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Abstract
Temporomandibular Disorders and Migraine
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Temporomandibular disorders is a collective term embracing a number of clinical problems that in-

volve the temporomandibular joint(TMJ), the masticatory muscles, and associated structures. Myofascial

pain, one of the most common diagnosis in the TMD classification, is characterized by a regional, dull,

aching muscle pain and the presence of localized trigger points in muscle, tendon, or fascia and it has

been known as a pathogenetic factor in tension-type headache and migraine.

According to the previous studies, the central sensitization following continuous nociceptive input of

myofascial pain may play a important role in the pathogenesis of migraine and the mechanisms probably
involves activation of N-Methyl-D-Aspartate(NMDA) receptors and production of Nitric Oxide(NO).
Therefore the therapy for myotfascial pain enhancing central inhibition through pharmacological mana-

gement or behavioral interventions and simultaneously reducing peripheral inputs through physical

therapies, orthopedic appliances and trigger point injections, can be considered as an effective treatment

in migraine patients with myofascial pain.
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Table 1. International Headache Society classification for headache disorders, cranial neuralgias, and

facial pain
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. Migraine headache

. Tension-type headache

. Cluster headache and chronic paroxysmal hemicrania

. Miscellaneous headaches, unassociated with structural lesion
. Headache associated with head trauma

. Headache associated with vascular disorders

. Headache associated with nonvascular intracra- nial disorders

. Headache associated with substances or their withdrawal

. Headache associated with noncephalic infection

. Headache associated with metabolic disorder

. Headache or facial pain associated with disorder of cranium, neck, eyes, ears, nose, sinuses, teeth,

mouth, or other facial or cranial structures
Cranial neuralgias, nerve trunk pain, and deafferentation pain
Headache not classifiable

Table 2. Recommended diagnostic classification for temporomandibular disorders and mastica-

tory muscle disorders

1. Temporomandibular joint articular disorders

- Congenital or developmental disorders - Inflammatory disorders

+ Aplasia + Capsulitis/ Synovitis
- Hypoplasia « Polyarthritides
+ Hyperplasia - Osteoarthritis(noninflammatory disorders)
+ Neoplasia + Osteoarthritis: primary

- Disc derangement disorders « Osteoarthritis: secondary
- Disc displacement with reduction - Ankylosis
- Disc displacement without reduction - Fracture(condylar process)

Temporomandibular joint dislocation

2. Masticatory muscle disorders

Myofascial pain

Myositis

Myospasm

Local myalgia - unclassified
Myofibrotic contracture
Neoplasia

Zaolgol & 557 ek 7SS Fulstel, & disorders)@F & 2L Aof(Masicatory muscle disorders)
Al et#A  Aofl(Temporomandibular joint articular 2 23} ciTable 1, 2).3
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Splenius
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Figure 1. Refered pain from trapezius muscle, sternocleidomastoid muscle
and splenius capitis muscle
1-(A) Trapezius muscle, 1-(B) Sternocleidomastoid muscle
1-(C) Splenius capitis muscle
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Figure 2. Changes in receptive field(RF) properties of a dorsal horn
neuron following intramuscular injection of a painful dose of brady
kinin(BKN). (A) location and size of original RF(black) before BKN
injection. The neuron required noxious deep pressure stimulation(Nox. p.
deep) of the proximal biceps femoris muscle for activation. The arrow
points to the injection site in the anterior tibial muscle(TA). (B, left) 5
minutes after the BKN injection two new RFs were present (black) both
of which were located in deep tissues and had a high mechanical
threshold(B, right) 15 minutes after the BKN injection, the original RF
displayed a lowering in mechanical threshold and now responded to
moderate(innocuous) deep pressure(Mod. p. deep).
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Figure 3. Simons model, suggesting that there are cent-
ral interneuron connections between afferent nociceptors.
Nociceptor 2 demonstrates such interconnec- tions. When a
myofascial trigger point is activated, causing neuron 2 to
discharge, substrate P is released centrally, activating the
second-order neuron and disffusing to other second-order
neurons. Additionally, the interneuronal connections are
activated, causing direct stimulation to second-order neu-
rons 1 and 4.
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Table 3. Basic Principls of Management of MFP

1. Patient education and self care
Cognitive behavioral interventions
3. Pharmacological management

o

e.g. Analgesics, antiinflammatories, muscle relaxants, sedatives, antidepressants.

4. Physical therapies

e.g. Posture training, stretching exercises, mobilization, physical modalities,
appliance theraphy, occlusal therapy
5. Orthopedic appliance(occlusal biteplane splint)

Figure 4. The picture of occlusal biteplane stabilization splint
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