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Psychological evaluation and cope 
with trigeminal neuralgia and 
temporomandibular disorder

Adriana Ronchetti de Castro1, Silvia Regina Dowgan Tesseroli de Siqueira2,  
Dirce Maria Navas Perissinotti3, José Tadeu Tesseroli de Siqueira4

Abstract – Objective: To determine the psychological aspects of orofacial pain in trigeminal neuralgia (TN) and 
temporomandibular disorder (TMD), and associated factors of coping as limitations in daily activities and 
feelings about the treatment and about the pain.    Method: 30 patients were evaluated (15 with TN and 15 with 
TMD) using a semi-directed interview and the Hospital Anxiety Depression (HAD) scale.    Results: TN patients 
knew more about their diagnosis (p<0.001). Most of the patients with TN considered their disease severe 
(87%), in opposite to TMD (p=0.004); both groups had a high level of limitations in daily activities, and the 
most helpful factors to overcome pain were the proposed treatment followed by religiosity (p<0.04). Means 
of HAD scores were 10.9 for anxiety (moderate) and 11.67 for depression (mild), and were not statistically 
different between TMD and NT (p=0.20).    Conclusion: TN and TMD had similar scores of anxiety and depression, 
therefore patients consider TN more severe than TMD. Even with higher limitations, patients with TN cope 
better with their disease then patients with TMD.
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Avaliação psicológica e enfrentamento na neuralgia trigeminal e disfunção temporomandibular

Resumo – Objetivo: Comparar aspectos psicológicos de dor orofacial entre neuralgia trigeminal (NT) e 
disfunção temporomandibular (DTM), e repercussões em atividades diárias, enfrentamento a representação 
da dor.    Método: 30 pacientes foram avaliados (15 com NT, 15 com DTM) utilizando entrevista semi-dirigida 
e a Escala Hospitalar de Ansiedade e Depressão (HAD).    Resultados: Pacientes com NT sabiam melhor sobre 
seu diagnóstico (p<0,001). A maioria destes considerou sua doença grave (87%), em oposição a pacientes 
com DTM (p=0,004); ambos tiveram um alto nível de limitações durante atividades diárias, e o tratamento 
seguido da religiosidade foram considerados os aspectos mais positivos para superação da dor (p<0,04). Não 
houve diferença estatística entre os grupos quanto a HAD (p=0,20), sendo a média dos índices foi 10,9 para 
ansiedade (moderada) e 11,67 para depressão (leve).    Conclusão: Tanto pacientes com NT como pacientes com 
DTM apresentaram níveis semelhantes de ansiedade e depressão, entretanto pacientes com NT consideram 
sua doença mais grave do que os outros doentes. Mesmo com alto grau de limitações, seu enfrentamento da 
doença é melhor do que o enfrentamento de doentes com DTM.

Palavras-chave: neuralgia trigeminal, DTM, cirurgia, dor orofacial, ansiedade, depressão, representação 
da doença.
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Chronic pain is one of the main causes of physical and 
psychosocial distress, absences at work and retirement 
because of handicap1,2. It causes intense suffering, anxi-
ety and incapacitation3. Patients often need an interdisci-
plinary group and the focus of treatment should include 
quality of life and coping4. Therefore, there might be dif-
ferences among the diseases and it should be investigat-

ed not only in its physical but also in its psychological as-
pects and correlates.

Trigeminal neuralgia (TN) in an excruciating neuro-
pathic pain with unknown etiology, and it is considered 
one of the worst causes of suffering associated to pain5. 
It often cases depression and even suicide in some cas-
es. Its treatment is usually efficient in the beginning, be-
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ing carbamazepine is the drug of choice6. Unfortunatel-
ly, more than 75% of the patients need neurosurgery to 
control their pain during the first 5 years7. The long histo-
ry of pain and return of crises are important factors that 
indicate the need of support for these patients. Even af-
ter surgery, many of them have complications as numb-
ness and masticatory abnormalities, such as chewing dif-
ficulties, weakness at the jaw, mouth opening limitations8, 
and pain can still come again. Temporomandibular disor-
der (TMD) is a general term for musculoskeletal pain of 
the masticatory system with multiple etiology. It is one 
of the most common diagnosis of chronic orofacial pain, 
associated to pychosocial, behavioral, cognitive and emo-
tional factors9, and patients often have depression and/
or anxiety. Beyond physical abnormalities at the muscles 
and at the teeth and joints, emotional stress is also as-
sociated10, and psychological assistance is necessary for 
most of the patients11.

Different orofacial pains may have variable levels of 
anxiety and depression, and especially variation in ways 
of coping, daily limitations or perception of the disease. 
Thus, the aim of this study was to determine the psycho-
logical aspects in TN and TMD, and associated factors of 
coping as limitations in daily activities and feelings about 
the treatment and about the pain.

Method
The study was approved by the local Ethics Committee. All 

patients had more than 18 years old and all had agreed to par-

ticipate of the study and signed the informed consent. 

We evaluated 30 consecutive patients at the Orofacial Pain 

Team, Dentistry Division and at the Facial Pain Clinic, Neurology 

Division of a general hospital; 15 had typical trigeminal neuralgia 

(NT) following the IASP criteria12 (shock-like pain in paroxysms 

triggered by a light touch), and 15 had TMD, following the Acade-

my of Orofacial Pain criteria13. Patients were divided into 2 groups:

Group I: 15 TN patients: 5 hospitalized and waiting for surgi-

cal treatment, 5 in clinical treatment and 5 just diagnosed as TN.

Group II: 15 TMD patients: 5 hospitalized and waiting for surgi-

cal treatment, 5 in clinical treatment and 5 just diagnosed as TMD.

Exclusion criteria

After the selection of the patient, we analyzed their medical 

history to verify other previous diagnoses as psychosis, demen-

tia, delirium or conscious lowering, which could compromise 

data collection. No patients were excluded during the period 

of the research.

Data were collected using a semi-directed interview with 

questions about the pain perception, limitations of daily activ-

ities and ways of coping, and the HAD scale (Hospital Anxiety 

Depression Scale)14. These instruments, currently used in chronic 

patients at the hospital, were applied by the same psychologist 

for all patients, and the evaluation lasted 1 hour. Hospitalized 

patients were evaluated at the pre-operative period; patients 

clinically treated had their interview scheduled, and the recent-

ly diagnosed patients were evaluated immediately after the ap-

pointment for diagnosis.

The results were evaluated using frequencies and compar-

isons, and the HAD data were analyzed following the criteria 

of Botega et al.14: anxiety can be scored as without symptoms 

(≤6.2), subclinical (6.2< × ≤8.9), mild (8.9< × ≤11.5), moderate 

(11.5< ×  ≤13.8) or severe (>13.8), and depression can be scored as 

without symptoms (≤4.3), subclinical (4.3< × ≤6,4), mild (6.4< × 
≤11.8), moderate (11.8< × ≤12.3) or severe (>12.3). Statistical anal-

ysis was performed with the chi-square test and T-test, and the 

significance level was 5%.

Results
General characteristics
Both groups of patients (TMD and TN) were similar 

about gender, ages, racial group or educational degree (Ta-
ble 1). Symptoms of patients with TN were unbearable 
shock-like pain and symptoms of TMD patients were usu-
ally fatigue at the face and pain at masticatory muscles 
(temporalis and masseter) palpation. These patients were 
evaluated by the Research Diagnostic Criteria for TMD 
and all had diagnosis of Group I (myofascial pain with-
out mouth opening limitation). Group I had statistical-
ly more history of previous surgery (46.7%) than group II 
(1.3%) (p=0.004) (Table 1).

Understanding of the diagnosis and 
treatment (semi-directed interview)
The understanding about the surgery was different be-

tween patients with TMD and TN. Patients with TN asso-
ciated the surgery more with the nerve and patients with 
TMD associated it more with pain (p=0.006) (Table 1)

The perception of severity was almost the opposite 
between the groups (p=0.004) (Table 2).

Limitations because of pain and coping 
with it (semi-directed interview)
The majority of patients with TMD and TN reported 

having severe limitations because of pain. Useful manners 
to overcome it were the treatment itself and their religi-
osity (p<0.04) (Table 3). Religiosity is one important fac-
tor for coping with chronic diseases and was found in pa-
tients of this sample.

Most of the patients from both groups were away of 
work (Table 1).

All patients believed that the hospitalization and sur-
gery were the only current ways to improve or cure their 
pain (Table 1). Tthe most common collateral effect report-
ed was dizziness by the medication.



Arq Neuropsiquiatr 2008;66(3-B)

718

Trigeminal neuralgia, temporomandibular disorder
Castro et al.

Table 1. Comparison between patients with TN and TMD about their general characteristics (N=30).

TMD TN

Gender Male: 2*
Female: 13

Male: 6 
Female: 9

Ocupation Working: 5
Dismissed from work: 6
Unemployed: 3
Retired: 1

Working: 1
Housewife: 6
Dismissed from work: 4
Unemployed: 2
Retired: 2

Anterior hospitalization Yes: 2*
No: 13

Yes: 7
No: 8

Reason for hospitalization Pain: 10
Surgery for pain: 3
Another reason: 2

Pain:9
Surgery for the nerve: 6**
Another reason: 0

Expectations Alleviation of symptoms: 8
Cure: 4
Worsening: 1
Normal life: 0

Alleviation of symptoms: 6
Cure: 7
Worsening: 0
Normal life: 2

Fears Death/sequalae: 2
No improvement: 9
Failure of treatment: 2
Did not answer: 2

Death/sequalae: 0
No improvement: 9
Failure of treatment: 4
Did not answer: 2

Meaning of hospitalization Positive: 4
Positive and negative: 4

Positive: 5
Positive and negative: 0

Belief about hospitalization Possibility of cure: 15*** Possibility of cure: 15

*p=0.004; **p=0.006; ***p=0.01 

Table 2. Severity of pain, comparison of TN and TMD patients 
(N=30).

TN TMD

Mild 3 11*

Severe 12 4

*p<0.004; chi-square test.

Table 3. Limitations and overcome of limitations because of pain 
(N=30).

TN TMD

Limitations Severe
Mild

13
2

14
1

Overcome of 
limitations

By the treatment
By religiosity
By accepting the disease
By facing the pain

9
3
–
1

7*
6*
1
–

*p<0.04; chi-square test.

Table 4. Means of anxiety and depression by the HAD scale: 
comparison between TMD and NT (N=30).

TMD TN p

Anxiety 10.53±3.11 12.8±5.10 0.200

Depression 10.53±4.6 11.26±5.31 0.549

Expectations and fears (semi-directed interview)
Expectation, fears and positive impression of hospital-

ization were similar in both samples. All patients were ex-
pecting the cure and would be satisfied with the allevia-
tion of part of their symptoms, and the most important 
fear was no improvement of pain. Hospitalization was as-
sociated with a great possibility to get pain alleviation by 
surgery (P=0.01) (Table 1).

Anxiety and depression (HAD)
Means of HAD scores were 10.9 for anxiety (moderate) 

and 11.7 for depression (mild) for the whole sample. TN 
anxiety (mean 12.8) and depression (mean 11.26) were high-
er than TMD (both means 10.53), but not statistically dif-
ferent (p=0.20). There was no differences according to the 
need of surgery or not (Tables 4 and 5). Patients with facial 
pain had higher scores of anxiety and depression than pa-
tients from other clinics at the hospital (Table 5).

Discussion

The most interesting result of this study was that, 
despite TN was considered more severe by the patients 
than TMD, the anxiety and depression scores were similar 
between them. Therefore, as expected, both facial pains 
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can psychologically affect the patients when compared 
to other clinics at the hospital.

In fact, TN is one of the worst pain syndromes and 
it is accompanied by severe limitations5, but also TMD 
patients complain about it in a similar way, as we can ob-
serve in this study (Table 3). These data may suggest that 
severity is not correlated to the quality of life, and mild to 
moderate pain also can limit daily tasks. It is important to 
evaluate these psychosocial aspects in facial pain patients, 
as their understanding can improve the treatment with-
out underestimating lower intensities of pain, especially 
in chronic patients.

For TMD, surgery is considered as a possibility of pain 
alleviation, therefore in TN, it is the manner to remove the 
pain cause, associated to the trigeminal nerve (Table 1).  
The multifactorial etiology of TMD9 may confuse the pa-
tients about their diagnosis, which can be underlying the 
high limitations of activities that both group of patients 
had15. On the other hand, TN has a clearer etiology al-
though it is still considered idiopathic7. It is important for 
all patients with facial pain to explain their diagnosis16. TN 
was well understood by the patients that participated in 
this study, but currently it is common to find iatrogenic 
procedures as dental treatments9,17.

The patients have a lot of expectation about the sur-
gery, and it is known that religiosity and faith are impor-
tant ways of coping with pain, which were found in this 
study. Expectations are always high in chronic pain pa-
tients and they were not associated to the intensity ei-
ther, but with the duration of pain and limitations17.

In conclusion, TN and TMD had similar scores of anxiety 
and depression, therefore patients consider TN more se-

vere than TMD. Even with higher limitations, patients with 
TN cope better with their disease then patients with TMD.
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Table 5. Means of anxiety and depression by the HAD scale: comparison among patients hospitalized, in clinical treatment, at the moment 
of diagnosis, and with patients from other clinics at the hospital (N=30).

Anxiety Depression p

Facial pain patients At diagnosis
Clinical treatment
Hospitalized
Total

10.0±4.7
11.8±4.4
13.2±3.6
11.7±4.3

Mild
Moderate

Severe
Moderate

10.1±5.5
12.7±5.2
9.9±3.9

10.9±4.9

Mild
Moderate

Mild
Mild

0.753
0.221
0.308
0.100

Other patients 
at the hospital

Clinical treatment
Hospitalized

8.1±4.7
7.1±4.3

Mild
Subclinical

6.2±4.8
5.2±4.0

Whitout
Without

0.05*
0.05*

*Patients with facial pain had higher scores of anxiety and depression than patients from other clinics at the hospital.


