (years)

11-20 1 1 2 8.3
21-30 3 2 5 20.8
31-40 2 2 4 16.7
41-50 3 3 6 25.0
51-60 1 0 1 4.2
61-70 1 4 5 20.8
71-75 1 0 1 4.2
Total 12 12 24 100

TMJPDS - Temporomandibular joint pain dysfunction syndrome

Table 2: Sites and trigger factors for the TMJPDS patients

Variables Frequency Percentage
Sites of TMJPDS

Right 5 20.8
Left 13 54.2
Bilateral 4 16.7
Unspecifi ed 2 8.3
Total 24 100

Trigger factors
Chewing/mastication 10 41.6
Mouth opening 3 12.5
Bruxism 1 4.2
Placing phone on the ear during the call 1 4.2
Talking 3 12.5
Sleeping on the side 1 4.2
Unspecifi ed 5 20.8
Total 24 100

TMJPDS - Temporomandibular joint pain dysfunction syndrome

Table 3: Drug treatment regimen of the TMJPDS patients

Medication Frequency Percentage
Diazepam/paracetamol 7 29.2
Diazepam/norgesic 5 20.8
Diazepam/catafl am 3 12.5
Diazepam/tramal 2 8.3
Diazepam/ibuprofen 1 4.2
Amitriptyline/paracetamol 3 12.5
Feldene gel 2 8.3
Norgesic 1 4.2
Total 24 100
TMJPDS - Temporomandibular joint pain dysfunction syndrome
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DISCUSSION

Patients with TMJPDS are faced with long-term problems 
of  pain management. Early medical treatment may help to 
prevent the use of  more invasive treatments with harmful 
potential.[20] This study showed a low prevalence of  TMJPDS 
comparable to what was previously reported in this Centre and 
among North Americans.[2] In contrast to the previous report of  
TMJPDS predilection for females between 20 and 40 years,[6] 
no gender predilection was observed, and the patients were 
slightly older in this study. This variation in gender predilection 
may have been influenced by the fewer number patients in this 
study. Similar to a previous report,[21] unilateral (left sided) 
TMJPDS was the most frequent presentation, associated with 
chewing/mastication as the commonest trigger factor. The 
reason for predilection of  TMPDS for the left side is unclear; 
however, it may be due to patient’s preference for a unilateral 
mastication with the left side of  the jaws.

Non-steroidal anti-inflammatory drugs and benzodiazepines 
are the mainstays of  treatment for TMJPDS.[22] Patients 
eventually may require tricyclics antidepressants, opioids, 
muscle relaxants, or steroid (intra-articular) therapy for 
protracted pain syndromes.[8] More than half  of  the patients 
in this study, particularly males, those with mastication as the 
trigger factor and those with left-sided TMJPDS responded well 
to the combination of  NSAIDS and muscle relaxant treatment 
within 3 weeks of  follow up. However, TMJPDS patients are 
reported to also benefit from gentle stretching or relaxation 
exercises for the jaw.[16]

Temporomandibular joint pain dysfunction syndrome patients 
may have a history of  stress and pains elsewhere in the body. 
These patients become symptom-free in response to reassurance 
and a course of  tricyclic antidepressant drug therapy when used 
as a muscle relaxant and central analgesic.[8] Harris reported,[23] 
that some patients will benefit from psychiatric help. Some of  
the patients in this study were diagnosed of  clinical depression 
associated with TMJPDS, following psychological evaluation 
and were treated with anti-depressant. Similarly, Saheeb 
and Otakpor[18] reported a higher prevalence of  TMJPDS 
among psychiatric patients compared to control subjects and 
recommended a multidisciplinary approach in the management 
of  TMJPDS. Furthermore, Vimpari et al.[24] reported a higher 
prevalence of  subjective symptoms of  TMJPDS in depressed 
patients. These findings further emphasize the need for oral 
medical practitioners to co-manage these patients with mental 
health experts.

Although, a smaller proportion of  TMJPDS patients may 
have secondary joint disturbances requiring surgery,[11] 
attempt at conservative management, particularly medical 
treatment is recommended, before considering invasive 
therapy. Also, supportive non-invasive treatment may be 
required before and after surgical treatment.[25] Surgical 
techniques should be reserved for cases where other 
therapeutic modalities have failed. The National Institute of  
Dental and Craniofacial Research recommend that treatments 
for TMJPDS should not permanently alter the jaw or teeth, 
but need to be reversible.[26,27]

CONCLUSION

This study showed a low prevalence of  TMJPDS and a 
predilection of  TMJPDS for the left side among adult 
patients. Preliminary findings from this study suggest that 
benzodiazepines (muscle relaxant and anxiolytic) combined 
with analgesics (NSAIDS) were effective medical treatment 
for TMJPDS. Conservative management, particularly 
medical treatment of  TMJPDS is recommended, before 
considering invasive therapy for unresponsive patients. 
A multidisciplinary approach involving oral medical 
practitioners and mental health experts is also recommended 
in the management of  TMJPDS with associated psychiatric 
symptoms.
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