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E’ sempre piu’ frequente la presenza nei nostri studi di
pazienti che presentano una sintomatologia
riconducibile ad un disordine temporo-mandibolare (1)
spesso inviati da colleghi che non se la sentono di
cimentarsi in un campo che richiede conoscenze di
fisiologia e neurofisiologia del sistema stomatognatico,
con particolare riguardo alla diagnosi differenziale del
dolore orofacciale, o da specialisti otorinolaringoiatri a
cui i pazienti si rivolgono per dolore all’orecchio senza
presentare segni obbiettivi riconducibili a quest’ultimo.

Il disordine temporo-mandibolare (Dtm) rappresenta
una condizione caratterizzata da (2,3,4,5,6,7)

e Dolore
e Disfunzione

I segni e sintomi piu frequenti sono dolore, movimenti
mandibolari alterati e limitati, rumori articolari

In ordine di frequenza si riscontrano

e Dolore alla palpazione dei muscoli masticatori
e Rumori a livello dell’atm

e Dolore alla palpazione dell’atm

e Limitazione della dinamica mandibolare

Per quanto riguarda il DOLORE (8,9), esso rappresenta la
seconda causa di dolore orofacciale dopo il dolore



dento-parodontale e la seconda causa di dolore
muscolo-scheletrico dopo il dolore lombare

Puo presentarsi con

e Mialgia muscoli masticatori
e Artralgia atm
e Cefalea attribuibile al Tmd (10)

E importante porre una corretta diagnosi differenziale
perché esistono molteplici tipi patogenetici di dolore e
quindi di dolore orofacciale (11,12)
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C DOLORE PATOLOGICO
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Classificazione patogenetica del dolore orofacciale

e Dolore orofacciale infiammatorio

e Dolore orofacciale neuropatico

e Interessamento orofacciale nelle sindromi da dolore
disfunzionale (central sensitization syndromes:
fibromialgia e correlati), utilita del central
sensitization inventory (13)



Central Sensitization Inventory {CS51) mai raro talora | spesso | sempre

1 MNon mi sento riposatafo al risveglio alla mattina

2 Sentoa | museoli pesanti e dalenti

3 Ho degli attacchi d'ansia

4 Digrigno e serro | denti

5 Ho diarrea e/o stitichezza

B Ho bisogno d'aiuto per eseguire | compitl giormalieri

7 b da fastidio la luce intensa

8 Mi stanco davwveros facilmente quando lavori “fisicl”

g9 Sento dolore in tutto il corpo

10 Soffro di mal di testa

I1 Ho fastidio e/ bruclore alla vescica guando urino

1z Non dormo bene

13 Faccio fatica a concentrarmi

14 Soffro di seechezza, prurite, arrossamenti e reazioni
cutanes

15 Lo stress peggiora | miei sintomi

16 Mi sento stanco/a o depressofa

i7 Mi sento svuotato/a e senza energia

18 Sento | muscoli del collo e delle spalle in tensione

1a Ho dolore alla mandibola, alla sua articolazione e ai
muscoli della faccia

20 Certi odori, come quelli dei profumi, mi provocano
capogiri /o nausea

21 Sento il bisognoe di urinare frequentemente

22 Quando vado a letto sento fastidio alle gambe e non
riesco a tenerle ferme

23 M scordo facilmente le cose

24 Ho sofferto di traumi psichici e psicofisici nell'infanzia

25 Provo dolore nella mia zona pelvica (basso ventre)

Meblett R, Cohen H, Choi ¥, Hartzell MM, Williams M, Mayer TG, Gatchel Rl The Central Sensitization
Inventory {C51): establishing clinically significant walues for identifying central sensitivity syndromes in an
outpatient chronic pain sample. 1 Pain. 2013 May;14(5):438-45. doi: 10.1016/].jpain.2012.11.012. Epub
2013 Mar 13.

MNeblett R, Hartzell MM, Cohen H, Mayer TG, Williams M, Chol ¥, Gatchel R1. Ability of the central
sensitization inventory to identify central sensitivity syndromes in an cutpatient chronic pain sample. Clin |
Pain. 2015 Apr;31(4):323-32. doi: 10.1097,/AIP.0000000000000113.

gravita Punteggio totale
Subclinico 0-29

Lieve 30-39

Moderato 40-49

Grave 50-59

Maolte grave 50-100

Meblett B, Hartzell MM, Mayer TG, Cohen H, Gatchel R) Establishing Clinically Relevant Sewverity Levels for
the Central Sensitization Inventory. Pain Pract. 2016 Mar 15. doi: 10.1111/papr.12440. [Epub ahead of
print]




Il dolore nel Tmd é un dolore orofacciale infiammatorio e
puo avere le seguenti caratteristiche (7,10)

Table 2 Diagnostic Criteria for the Most Common Pain-Related Temporomandibular Disorders

Indicated history and exam criteria must be met for each diagnosis:

Myalgia (IcD-9 729.1; ICD-10 M79.1)*
Description Pain of muscle origin that is affected by jaw movement, function, or parafunction, and replication of this pain occurs
with provocation testing of the masticatory muscles.

History  Positive for both of the following:
1. Pain** in the jaw, temple, in the ear, or in front of ear; AND
2. Pain modified with jaw movement, function or parafunction.

[}
E} Exam Positive for both of the following:
5 1. Confirmation® of pain location(s) in the temporalis or masseter muscle(s); AND
2. Report of familiar pain® in the temporalis or masseter muscle(s) with at least one of the following provocation tests:
a. Palpation of the temporalis or masseter muscle(s); OR
b. Maximum unassisted or assisted opening movement(s).
Validity Sensitivity 0.90; Specificity 0.99
Comments The pain is not better accounted for by another pain diagnosis. Other masticatory muscles may be examined as

dictated by clinical circumstances, but the sensitivity and specificity for this diagnosis based on these findings
have not been established.

Types of myalgia as differentiated by provocation testing with palpation:
Local myalgia, myofascial pain, and myofascial pain with referral

Local myalgia (ICD-9 729.1; ICD-10 M79.14)

Description Pain of muscle origin as described for myalgia with localization of pain only at the site of palpation when using the
myofascial examination protocol.™
History Positive for both of the following:
1. Pain®* in the jaw, temple, in the ear, orin front of sar; AND
2. Pain modified with jaw movement, function, or parafunction.

Exam Positive for all of the following:

1. Confirmation” of pain location(s) in the tempaoralis or masseter muscle(s); AND
2. Report of familiar pain' with palpation of the temporalis or masseter muscle(s); AND
3. Report of pain localized to the site of palpation.

Validity Sensitivity and specificity have not been establishad.

Comments The pain is not better accounted for by another pain diagnosis. Other masticatory muscles may be examined as
dictated by clinical circumstances but the sensitivity and specificity for this diagnosis based on these findings
have not been established.

Myofascial pain (IcD-9 729.4; ICD-10 M79.1)

Description Pain of muscle origin as described for myalgia with pain spreading beyond the site of palpation but within the boundary
of the muscle when using the myofascial examination protocol.*

History Positive for both of the following:
1. Pain** in the jaw, temple, in the ear, orin front of ear; AND
2. Pain moedified with jaw movemant, function or parafunction.

Exam Paositive for all of the following:
1. Confirmation’ of pain location(s) in the tempaoralis or masseter muscle(s); AND
2. Report of familiar pain' with palpation of the temporalis or masseter muscles); AND
3. Report of pain spreading beyond the site of palpation but within the boundary of the muscle.

Validity Sensitivity and specificity have not been establishad.
Comments The pain is not better accounted for by another pain diagnesis. Other masticatory muscles may be examined as

dictated by clinical circumstances but the sensitivity and specificity for this diagnosis based on these findings
have not been established.

Myofascial pain with referral (ICD-9 729.4; ICD-10 M79.1)

Description Pain of muscle origin as described for myalgia with referral of pain beyond the boundary of the muscle being palpated
when using the myofascial examination protocol.” Spreading pain may also be present.
History Positive for both of the following:
1. Pain** in the jaw, temple, sar, or in front of ear; AND
2. Pain modified with jaw movement, function, or parafunction.
Exam Positive for all of the following:
1. Confirmation’ of pain location(s) in the tempaoralis or masseter muscle(s); AND
2. Report of familiar pain’ with palpation of the temporalis or masseter muscle(s); AND
3. Report of pain at a site beyond the boundary of the muscle being palpated.
Validity Sensitivity 0.86; Specificity 0.8
Comments The pain is not better accounted for by another pain diagnosis. Other masticatory muscles may be examined as
dictated by clinical circumstances but the sensitivity and specificity for this diagnosis based on these findings
have not been established.



Table 2 coniinued

Arthralgia (CD-9 524.62; ICD-10 M26.62)

Description Pain of joint origin that is affected by jaw movement, function, or parafunction. and replication of this pain occurs with
provocabion testing of the TMJ.

History e for both of the following:
in the jaw, temple, or in front of ear; AND
2. Pain modified with jaw movement, funcbon, or parafunction
Exam for both of the following:
! of pain location in the area of the TMJ(s); AND
f familiar pain® in the TMJ with at least one of the following provocation tasts
a. Pelpation of the lateral pole or around the lateral pole; OR
b. Maximum unassisted or assisted opening, right or left lateral, or protrusive movement(s).
Validity Sensitwity 0.89; Specificity 0.98
Comments The pain is not better accounted for by another pain diagnosis

Headache attributed to TMD (ICD-9 339.89 and 748.0; ICD-10 G44.80)%
Description Headache in the temple area secondary to pain-related TMD (see Note) that is affacted by jaw movement, function, or
parafunction, and replication of this hesdache occurs with provocation festing of the masticatory system.
History  Positive for both of the following:
1. Headache* of any type in the temple; AND
2. Headache modified with jaw movement, functicn, or parafunction.
Exam Positive for both of the following:
1. Confirmetion' of headache location in the area of the temporalis musclel
2.Report of familiar headache* in the temple area with at least one of the following provocation tests:
a. Palpation of the temporaks muscle(s), OR
b. Maximum unassistad or assisted cpening, right or left lateral, or profrusive movement(s).

Validity Sensitwity 0.89; Specificity 0.87
Comments The headache is not better accounted for by another headache diagnosss.
Note A diagnosis of pain-related TMD (eg. myalgia o TMJ arthraigia) must be present and is established using

vahd diagnostic criteria

*ICD-5: Intemational Claszification of Diseaszes Bth Revizion; ICD-10: international Clas=tication of Diseases 10th Revimion
"*The time frame for assessing pain incuding headache i in *the last 30 days® since the staied sensitivily and specificity of these criferia were established
bme frame. Although the specific time frame can be dependent on the conlexd in which the pain complaind is being assessad, the vaidity of this
dagnosis based on difierent ime frames has not been established
"The examines must identlify with the patient all anatomical locabons that they have experienced pain in the last 30 days For a gven diagnosis, the loca
tion of pain induced by the specified provocation tesi(s) mest be in an analomacal structure consisient with that diagnosis.
“sFamiliar pain® or “familiar headsche® is basad on pabent ssport that the pain induced by the specified provocation tesi(s) has replicated the pain that

the patient has expesriencedin the time frame of interest, which is usually the last 30 day=. *Familiar pain is pain that i similar or like the patient's pain

using

complainl “Famiiar headache? is pain that is smdar
The ICD-8 and ICD-10 have not established a spex

Fkoe the pabent’s headache complaint.
code for headache atirbuted to TMD as a se

35.88 and ICD-10 G44.85

Per quanto riguarda la DISFUNZIONE (7), si tratta di
alterazioni intracapsulari dell’Atm che possono causare
rumori articolari o, in associazione con un
interessamento della muscolatura stomatognatica,
difficolta di apertura della bocca fino ad una franca
riduzione




Table 3 Diagnostic Criteria for the Most Common Intra-articular Temporomandibular Disorders

Indicated hisiory and exam criferia must be met for each diagnosis except subluxation, which is based only on history.
Disc displacement with reduction (ICD-9 §24.63; ICD-10 M26.63)"
Ani lg= bi al disorder ewolving the condyle-disc comple In the dosed mouth positicn, the discis in
&n anterior posiion relatve to the condylar head and the disc reduces upon opening of the mouth. Medial and lateral
displacement of the disc may aiso be present. Clicking, popping, or snapping noises mey occur with disc reduction.
A history of prior locking in the closed position coupled with interferance in mastication preciudes this diagnosis.
Positive for et least one of the following:
1. In the last 30 days."* any TM. noise(s) present with jaw movement or function; OR
2 Pabent report of any noise presant during the exam.

Exam Pasitive for at least one of the fcllowing:
1. Cicking, poppéing. and/or snapping noise during both opening and closing s, detected with i
during &t least one of three repetitions of jaw opening and closing movements: OR
Za. Chckeng, popping, and/or snappeng noise delacted with palpation during at least one of three repetitions of
opening or dosing movemeni{sk AND
Th. Chcking. popping. and/or sneppang noise detected with palpation during at least one of three repetitions of
right or leit lateral, or protrusive movemnent(s)
Validity Without imagng: sensifiity 0.34; specificity 0.62. Imaging is the reference standard for this diagnosis.
Imaging When this diagnosis needs Lo be confirmed, TMJ MRI criteria® are positwe for both of the followmng:

1. In the maximurm intercuspal position, the posterios band of the disc is located anterior to the 11:30 position and the
intermediate zone of the disc is anlarior to the condyfar head: AND
2. On full opening, the ntermediatezone of the disc is located between the condylar head and the arficuler eminence.

Disc displacement with reduction with intermittent locking (ICD-9 524.63; 1CD-10 M26.63)
Description An intracapsular biomechanical disorder involving the condyle-disc compéex. in the dlosed mouth position, the disc is in
an ariferior positicn relative to the condylar hesd. and the disc intermitently reduces with opening of the mouth.
When the disc does not reduce with opening of the mouth, intermittent mred mandibulas opening occurs.

‘Whan limited opening occurs, 8 maneuver may be needed to untock the TMJ. Madial and lateral displacement of the

disc may &lso be present. Clicking. popping. or snapping noises may occur with disc reduction.

Positive for both of the following:

1 In the last 30 days.** any TMJ naisels) present with jaw movernent or function; OR

1b. Patient report of any nose present during the exam; AND

2 Inthe last 30 days,** jaw kocks with Emited mouth opening, even for 2 moment, and then unlocks.

F‘Dsilive for et least one of the following:
. Cicking, popping. and/or snapping noise detected during both opening and closing movements, detectad with
palpation during at least one of three repetitions of jaw opening and closing movemnents; OR

Za. Chcking, popping, and/or snapping noise detected with palpation during at least one of three repetitions of
opening of dosing mavementisk AND

2h. Cicking, popping. and/or snapping noise defected with palpation during at least one of three repetitions of
right or lett iataral, or profrusive movemant(s).

Without imaging: sensitivity 0.38; specificity 0.58. Imaging = tha referance standard for this diagnosis.

When this diagnosis needs to be confirmed, the imaging criteria® are the same as for disc displacement with

reduction if intermittent locking is not present st the bme of imaging. If locking occurs during imaging. &n imaging-

based diagnosis of disc displacement without reduction will be rendered and clinical confirmation of reversion to

intesmittent locking is neaded.

Note Although not raquired, when this disorder is present diinically. examination is positive for inabdity fo open to 8 normal

amount aven momentarily, without the clinician or patient parforming & maneuver to reduce the lock.

Disc displacement without reduction with limited opening (CD-9 524.63; ICD-10 M26.63)

An infracspsulas biomechanical disorder involving the condyle-disc complax. in the dosed mouth position, the discis in

&n anterior position relative to the condylar head, and the disc does not reduce with cpaning of the mouth.

Medial and |ateral displacament of the disc may aiso be peasent This disorder is associated with persistent imdad

mandibular opening that does not reduce with the clinician or pabient performing a manipulatve maneuver.

This is also referred to as *closed lock” This disorder is associated with Erited mandibular opening.

Positive for both of the following:

1. Jaw locked so that the mouth would not open all theway; AND

2 Limnitation in jaw opening severe enough o limit jaw opening and interfere with ability to eat.

Positive for the folowing:

1. Maximum assisted opaning (passive stretch) movement including verfical incisal overlap < 40 mm.

Without imagng: sensitiity 0.80; specificity 0.87. imaging is the reference standard for this diagnosis.

‘When this disgnosis neads to be confirmed, TMJ MRI criteria® are positve for both of the folowing:

1. In the maximum intercuspal position, the postanior band of the disc is located anterior to the 11:30 posidion and the
intermediate zone of the disc is antarior to the condytar head, AND

2.0n full opening, the intermediate zone of the disc is locsted anterior fo the condylar head.
MNote: Meximum sssisted opening of < 40 mm is determined cinically.

Presence of TMJ noise (eg, ciick during opening) does not exclude this diagnesis

P
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Table 3 continued

Disc displacement without reduction without limited opening (ICD-9 524.63; ICD-10 M26.63)

Description An infracapsular biomechanical disorder involving the condyle-disc complex. In the dosed mouth position, the disc is
in an anterior position relative the condylar head and the disc does not reduce with opening of the mouth. Medial and
lateral displacement of the disc may also be present. This disorder is NOT associated with current kimited opening.

History  Positve for both of the following in the past:
1. Jaw locked so that the mouth would not open all the way. AND
2. Limitation in jaw opening severe encugh o imd jaw opening and interfere with ability to eat.

Exam waofunm

1.Maximum assisted opening (passive stretch) mavement including vertical incisal overlap = 40 mm.

Without imaging: sensitivity 0.54; specificity 0.70. imaging is the reference standard for this dagnosis.
When this dagnosis needs o be confirmed. TMJ MRI criteria® are the same as for disc displacement without
reduction with limited opening.
Note: Maximum assisted opening of = 40 mm is determined clinically.

Note Presence of TMJ noise (eg. click during opening) does not exclude this diagnosis

Degenerative joint disease (ICD-9 715.18; ICD-10 M19.91)
A degenerative dsorder involving the joint characterzed by deterioration of articular Sssue with concomitant
osseous changes in the condyle and/or articular eminence.
History  Positive for at least one of the §
1.1n the last 30 days."* any TMJ 3) present with jaw movement or functon; OR
2. Patient report of any nose present during the exam.
Exam Positive for the following:
1. Crepitus detected with paipation during at least one of the following: opening. closing, right or left lateral,
of protrusive movement(s).
Without imaging: sensitivity 0.55; specificity 0.61. imaging is the reference standard for this diagnosis.
Imaging When this diagnosis needs %o be confirmed, then NJCYGM“Unpomm!otmnumdmldwng
Subchondral cyst(s), erosion(s), generalized sclerosis, or osteophy te(s). Note: Flattening and/or cortical scleross
are consideced indeterminant findings for degenerative joint dsease (DJD) and may represent normal variation, agng.
remodeling, or a precursor to frank DJD.



Per quanto riguarda l'eziopatogenesi dei Dtm, vi sono
ormai numerose prove a sostegno del ruolo del
BRUXISMO (14,15,16,17,18), in special modo del serramento
dentario come fattore di sovraccarico muscolo-
scheletrico, nella sua insorgenza, senza nessun ruolo
diretto dell’occlusione dentale, che rappresenterebbe, in
caso di squilibrio, solo un fattore aggravante, avendo un
ruolo nella distribuzione dei carichi (17,19,20)

Elevati livelli di compromissione nell’asse Il (7,22,23) di
valutazione psicosociale sono stati descritti in numerosi
lavori clinici sui Tmd, con influenza anche sulla prognosi,
ma non & mai stato chiarito il legame con I'insorgenza
dei sintomi (modello biopsicosociale)

L’'aspetto piu importante che lega il modello del

sovraccarico al modello biopsicosociale é il ruolo
primario che il primo puo assegnare agli aspetti
psicosociali

L’attivita muscolare isometrica protratta riconosce nella
anormale sensibilita allo stress e nella personalita
ansiosa i piu plausibili fattori eziologici, supportando il
potenziale ruolo primario della tensione emotiva come
fattore scatenante e di altri fattori di tipo affettivo come
predisponenti o aggravanti dei sintomi

Il bruxismo si distingue in (24,25,26,27)

e Bruxismo del sonno (sleep bruxism)

e Bruxismo della veglia (awake bruxism)

e Serramento (bruxismo statico, clenching)

e Digrignamento (bruxismo dinamico, grinding)

Durante la veglia puo essere presente bracing,
ovvero una condizione nella quale i muscoli



masticatori sono tenuti in costante tensione senza
contatto tra i denti, thrusting, ovvero una costante
spinta in protrusione della mandibola, oppure il
mantenimento di un costante contatto tra i denti

E altamente probabile che gli effetti del clenching e
del grinding si esplichino in modo differente sulle
diverse componenti del sistema stomatognatico (16)
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Quindi le sue conseguenze cliniche saranno
differenti, maggior sovraccarico muscolo-articolare
nel serramento, con possibile comparsa di Dtm,
maggiore usura e fratture dentali, trauma
parodontale da occlusione, complicanze protesiche
ed implanto-protesiche nel digrignamento

Senza entrare nel merito della sua complessa
eziopatogenesi (28), che potra essere oggetto di
trattazione a parte, potremo sintetizzare cosi

e Il bruxismo non é un disordine occlusale (29)

e | denti, il parodonto, le strutture muscolo-articolari
sono vittime e non causa di bruxismo (30)

e Il bruxismo del sonno ha origine centrale (31,32)



e | fattori psicosociali hanno maggiore importanza nel
clenching durante la veglia rispetto al bruxismo del
sonno (33)

- | DIGRIGNAMENTO

| VEGLIA+/-

A [ SONNO+++ |

R T

Per la diagnosi di bruxismo del sonno utilizziamo un
holter, il BRUXOFF (34,35,36,37,38,39)

Il bruxoff mette in evidenza la presenza di un
aumento della frequenza cardiaca e della
successiva contrazione del massetere (in una
finestra di 5 secondi), che permette di identificare
I'episodio di bruxismo e di differenziarlo da altre
attivita oromotorie (deglutizione, movimenti della



testaq, tosse, soliloquio), in quanto le RMMA
(attivazione ritmica dei muscoli masticatori) sono
secondarie ad un’attivazione del SNA

(40,41,42,43,44)
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La diagnosi di bruxismo della veglia é essenzialmente

una diagnosi self report, basata su una serie di
domande (45,46)

Item Si No Nonso

1) Digrigna 1 denti quando dorme?

2) Le hanno mai detto che digrigna i denti quando dorme?

3) Qualcuno ha sentito il rumore provocato dai suoi denti mentre dorme?

4) Le capita di svegliarsi con i denti serrati?

5) Le capita di svegliarsi con dolore o indolenzimento alla mascella?

6) Le capita di svegliarsi con dolore o indolenzimento ai denti e/o alle gengive?
7) Le capita di svegliarsi con un mal di testa nella regione delle tempie?

8) Le capita di svegliarsi con la sensazione che la mandibola sia bloccata?

9) Si € mai accorto di serrare i denti durante il giorno?

10) Si € mai accorto di digrignare i denti durante il giorno?

Sono attualmente in studio degli holter che permettono
di monitorare il paziente nelle 24 ore, permettendo

quindi di evidenziare un eventuale bruxismo della veglia
(47)



Quindi il bruxismo, in particolar modo il serramento
(contrazione isometrica, clenching), determinerebbe un
sovraccarico muscolo-scheletrico tale da indurre stress
sulle strutture articolari, con artralgia ed alterazioni
discali fino alla perforazione ed alla conseguente artrosi
e dolorabilita muscolare da esaurimento da fatica,
quindi I'insorgenza di un quadro clinico di Dtm (16,17,18)

Qualsiasi tipo di PLACCA OCCLUSALE (18) puo’ apportare
dei benefici, riducendo gli EFFETTI del bruxismo sulle
strutture muscolo-articolari

Questo in quanto é spesso sufficiente incrementare la
dimensione verticale per ridurre lo stress sulle strutture
muscolo-scheletriche



L’effetto e, pero, solo momentaneo, in quanto dopo
qualche mese, le nuove fibre reclutate a causa della
variazione del loro asse di lavoro dovuto alla presenza
della placca, vanno anche loro incontro ad esaurimento
da fatica, e questo costringe il clinico a continui
aggiustamenti, senza intervenire sulla causa

Al contrario, ELIBA™ (48) risulta in grado di agire sul
bruxismo e non solo sulle sue conseguenze
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SENZA ELIBA CON ELIBA

Il dispositivo R.O.LI.NMF. ®, oltre a ridurre il bruxismo,
determina anche un riequilibrio occlusale qualora
l'occlusione, evidenziata dalle nostre metodiche
neuromiofasciali, risulti non equilibrata (17,19,20)

Cio’ determinerebbe una torsione mandibolare durante
il serramento, con aggravamento del danno articolare e
muscolare
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