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Abstract

Introduction: Temporomandibular disorders (TMDs) are generally thought as conditions comprising
both psychosocial and neuro-physiologic entities; notwithstanding this, their treatment is commonly
based on physical interventions, which are usually proposed when the clinical feature is chronic.
However, there is some evidence that cognitive behavioral skills training is an early intervention effective

in patients with acute TMD pain.

Case description: We report the case of a 39-year-old woman with acute local myalgia and headache
attributed to temporomandibular disorder secondary to allostatic overload who received a 4-session

behavioral therapy. The intervention induced the remission of symptoms.

Discussion: Behavioral therapy seems to be helpful as an early intervention in acute local myalgia and

headache attributed to TMD patients. Further studies and large-scale implementation are warranted.

Keywords
Behavioral therapy; Early intervention; Acute; Temporomandibular disorder; Pain

Introduction

Temporomandibular Disorders (TMDs) are a collection of symptoms and signs involving
masticatory muscles, the temporomandibular joints, or both [1]. Their prevalence ranges from 8% to
15%, in women; and from 3% to 10%, in men [2]. Their etiology is still unclear although it is generally
thought that they are conditions comprising both psychosocial and neuro-physiologic entities [3, 4]. The
treatment of TMDs is mainly based on physical interventions, usually proposed at the chronic stage.
However, some studies found an efficacy of psychological interventions similar to the physical treatment
[5] and there is some evidence of positive effects of cognitive-behavioral therapy (CBT) in chronic TMD
patients [6] and inacute TMD patients [7].

Case Report

X. is 39-year-old woman with no personal history of physical or psychiatric disorders who asked
for a visit to the dentist because of masseter tenderness, jaw opening limitations, morning headache,
tooth hypersensitivity, and tooth pain on digital palpation. The symptoms began 2 months before and
hadworsened in the previous 4 weeks. She visited the dentist who made a panoramic radiograph of the
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oral cavity finding no specific signs or damages; then the dentist interviewed X. on possible clenching
during the day or while sleeping and on her daily level of stress. The patient reported that she was
unaware of clenching and to be highly stressed due to the commitment with her job and family. The
dentist attributed the acute local myalgia and headache to a temporomandibular disorder, informed X.
that often people clench without being aware of it, encouraged her to stop clenching and to reduce the
daily level of stress. Two weeks later the clinical feature was unmodified and X. asked for a psychiatric
evaluation. X. was first interviewed via an unstructured clinical interview oriented towards symptoms
and then assessed via the MINI International Neuropsychiatric Interview (MINI) [8], the Diagnostic
Criteria for Psychosomatic Research (DCPR) Interview [9], and the semi-structured interview for the
clinical assessment of allostatic load [10]. The patient satisfied the diagnosis of allostatic overload [10].
The psychiatrist formulated the diagnosis of TMD secondary to allostatic overload and proposed a 4-
session behavioral intervention. During the first session, the patient was informed about the negative
effects of stress and the body reactions to it. She was also informed that clenching is a bodily reaction to
stress that can worsen the individual daily life and the sleep quality. Thereafter, X. was invited to pay
attention to the daily moments of highest stress and to take note of them in a diary. At the second session,
she reported not to have had daily peak of stress but a chronic stress mainly due to the commitment with
her family and work. The psychiatrist invited X. to observe and take note on the diary of her posture at
fixed intervals of time (i.e., every two hours) during the day. In case she found tension or rigidity in the
body, she was invited to switch into another posture. At the third session, the patient had noted on her
diary to be frequently clenching at work and referred to have frequently used the strategy to change
posture, thus relaxing. Indeed, she reported lower masseter tenderness, no more jaw opening
limitations, rare morning headache, reduced tooth hypersensitivity and reduced tooth pain on digital
palpation. At this point, the psychiatrist asked X. to take note in her diary of the area of the body affected
by tension/rigidity. At the fourth session, the patient reported two main areas affected by
tension/rigidity: jaw and back. The psychiatrist assessed again the patient via the MINI, the DCPR
interview, and the semi-structured interview for the clinical assessment of allostatic load and no
diagnosis was found. X. was encouraged to continue monitoring her body and relaxing. After 1 month, X.
was completely free from symptoms (i.e., no diagnosis according to the MINI, the DCPR interview, and the
semi-structured interview for the clinical assessment of allostatic load; no symptoms related to TMD)

and maintained this condition at 2 years follow-up.
Discussion

There is emerging evidence that cognitive-behavioral therapy is an effective early intervention in
patients with acute temporomandibular disorder-related pain [7]. In this vein, a modified version of the
intervention used by Gatchel and colleagues [7] was proposed to X.. Table 1 describes the skill training
used by Gatchel et al. [7] and the techniques here used. The main difference was that we proposed a 4-
session rather than a 6-session therapy and we did not use cognitive restructuring. The choice of 4
sessions was done because behavioral therapy rather than CBT was administered. The choice of
behavioral therapy instead of CBT was done to let the patient unlearn the dysfunctional behavior (e.g.,
clenching) which apparently caused the TMD and not only to reduce the pain and the jaw symptoms as
observed by Gatchel etal.[7].

Considering the 4 sessions one by one, the first session had the aim to develop self-monitoring
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skills and awareness of the daily level of stress. At the second session, the psychiatrist asked X. to monitor
the whole body, not only the jaw muscle, for two reasons: a. psychosomatic manifestations tend to involve
more than one body area or apparatus; b. pain patients tend to have attentional biases and selectively
process sensory-intensity information; thus processing biases could maintain and exacerbate stress and
illness behavior. For the same reasons, at third session the psychiatrist asked X. to take note in her diary of

the areas of the body that were rigid or tense.

Although already in 1970s it was observed that the therapy for TMD in the future may become
largely behavioral in nature, TMD is still mainly treated via physical interventions at the stage of
chronicity. The present case report suggests that TMD might be characterized by dysfunctional

behaviors which can benefit from an early intervention of behavioral therapy.

Table

Cognitive behavioral skills training used

in Gatchelet al. [7] Behavioral techniques proposed to X.

Six 1 -hour sessions based on:

Four 1-hour sessions based on:

education on mind-body relationship
emphasizing stress and the body reactions to
stress

education on mind-body relationship
emphasizing stress and the body reactions to
stress

relaxation training in ideal and everyday
settings

self-monitoring of daily stress taking notes of
the highest moment of stress in a diary

self-monitoring of posture and areas of the
body affected by tension/rigidity at fixed
distraction and pleasant activity scheduling as |intervals of time taking note in a diary.

means to reduce the impact of pain on

activities relaxation in everyday settings as coping
strategy (i.e, if some tension or rigidity is
present, change posture) taking note on the
diary

cognitive restructuring maintenance of skills

self-instructional training

maintenance of skills

Table 1: Overview of the psychological techniques used by Gatchel etal.[7] and in the present case report
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