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Rezumat

Conform literaturii de specialitate cele
mai des intalnite dureri orofaciale care nu isi
au originea in structurile sistemului stoma-
tognat, dar care sunt intalnite in cabinetele
medicilor stomatologi sunt durerea de tip
tensional, nevralgia trigeminald si migrena.
Prin urmare, sarcina noastrd principald este
sd facem diferentierea intre durerile faciale de
origine stomatologica, care sunt in competen-
ta noastra de a le menaja si celelalte patologii
dureroase orofaciale, care necesitd solidariza-
rea mai multor specialisti. Durerea faciald de
origine stomatologicd, fie ea musculard sau
articulard, are calitétile unei dureri somatice
profunde, apare intotdeauna in urma unui
eveniment recent (traumd, fracturd dentara,
tratament stomatologic, schimbdri ocluzale),
este insotita de perturbarea functiilor (mas-
ticatie, fonatie) si adesea cauzeaza limitarea
miscarilor mandibulare. Prezenta structurilor
musculare, articulare, vasculare si neurologi-
ce intr-un teritoriu anatomic restrans ingreu-
neaza adesea stabilirea corectd a diagnosticu-
lui din care motiv abordarea interdisciplinara
este inevitabila si recomandata.

Cuvinte cheie: durere, disfunctie temporo-
mandibulard, diagnostic

Introducere

Durerea este o problemd de sdnitate publicd si
constituie primul motiv de a solicita o consultatie
medicala. Daca durerile dentare sunt bine menajate
de specialistii din domeniul stomatologic, diagnos-
ticul si tratamentul altor dureri orofaciale, atat acute,
cat si cronice, riméne a fi unul mult mai complex.
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Summary

According to the literature, the most com-
mon orofacial pains whose origin are not in
the structures of the stomatognathic system,
but which are encountered in the offices of
dentists are tension pain, trigeminal neural-
gia and migraine. Therefore, our main task is
to differentiate between facial pain of dental
origin, which are in our competence to man-
age them and other painful orofacial patholo-
gies, which require the cooperation of several
specialists. Facial pain, whether muscular or
joint origin, has the qualities of a deep so-
matic pain, always occurs after a recent event
(trauma, dental fracture, dental treatment, oc-
clusal changes), is accompanied by disruption
of functions (mastication, phonation) and it
often causes limited mandibular movements.
The presence of muscular, articular, vascular
and neurological structures in a restricted
anatomical territory often makes difficult to
establish the correct diagnosis, that’s why the
interdisciplinary approach is inevitable and
recommended.

Keywords: pain, temporomandibular dys-
function, diagnosis

Introduction

Pain is a public health problem and it is the first
reason to seek medical advice. If dental pain is well
managed by specialists in the field of dentistry, the
diagnosis and treatment of other orofacial pain, both
acute and chronic, remains much more complex. Ep-
idemiological studies have shown that up to a quarter
of the population has orofacial pain (dental pain is
excluded) and up to 11% of it is chronic [18].
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Studiile epidemiologice au demonstrat cd pana la un
sfert de populatie acuza durere orofaciald (se exclude
durerea dentard) si pana la 11% din aceasta este cro-
nica [18].

Importanta temei este considerabil amplificata de
evolutia rapida a conditiilor de viata. Astazi, intreaga
societate suferd schimbari esentiale in cele mai diver-
se domenii, toate aceste transformari fiind insotite de
un stres pe care individul il suportd nu doar la nivel
psihic dar si fizic.

Durerea orofaciala de origine stomatologicé pro-
vine de la componentele sistemului masticator, atat
cele intraorale (dinti, fesuturi moi), cit si cele extrao-
rale (muschi, articulatie temporo-mandibulara). Este
o durere somatica de tip superficial (isi are originea
in tesuturile cutanate si mucogingivale) sau de tip
profund (durerea dentard, musculara si articulard) si
poate capdta, ca in oricare tesut, un aspect acut sau
cronic [6, 7, 12].

Dupi durerea odontogena, disfunctiile temporo-
mandibulare sunt una dintre cele mai frecvente cauze
de durere orofaciala si au, de asemenea, potentialul
de a produce dureri cronice. Conform mai multor
studii, aproximativ 60-70% din populatia generald
prezintd cel putin un semn de tulburare temporo-
mandibulard, iar intre 3,6 si 7% din populatie au dis-
functii temporo-mandibulare destul de semnificative
pentru a fi tratate [1, 3]. Durerea musculara mastica-
torie este mult mai frecventa ca durerea articulara si
este motivul principal al durerii cronice non-odonto-
gene orofaciale in rindul populatiei. Aceasta a deve-
nit o problema sociala considerabild, care afecteaza
aproximativ 12-14% din populatia adultd si este de
1,5-2 ori mai frecventd la femei decét la barbati. Du-
rerea musculard este cauza unei cefalei la aproxima-
tiv 38% dintre adulti [16].

Pe langi acestea, sunt descrise o varietate de pato-
logii dureroase orofaciale care nu au origine stomato-
logica (neuropatice, vasculare si neurovasculare) dar
care sunt frecvent intilnite in cabinetele medicilor
stomatologi si sunt, din punct de vedere clinic, cel
mai des confundate cu durerile stomatologice. De
exemplu, cefaleea de tip tensional sau migrena sunt
diagnosticate gresit ca sinuzitd cronica sau disfunc-
tie temporo-mandibulard, nevralgiile trigeminale
sau cefalea in ciorchine sunt confundate cu patolo-
gia dentard [10, 13, 19]. Prin urmare, un diagnostic
eronat va duce la stabilirea unui plan de tratament
incorect, fapt care denoté o progresie a patologiei re-
spective si aparitia unor complicatii care vor necesita
ulterior o abordare mult mai complexa si de lunga
durata [4, 17].

De-a lungul anilor, multiple asociatii au propus
clasificéri si criterii de diagnosticare a durerilor faci-
ale, care si faciliteze examinarea si gestionarea aces-
tor pacienti. In prezent exista 4 sisteme majore de
bazd: IASP(Asociatia Internationala pentru studiul
durerii), ICHD-3 (Clasificarea Internationald a du-
rerilor de cap), AAOP (Academia Americana a du-
rerilor orofaciale) si DC/TMD (Criterii de diagnostic

The importance of the theme is considerably
amplified by the rapid evolution of living condi-
tions. Today, the whole society undergoes essential
changes in the most diverse fields, all these transfor-
mations being accompanied by a stress that the indi-
vidual endures not only mentally but also physically.

Orofacial pain of dental origin comes from the
components of the masticatory system, both in-
traoral (teeth, soft tissues) and extraoral (muscles,
temporo-mandibular joint). It is a somatic pain of
superficial type (that has its origin in the cutaneous
and mucogingival tissues) or of deep type (dental,
muscular and articular pain) and can acquire, as in
any tissue, an acute or chronic aspect [6, 7, 12].

After odontogenic pain, temporo-mandibular
dysfunctions are one of the most common causes of
orofacial pain and also have the potential to cause
chronicity. According to several studies, approxi-
mately 60-70% of the general population has at least
one sign of temporo-mandibular disorder, and be-
tween 3.6 and 7% of the population have quite sig-
nificant temporo-mandibular dysfunctions to be
treated [1, 3 ]. Masticatory muscle pain is much
more common than joint pain and is the main rea-
son for chronic orofacial non-odontogenic pain in
the population. It has become a considerable social
problem, affecting about 12-14% of the adult popu-
lation and it is 1.5-2 times more common in women
than in men. Muscle pain is the cause of a headache
in about 38% of adults [16].

In addition, a variety of orofacial painful pathol-
ogies are described that do not have a dental origin
(neuropathic, vascular and neurovascular) but are
frequently found in dentist’s offices and are, from a
clinical point of view, most often confused with sto-
matologic pain. For example, tension-type headache
or migraine are misdiagnosed as chronic sinusitis or
temporo-mandibular dysfunction, trigeminal neu-
ralgia or cluster headache are confused with dental
pathology [10, 13, 19]. Therefore, a misdiagnosis
will lead to the establishment of an incorrect treat-
ment plan, which indicates a progression of that
pathology and the emergence of complications that
will subsequently require a much more complex and
long-term approach [4, 17].

Over the years, multiple associations have pro-
posed classifications and criteria for diagnosing fa-
cial pain, to facilitate the examination and manage-
ment of these patients. There are currently 4 major
basic systems: The International Association for the
Study of Pain-IASP, The International Classifica-
tion of Headache Disorders-ICHD-3, The American
Academy of Orofacial Pain-AAOP and The Diag-
nostic Criteria for Temporomandibular Disorders-
DC/TMD [11].

The DC / TMD system has proven to be a pre-
dominant choice in the field of dentistry, as it sup-
ports a wide range of clinical examination and di-
agnostic procedures. The DC / TMD classification
scheme includes 2 categories: pain-related tempo-



pentru disfunctiile temporo-mandibulare)[11].

Sistemul DC/TMD s-a dovedit a fi unul de elec-
tie in practica medicului stomatolog, intrucat susti-
ne o gama largd de proceduri de examinare clinica
si de diagnosticare. Schema de clasificare DC/TMD
cuprinde 2 categorii: tulburari temporo-mandibula-
re legate de durere (mialgia, artralgia si durerile de
cap asociate cu DTM) si disfunctiile temporo-man-
dibulare intraarticulare. Mai mult ca atat, acesta este
unicul sistem care evalueazd impactul durerii asupra
aspectului psihosocial si comportamental al pacien-
tului [9].

Material si metode

In studiu au fost inclusi 20 pacientii (16 femei si
4 bérbati), cu varsta cuprinsd intre 17-55 de ani, cu
provenienta atit din mediu rural, cét si cel urban,
a caror motiv al adresarii la medic a fost prezenta
durerii orofaciale. Toti pacientii au fost supusi exa-
menului clinic subiectiv (prin intermediul chestio-
narelor propuse de DC/TMD) si examenului clinic
obiectiv, astfel evaluind atat starea fizicd, cat si starea
psihologici si comportamentala a acestora. In urma
examindrii, 10 pacienti (50%) au fost diagnosticati
cu durere musculara locald (in limitele unui singur
muschi), 4 cu durere miofasciald, 3 femei cu cefalee
de tip tensional, 2 paciente cu artritd acutd ATM si 1
cu distonie oromandibulara.

In cadrul examenului clinic, prin inspectie a fost
examinatd postura pacientilor, a fost evaluat unghiul
craniocervical (format din intersectia liniei orizon-
tale care trece prin C7 si o linie care se extinde de
la tragusul urechii la C7) (fig.1) si au fost palpati si
evaluati din punct de vedere functional toti muschii
masticatori (fig.2).

O deschidere redusa a cavitétii bucale este con-
sideratd a fi orice distan{d mai mica de 40 mm, cu
unele particularititi la persoanele in varstd. Acest
diapazon a fost masurat cu ajutorul unui subler
plasat intre incisivii superiori si cei inferiori in po-
zitia maximal deschisé a cavitatii bucale (fig.3). S-a
mdsurat dimensiunea confortabild de deschidere
(p4na la aparitia durerii)
si dimensiunea maxima
de deschidere (in prezenta
durerii). In cazul in care
a fost prezenta restrictio-
narea miscarii, s-a evaluat
sensibilitatea acesteia care
poate fi reprezentata din
punct de vedere clinic prin
2 forme: soft end feel si
hard end feel. Au fost pla-
sati degetul mare si cel ara-
tator intre dintii superiori
si inferiori ai pacientului si
s-a aplicat o fortd blands,
constanta, in incercarea
de a creste pasiv distanta
interincisivald (fig.4). In-

Fig. 1. Valoarea unghiului craniocervical de 46,7 denotd o usoara
posturd a capului inainte [14]

Fig. 1. The value of the craniocervical angle of 46.7 indicates a slight
forward head posture [14]

ro-mandibular disorders (myalgia, arthralgia and
TMD-associated headaches) and intra-articular
temporo-mandibular dysfunctions. Moreover, it is
the only system that evaluates the impact of pain on
the psychosocial and behavioral aspect of the patient
[9].

Material and methods

The study included 20 patients (16 women and 4
men), aged 17-55 years, from both rural and urban
areas, whose reason for going to the doctor was the
presence of orofacial pain. All patients underwent
subjective and objective clinical examination, thus
assessing both their physical condition and their psy-
chological and behavioral condition. Following the
examination, 10 patients (50%) were diagnosed with
local muscle pain (within a single muscle), 4 with
myofascial pain, 3 women with tension-type head-
ache, 2 patients with acute ATM arthritis and 1 with
oromandibular dystonia.

During the clinical examination, the posture of
the patients was examined by inspection, the cranio-
cervical angle (formed by the intersection of the hor-
izontal line passing through C7 and a line extending
from the tragus of the ear to C7) was evaluated (fig.1)
and all masticatory muscles were palpated. and func-
tionally evaluated (fig.2)

A small opening of the oral cavity is considered
to be any distance less than 40 mm, with some pecu-
liarities in the elderly. This range was measured using
a caliper placed between the upper and lower inci-
sors in the maximum open position of the oral cavity
(fig.3). The comfortable opening size (until the onset
of pain) and the maximum opening size (in the pres-
ence of pain) were measured. If movement restric-
tion was present, its sensitivity was assessed which
can be clinically represented by 2 forms: soft end feel
and hard end feel. The thumb and forefinger were
placed between the patient’s upper and lower teeth
and a gentle, constant force was applied in an attempt
to passively increase the interincisive distance (fig.4).
As these limitations are frequently accompanied by
deflection, it was impor-
tant to also examine the
trip of the chin in open-
ing and closing the oral
cavity. Subsequently, the
left and right lateral move-
ments, the protrusion of
the mandible were evalu-
ated and the functional
loading tests of the ATM
by Dawson and the mus-
cular loading test for the
lateral pterygoid muscles
were performed (fig. 5).
These methods will help
us in highlighting an in-
tracapsular  dysfunction,
the presence of edema in
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trucat aceste limitdri sunt
insotite frecvent de de-
flectie, s-a examinat, la fel,
si excursia mentonului la
deschiderea si inchiderea
cavitatii bucale. Ulterior
s-au evaluat miscérile de
lateralitate stanga si dreap-
td, protruzia mandibulei si
s-au realizat testele de in-
cércare functionald a ATM
dupa Dawson si testul de
incarcare musculara pen-
tru muschii pterigoidieni
laterali (fig.5). Aceste me-
tode ne vor ajuta in evi-
dentierea unei disfunctii
intracapsulare, prezenta
edemului in tesuturile re-
trodiscale sau o patologie
locala a muschiului pteri-
goidian lateral [2].

Pacientii, care au fost
diagnosticati prezumtiv cu
disfunctie temporo-man-
dibulara, 1li s-a efectuat
tomografia computerizata
cu fascicol conic (CBCT)
pentru a evalua schimbi-
rile morfologice ale struc-
turilor osoase din cadrul
ATM, folosind ca metoda
de apreciere si de mésura-
re a spatiilor articulare cea
a lui Kazumi Ikeda [5, 8].
Persoanele cu cefalee de
tip tensional s§i pacienta
cu distonie, au fost supusi
examenului  electromio-
grafic de suprafatd pen-
tru a inregistra activitatea
musculard si a determina
anumite schimbdri in elec-
troactivitatea muschilor in
dependenta de distribui-
rea si intensitatea contac-
telor ocluzale.

Rezultate si discutii

Pacientii diagnosticati
cu cefalea de tip tensional
au prezentat o durere episodici, bilaterald, constric-
tiva la nivelul regiunii temporale. La examenul clinic
s-a determinat hipertrofia muschilor temporali si
maseteri. Rezultatele electromiografiei nu au demon-
strat o crestere a duratei si intensitafii in activitatea
bioelectrica pentru muschii temporali. La o pacienta
a fost prezenta tumefactia in regiunea temporald si
am luat in considerare arterita temporald ca diagnos-
tic diferential, unde durerea are caracter pulsatil, este

Fig. 2. Palparea muschiului sternocleidomastoidian din dreapta
Fig. 2. Palpation of the right sternocleidomastoid muscle

Fig. 3. Evaluarea amplitudinei maximale de deschidere a cavitatii bucale
Fig. 3. Evaluation of the maximum amplitude opening of the oral cavity

Fig. 4. Verificarea sensibilitatii de deschidere maximald. S-a aplicat
o presiune slabd, constanta timp de aproximativ 5-10 secunde.

Fig. 4. Checking the “End Feel.” Gentle but steady pressure is placed
on the lower incisors for approximately 5 to 10 seconds.

the retrodiscal tissues or a
local pathology of the lat-
eral pterygoid muscle [2].

Patients, who were
presumably  diagnosed
with temporomandibular
dysfunction, underwent

conical beam computed
tomography (CBCT) to
assess morphological
changes in bone structures
within the TM], using the
method of Kazumi Ikeda
for assessing and mea-
suring joint spaces [5, 8].
People with tension-type
headaches and patients
with dystonia were sub-
jected to a surface electro-
myographic examination
to record muscle activ-
ity and determine certain
changes in muscle electro-
activity depending on the
distribution and intensity
of occlusal contacts.

Results and discus-
sions

Patients diagnosed
with tension-type head-
ache presented with epi-
sodic, bilateral, constric-
tive pain in the temporal
region. At the clinical
examination, the hyper-
trophy of the temporalis
and masseter muscles was
determined. Electromyog-
raphy results did not show
an increase in the duration
and intensity of bioelectri-
cal activity for the tempo-
ral muscles. In one patient,
swelling was present in
the temporal region and
we considered temporal
arteritis as a differential
diagnosis, where the pain
is pulsating, usually uni-
lateral and has no effect on
the biomechanical functions.

The diagnosis of oromandibular dystonia was
confirmed by EMG, which reveals multiple muscle
contractions at rest (fig.6). The patient with oroman-
dibular dystonia and those with tension-type head-
aches for which no dental cause was determined were
referred to be examined by a neurologist, where they
received general drug treatment, following which
they showed a slight improvement in symptoms.



de reguld unilaterala si este irelevan-
ta functiilor biomecanice.

Diagnosticul de distonie oroman-
dibulara a fost confirmat prin EMG,
care relevd multiple contractii mus-
culare in repaus (fig.6). Pacienta cu
distonie oromandibulara si cei cu ce-
falee de tip tensional cirora nu li s-a
determinat vre-o cauza stomatologica
au fost indrumati sd se examineze la
medicul neurolog, unde au primit
tratament medicamentos general, in
urma caruia au prezentat o usoard
ameliorarea a simptomatologiei.

In cazul pacientilor cirora li s-a
identificat durere miofasciald, 3 din-
tre acestia au avut ca acuzd princi-
pala o durere in zona pretragiana
(fig.7), sursa acesteia fiind muschiul
trapez in 2 cazuri si maseter intr-un
caz. Acestia nu au prezentat nici o
problema dentara sau ocluzald si li
s-a recomandat o consultatie la ki-
netoterapeut. O pacientd, care a pre-
zentat durere in zona unghiului mandibulei, sursa
fiind muschiul sternocleidomastoidian si malocluzie
acutd asociata cu probleme dentare, a fost informa-
td de necesitatea unui tratament ortodontic. In cazul
durerii miofasciale cu sursa in muschiul maseter, s-a
confirmat prezenta parafunctiilor diurne si noctur-
ne. Pacienta prezenta si durere la palparea muschi-
lor temporali si pterigoidinei mediali cu predilectie
pe partea dreaptd insa durerea ramanea in limitele
muschiului palpat. S-a confectionat gutierd plata de
miorelaxare si s-au dat indicatii de urmdrire a episoa-
delor de parafunctii diurne. S-a recomandat evitarea
alimentelor dure, deschiderea largé a cavitatii buca-
le si s-au indicat analgetice pe o perioada de 3-4 zile
(Ibuprofen 200mg/2 pe zi).

e L
R )

Fig. 5. Pacientul efectueazd protruzia
mandibulei impotriva rezistentei oferite de
examinator

Fig. 5. The patient performs the protrusion
of the mandible against the resistance
offered by the examiner

In the case of patients with myo-
fascial pain, 3 of them had pain in
the pre-auricular area as the main
complaint (fig.7), its source be-
ing the trapezius muscle in 2 cases
and masseter in one case. They
did not have any dental or occlu-
sal problems and were referred to
see a physiotherapist. One patient,
who presented with pain in the
angle of the mandible, the source
being the sternocleidomastoid
muscle and acute malocclusion
associated with dental problems,
was informed of the need for orth-
odontic treatment. In the case of
myofascial pain with the source in
the masseter muscle, the presence
of diurnal and nocturnal parafunc-
tions were confirmed. The patient
also presented pain on palpation of
the temporalis muscles and medial
pterygoid with predilection on the
right side, but the pain remained
within the limits of the palpated muscle. A flat patch
for myorelaxation was made and indications were
given to follow the episodes of diurnal parafunc-
tions. It was recommended to avoid hard foods and
wide opening of the oral cavity. Analgesics were in-
dicated for a period of 3-4 days (Ibuprofen 200mg
/ 2 per day).

From the patients diagnosed with local myalgia,
in 5 patients the loading test for the lateral pterygoid
muscle was positive and soft end opening sensitiv-
ity was detected. The deprogrammer (Lucia Jig) was
applied for 20 minutes after which the dental con-
tacts were examined. Flat hard splints were made at
night and self-monitoring of daytime parafunctions
were recommended. Patients were re-examined after

Fig. 6. Contractie involuntard a muschilor masticatori in distonie oro-mandibulara.

Fig. 6. Involuntary contraction of the masticatory muscles in oro-mandibular dystonia.
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Fig. 7. Durere referita. A. Palparea muschiului trapez cauzeaza durere in zona pretragiana B. Palparea muschiului sternocleidomastoidian
cauzeaza durere in unghiul mandibulei

Fig. 7. Referred pain. A. Palpation of the trapezius muscle causes pain in the pretragian area B. Palpation of the sternocleidomastoid muscle
causes pain in the angle of the mandible

Fig. 8. Artritd acutd a articulatiei temporo-mandibulare. A) Imposibilitatea intercuspiddrii maxime din cauza edemului retrodiscal. B) lipsa
spatiului intraarticular cu procese degenerative la nivelul articulatiei.
Fig.8. Acute arthritis of the temporomandibular joint. A) Impossibility of maximum intercuspidation due to retrodiscal edema. B) lack of intra-
articular space with degenerative processes in the joint.

Pentru persoanele diagnosticate cu mialgie loca-
14, la 5 paciente testul de incércare pentru muschiul
pterigoidian lateral a fost pozitiv si s-a depistat sen-
sibilitate de deschidere de tip soft end. S-a aplicat de-
programatorul (Lucia Jig) pe 20 min dupi care s-au
examinat contactele dentare. S-au confectionat guti-
ere dure plate pe timp de noapte si s-a recomandat
autocontrolul parafunctiilor diurne. Pacientii au fost
reexaminati peste 2 saptimani unde s-a observat o
ameliorare a simptomelor.

Pacienta cu artritd acutd s-a prezentat cu dureri
pronuntate, localizate pretragian, devierea mandibu-
lei din contul edemului si tumefactiei locale (fig. 9a),
limitarea deschiderii cavitatii bucale. S-a realizat dia-
gnosticul diferential cu limfadenita si parotidita acu-
td. Datoritd edemului retrodiscal, pacienta nu putea
inchide cavitatea bucald in intercuspidare maxima.
Pe radiografia panoramici se atestd marirea spatiului
retrodiscal pe stdnga. S-a indicat medicatie antimi-
crobiand s§i antiinflamatorie. Peste 7 zile s-a atestat
simptomatici usoara, cavitatea bucald se inchide in
intercuspidare maximd iar tomografia computeri-
zatd a articulatiei temporo-mandibulare relevi lipsa

2 weeks, where an improvement in symptoms was
observed.

The patient with acute arthritis presented with
pronounced pain, located in the pre-auricular re-
gion, deviation of the mandible due to local edema
and swelling (fig.8a), limiting the opening of the
oral cavity. The differential diagnosis was made with
lymphadenitis and acute mumps. Due to the retro-
discal edema, the patient could not close the oral
cavity in maximum intercuspation. The panoramic
radiograph shows the enlargement of the retrodis-
cal space on the left. Antimicrobial and anti-inflam-
matory medication has been indicated. After 7 days
there were mild symptoms, the oral cavity closes in
maximum intercuspation and the computed tomog-
raphy of the temporo-mandibular joint reveals the
lack of intraarticular space with degenerative phe-
nomenon at the left TMJ (fig.8b).

Despite the fact that facial pain is a condition
that affects the social life and psycho-emotional state
of the patient, the dental field remains quite narrow,
as both the tools and technologies used and the ca-
pabilities of the dentist are quite limited. Therefore,



spatiului intraarticular cu fenomene degenerative la
nivelul ATM pe stanga (fig. 8b).

In pofida faptului ci durerea faciali este o stare
ce afecteaza viata sociald si starea psiho-emotionala a
pacienului, domeniul stomatologic riméne a fi unul
destul de ingust, in mésura in care atit instrumentele
si tehnologiile utilizate cat si capacitatile medicului
stomatolog sunt destul de limitate. Prin urmare, sar-
cina noastra principald este si facem diferentierea
intre durerile faciale de origine stomatologica, care
sunt in competenta noastré de a le menaja si celelalte
patologii dureroase orofaciale, care necesita conlu-
crarea mai multor specialisti.

Concluzie

Teritoriul anatomic limitat cu prezenta structu-
rilor multiple face dificil diagnosticul diferential al
durerilor regiunii OMF. Acestea pot fi atat de origine
stomatologica precum si neurologica, vasculars, etc.
Astfel stabilirea diagnosticului si planului de trata-
ment necesita colaborarea mai multor specialisti pre-
cum medici ORL, neurologi, stomatologi. Durerea
faciala de origine stomatologica, fie ea musculara sau
articulard, are calitatile unei dureri somatice pro-
funde, apare intotdeauna in urma unui eveniment
recent (trauma, fractura dentara, tratament stomato-
logic, schimbari ocluzale), este insotita de perturba-
rea functiilor (masticatie, fonatie) si adesea cauzeaza
limitarea miscarilor mandibulare, spre deosebire de
durerile neuropatice, neurovasculare si vasculare,
unde durerea se manifesta foarte variat atat in calita-
te, cat siin severitate (incepand de la o usoara senzatie
de ardere, pana la o durere insuportabila si chinuitoa-
re pentru pacient), adesea nu-si schimba intensitatea
in timpul dinamicii mandibulare si nu se depisteaza
nici o modificare patologica la nivelul componente-
lor sistemului stomatognat. Particularitdtile de baza
care ne sugereaza o durere de ordin muscular sunt
calitatea deprimantd si localizarea variabila a dure-
rii, precum si prezenta restrictiei musculare (soft end
feel) in contrast cu durerea articulard care prezinta
o localizare exacta, este insotita frecvent de edem
sau/si tumefactie in regiunea pretragiana si restric-
tie intracapsulard, cauzatd de rezistenta structurilor
intraarticulare (hard end feel).
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