OROFACIAL PAIN
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Orofacial pain is the field of dentistry related to diagnosis and
management of chronic, complex facial pain and orofacial
disorders.
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Orofacial pain, like pain elsewhere in the body, is usually

the result of tissue damage and the activation of nociceptors,
which transmit a noxious stimulus to the brain. Orofacial
disorders are complex and difficult to diagnose due to rich
innervations in head, face and oral structures.
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Ninety percent

of orofacial pain arises from teeth and adjoining structures.
As a dentist, one must be trained to diagnose and treat acute
dental pain problems.
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PAIN
Dorland's Medical Dictionary defines pain as <A more or

less localized sensation of discomfort, distress or agony resulting
from the stimulation of nerve endings.” It indicates that pain
is a protective mechanism against injury.
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International Association for the Study of Pain (IASP) has defined pain
as “an unpleasant sensory and emotional experience associated
with actual or potential tissue damage, or described in terms

of such damage”./
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DIAGNOSIS

The most important component of managing pain 1s in
understanding the problem and establishing the proper
diagnosis. For establishing the correct diagnosis, the dentist must
record all relevant information regarding signs, symptoms,
history of present complaint, past medical and dental history.

A ICE
o Qf j_sg\’ d oar G99 oG BT Y e el G
o e ey T BV SV FENRAFEN U AP UK B TS

f
.o‘l
codul ST F sl LAl oS FE



HISTORY OF PAIN

History of pain includes the following:

Chief Complaint

* [Location

* Onset

* Chronology

* Quality

* Intensity

* Aggravating factors
* Precipitating factors
* Past medical and dental history
* Psychologic analysis
* Review of systems
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Orofacial pain can be basically divided into odontogenic
(dental pain) and nonodontogenic pain (nondental). Dental pain
may have origin in the pulpal tissue or the periradicular tissue.

Nondental pain can be in form of myofacial toothache, 0o e i s F % 8 ¢ yf
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SOURCES OF ODONTOGENIC PAIN
a. Dental Pain of Pulpal Origin

afferent (foward the brain)

efferent (away from the brain)
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a. Marginal fibers

b. Simple predentinal fibers
c. Complex predentinal fibers
d. Dentinal fibers



both pain and- ! : ! ! e -
nerve endis

pain. Fast| 4283 8o¢) & i) Ay Z i) tﬂig S P-N o d)ick iEzd | gad
C-fibers. & T P I G o T SR i staf Wl fo ni &y o3 i I %
or stabbi . C dlplabegls bagky 9 A “-“AU“-.‘E%&EOJEJ sd l‘ﬂe‘-ﬁﬁd"%
burning, « o) )3 Jizedly slon n A @l o)

enaure

Jopemall sz 63 fos ¢ GUE e perd deEC il poulEle

Primary Afferent Axons

- = A—
o =y Fr—l, -
£ X -
'\"-.\__'--\_--' F ¥ e Sl
p —
L o+ 5 F
- - L . J L _
[
5

Axan Type Am AR Ab
DEmeier (umi  13-20 fi-12 I-5
Spred il gil-121 k=TS s =



The pulpal pain is of threshold type, that is, no response
occurs unt”
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b. Dental Pain of Periodontal Origin

Periodontal pain is deep somatic pain of the musculoskeletal
type because of presence of propriocepte

localize the pain of periodontal origir

pain presents no diagnostic problems

tooth can be readily identified. This
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When the periodontal pain involves many teeth, one may
consider occlusal overstressing which could be due to occlusal
interferences or parafunctional habits such as bruxism.
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PULPAL PAIN

1. DENTINAL SENSITIVITY

In the absence of inflammation, dentinal sen
form of pulp discomfort. The pain is often ¢
a short, sharp, shock and it is brought on by
factor such as hot or cold, sweet, sout, acid ¢
pathologic, but 1s rather, fluid flow in the der
stretches or compresses the nerve endings th
the tubular extensions of the pulp odontoblz
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Dentinal sensitivity may also develop When dentm 1s exposed
from gingival recessi~ i
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Diagnosis

1. Apply the irritant wh
cold, sweet or sout or s
2. All diagnostic tests st
and radiographs give nc
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After diagnosis, dentinal hypersensitivity can be treated by
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2. REVERSIBLE PULPITIS

In reversible pulpitis, pain occurs when a stimulus (usually cold
or sweets) 1s applied to the tooth. When the stimulus is removed,
the pain ceases with in 1 to 2 second, 1.e. it sh=""

normal with removal of cause. The comnr s . -

pulpitis are caries, faulty restorations, tra @JQICJ‘DOO C‘mdj -2
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Diagnosis

Diagnosis is made by ¢
If there is discrepanc . n
symptoms and clinicz U< C‘JJA&O‘
from the patient. It is ey en e how
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If tooth is sensitive t S
hyperocclusion.



Treatment
1. Removal of the cause if present (caries

exposed dentinal tubules).

2. If recent operative procedure or traum
then postpone the additional treatment a
tooth.

3. If pulp exposure is detected, go for ro
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3. IRREVERSIBLE PULPITIS

Irreversible pul
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Diagnosis
Diagnosis is usually made after taking tk
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2. Tooth 1s hypersensitive to hot or cold

duration.
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pressure on pulpal nerve fibers caused &
inflammation of the pulp.
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endodontic therapy.
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Diagnosis
1. Tooth 1s usually asymptomatic; may give moderate to severe
pain on biting pressure (It is not symptom of necrotic pulp

but it indicates inflammation).
2. Pulp tests show negative response but in case of multirooted

teeth, it can give false positive results.
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Treatment
Complete removal of pulpal tissue that 1s root canal treatment.
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PERIODONTAL PAIN

1. ACUTE APICAL PERIODONTITIS Mo Jaok ECJ‘ Jt Pﬂ‘

It 1s the inflammation of periodontal ligament

which 1s caused

by tissue damage, extension of pulpal pathology or 7:55: W Vais, 'y | s, e oAl éé -1
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occlusal )C ( &

trauma. Tooth may be elevated out of the socket
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ligament. Pain "

remains until the bone is resorbed, fluid is drained 1 ¢ Lo = J/ Qé'f s IF Jl C;/-‘-‘f = O
or irritants . f P4 ?‘ Lﬁﬁ (B g )

are removed.
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Diagnosis

1. Check for decay, fracture lines, swelling, hype
sinus tracts.

2. Patient has moderate to severe pain on pe:
3. Mobility may or may not be present. )

4. Pulp tests are essential and their results mu i_gi)
with other diagnostic information in order tc L;"" > A & ) C ? s
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if inflammation 1s of pulpal origin or from c Sek e .
5. Radiographs may show no change or wide ‘-éd LA\ L f -2
periodontal ligament space in some cases.
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Treatment
1. Complete removal of pulp.
2. Occlusal adjustment.



2. ACUTE PERIAPICAL ABSCESS

Acute periapical abscess is an acute inflammation of periapical
tissue characterized by localized accumulation of pus at the apex
of a tooth. It is a painful condition that results from an advanced
necrotic pulp. Patients usually relate previous painful episode
from irreversible pulpitis or necrotic pulp. Swelling, tooth
mobility and fever are seen in advanced cases.
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1. Spontaneous dull, throbbing or persistent pain is present. 2/ == ¢ GUe -1
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2. Tooth 1s extremely sensitive to percussion. . ) s

3. Mobility may be present. (ot | 2
4. On palpation, tooth may be sensitive. 38 S odt < \

5. Vestibular or facial swelling in seen in these patients. C » d&J L; -3
6. Pulp tests show negative results. o Ghasy | T é f -4
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Treatment

1. Drainage

2. Complete extirpation of pulp.

3. Appropriate analgesics and antibiotics if necessary.
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3. CHRONIC APICAL PERIODONTITIS
It is caused by necrotic pulp which results from prolonged c} 2 ’l 'q«" c" ;U"" x‘) dc 3 ﬁ:ﬁ thvﬂ:‘ d) _ 3

inflammation that erodes the cortical plate making a periapical
lesion visible on the radiograph. The lesion contains granulation

tissue consisting of fibroblasts and collagen. 2 o ,j\}” e .L J:j y Ja " . j Ll\f |- @.u
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Diagnosis
1. It 1s usually asymptomatic but in acute phase may cause

a dull, throbbing pain. : o
2. Pulp tests show nonvital pulp. )

3. There is no pain on percussion. cIhiaYy) Ci—‘s @ \ vaﬂL—P s - -1
4. Radiographically, it is usually associated with periradicular LI & i R o

radiolucent changes.
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Pericoronitis
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SOURCES OF NONODONTOGENIC PAIN

Tooth aches of nondental origin
are usually suspected when patient convincingly reports
that pain is usually felt in this particular tooth. But dentist

‘ :.4 1 _ A :J\. “ 4‘2
should be aware of this fact that some tooth aches felt in U'“ u u.“ dm— Ls

the tooth/ teeth do not originate from these structures.
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pain. Heterotrophic pain can be defined as any pain
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Heterotopic Pain

Any pain that is felt in an area other than its true source is heterotopic
pain. There are three types of heterotopic pain: referred, central, and
projected.105,106 Referred pain is pain felt in an area innervated
by a nerve different from the one that mediates the primary pain.
Referred

pain cannot be provoked by stimulation of the area where the pain is
felt; rather, it is brought on by manipulation of the primary source of
Pain In addition, referred pain cannot be arrested unless

the primary source of pain is anesthetized.
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Odontogenic Referred Pain

In this pain originates from pulpally involved tooth
and is

referred to adjacent teeth /tooth or proximating
deep and

superficial structures. For example, pain from
pulpal involvement

of mandibular second or third molar is referred to
ear. This

pain is diagnosed by selective anesthesia
technique.
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Odontogenic Referred Pain
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Nonodontogenic Referred Pain

In this pain originates from deep tissues, muscles, joints,
ligaments, etc. and is perceived at a site away from its
origin. Pain arising from musculoskeletal organs is deep,
dull, aching and diffuse type. Pain form cutaneous origin
is of sharp, burning

and localized. (For example, pain of maxillary sinusitis
and may result pain in maxillary premolars.)
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Nonodontogenic Referred Pain
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Overall, one can classify the nonodontogenic reasons for
toothache into five broad groups of pain disorders:

1. Musculoskeletal and other nonprogressive pains arising
from somatic structures

- A o Syfi £ s 28 wx % 5

2. Neurovascular pain, otherwise known as headache bd\ ‘ (s ‘ d“ 6 ‘ di‘J . A .xjt_\u
disorders ~ ey x5~ B X y .
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3. Neuropathic pains : HU \ & N PN ]
4. Pain of purely psychologic origin, otherwise known as Cf d\

sychogenic toothache . 5 G~ ev a4 . v
Z.)I;qingqssociqted with a pathologic process CJ‘-E ‘ @) C\ | 3 JCM Cij ¢ d\; '1
JEENS 2 gl Fle s Hpae TV -2
oz A Dsd Td -3
il | T (G ud 5T 4
gt Vgded g oods5 7T -5



Myofascial Toothache

Any deep somatic tissue in the head and neck region has
tendency to induce referral pain in the teeth. In these structures,
pains of muscular origin appear to be the most common.
Muscles which are commonly affected are masseter, temporalis
but in some cases medial, and lateral pterygoid and digastric
muscles are also affected.
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Myofascial Toothache
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Characteristic Findings of Muscular Toothache are:

1., diffuse, dull and constant pain.

2. Pain increases with function of masticatory muscles. For
example, pain is increased when chewing is done because

of effect on masseter muscle.

3. Palpation of the involved muscles at specific points (trigger
points) may induce pain.

*Trigger points are hyperexcitable muscle tissues which may
feel like taut bands. or knots

4. Usually arise with or without pulpal or periradicular
pathology.

5. Tooth pain is not relieved by anesthetizing the tooth; rather
local anesthesia given at affected muscle may reduce the
toothache.
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Diagnosis of these muscular pains as

nonodontogenic tooth é"a‘; 5‘0 ) \~ ‘i L_A_:; @Mj‘ ejm uaiéi}f

is purely based on lack of symptoms after

diagnostic tests such ¢“j&‘ J.C ub‘)‘;y‘ ld }; (_A‘C U“‘Mﬁ

as pulp testing, percussion and local anesthesia ., A .
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Several therapeutic options used in the management of
these muscular pain are:

i. Restriction of functional activities within painless limit

ii. Occlusal rearrangement - R O A w?h
iii. Deep massage ° uy\éj\ OO JMJMM\ ‘A‘ bk_g_j‘
iv. Spray and stretch technique
v. Ultrasound therapy

vi. Local anesthesia at the site of trigger points ’ }di‘ ng L.g ij .a}‘ C{L’_LW ZJJ |

vii. Analgesics

viii. Anxiolytics. o Lé Yidhae ) =
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Neurovascular Toothache

The most common neurovascular pain in the mouth and face i . X e T ij\ o ?
is migraine. This category of pain includes three subdivisions G 5@ I \ £ vz

of primary headache. These are: Neurovascular Toothache
i. Migraine

ii. Tension type headache

iii. Cluster headache. S s T T g e N
eld el guad
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These neurovascular entities can produce relatively
localized

pains that match with sign and symptoms with the
toothache.

These accompanying toothaches are usually
mistaken for true

odontogenic pains and can be treated as separate
entities.

Unfortunately there are several clinical
characteristics that could

misguide clinician in diagnosis and treatment.
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The following characteristics are usually found common

in neurovascular toothache are:

1. The pain is deep, throbbing, spontaneous in onset, variable
in nature and pulsatile. These are characteristics which
simulate pulpal pain.

2. The pain is predominantly unilateral.

3. Accompanying toothache shows periods of remission that
imitates the pain-free episodes or temporal behavior found
in neurovascular pain.

4. Headache is considered as the main symptom. It is most
often accompanied by toothache.
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5. Recurrence is characteristic finding in neurovascular . { Ls‘.b;f N (g b LSUJL 3 -5

pain.

Sometimes, the pain may undergo remission after dental “%L’“ - é“*‘ . CET @L’- e Yaayg| Ay, XY an
treatment has been performed in these teeth. It usually o™ 5 _3xgd & #% J ks Laf
Ls . J Lo Ls}j C Ls C °
appears for certain period of time and may even spread v &/f Sy B DU : . ;‘j\
. : C—Hsze ), G

to adjacent teeth, opposing teeth or the entire face.

6. Autonomic effects such as nasal congestion, lacrimation, c'&lﬁ cary! ) L._\a.b’ L}AC L.AL_B}J\S;\}“ a J—‘J J -6

rhinorrhea and edema of the eyelids and face is seen. J &f é g —ary) J
Sometimes edema of the eyelids and face might lead to 5 . A . 7
confusion in diagnosis as these features bear a ‘_’CJ Lsf ‘% - \ 2 L f : J C \ C ¢ - \?‘Ay\ e
resemblance L\jdf RGNV N u;u;.&j gl

to abscess.



Migraine Cj { j\
Migraine has been divided into two main types:

1. Migraine with aura. \2 =3 L.A;‘ t)iﬁr 3S5J
2. Migraine without aura. (CIUI’CI) C iv-é' ‘dc—&~CJ s jw -
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Features of Migraine
* Commonly found between the age group 20-40 years. C}j jl.—\£~
* Visual auras are most common. These usually occur 10-

30 minutes prior to the onset of headache pain. (Migraine

C; 40 -20 C—U 2 .Jg._{@ Ls“ﬂd‘—’i) -

with aura.)

* Pain is usually unilateral, pulsatile or throbbing in nature Cj&‘ﬂSO -10 u»d;_\ L sale | Cxcg_\wc_a\jf Ci_m m
* More common in females EU | Y] CJ‘J_" =

* Patient usually experiences nausea, vomiting, photophobia .o . ¢ Y f s g

* Various drugs used in the management of migraine are . 3'% s = c._ndégu ‘—‘8 é‘ﬂd vl

sumatriptan, B-blockers, tricyclic antidepressants and calcium
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channel blockers.

sumatriptan, 3-blockers, tricyclic
antidepressants and calcium channel
blockers.



CLUSTER HEADACHE

* Commonly found in the age group 20-50 years

* Cluster headaches derive their name from the temporal
behavior and usually occur in series, i.e. one to eight attacks
per day

* More common in males than females

* Pain is unilateral, excruciating and continuous in nature and
usually found in orbital, supraorbital or temporal region

* Autonomic symptoms such as nasal stuffiness, lacrimation,
rhinorrhea or edema of eyelids and face are usually found
* Standard treatment is inhalation of 100 percent oxygen.
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CARDIAC TOOTHACHE

Severe referred pain felt in mandible and maxilla from
area outside the head and neck region is most commonly
from the heart. Cardiac pain is clinically characterized by
heaviness, tightness or throbbing pain in the substernal
region which commonly radiates to left shoulder, arm, neck
and

mandible. Cardiac pain is most commonly experienced on
the left side rather than right. In advanced stages, the
patient may

complain of severe pain and rubs the jaw and chest. In
present time, dentist should be aware of incidence of jaw
pain that is occurring in number of patients secondary to
cardiac pain.
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Sometimes, patient presents dental complaints as the chief
complaint rather than having pain in substernal region, it creates
confusion in diagnosis for dental pain. A lack of dental cause

for dental pain should always be an alerting sign. Anesthetizing & g;/i ) ey ﬁj? Ls-‘\-‘ (Y o c;‘ﬂ
the lower jaw or providing dental treatment does not decrease ‘;j) | Ccaad ij A Ls‘jj it “ éi, C{i (s szg_m
the tooth pain, it indicates that primary source of pain is not ’ T - . -
the tooth. Usually the cardiac toothache is decreased by uc 4 & J = LTS f G&CJ O u
taking rest or a dose of sublingual nitroglycerin. A complete Lﬁ‘ | Lsd \ LSL.W }Qﬁ)‘—’% v C4 RSN "Jl
medical history should be taken when cardiac toothache is > q o i LA\ FI3E f_{ ‘ GT ° U\\ LSLJLSJ ’ i’\_,u
suspected and should be immediately referred to cardiac unit ale™ - f T \_.Lu:\y\ g 2 ;‘j\
in hospital. e 52 ‘-5?‘-9 /?'
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In brief, the following characteristics of cardiac toothache

are:
1. Pain is of sudden in onset, gradually increasing in intensity,

diffuse with cyclic pattern that vary in intensity from mild . 4 ° o Mo 5L s L. .
fo severe Yp : @Gﬁf o T $O ¢ g CYRRE YRS T

2. Tooth pain is increased with physical activities.

3. Chest pain is usually associated. ¢ : R PR ~ 4 i
ol ¢ (e ¢ )l b@ g&u _

4. Pain is not relieved by anesthesia of lower jaw or by TS ;d ' %3:' - 3 J". el d :J
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NEUROPATHIC PAIN

Neuropathic pain is usually caused by abnormalities
in the neural

structures themselves. Neuropathic pain is sometimes
misdiagnosed as psychogenic pain because local
factors cannot

be visualized.

Neuropathic pain can be classified into different
categories:

i. Neuralgia

ii. Neuritis

iii. Neuropathy
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Neuralgia . 2t
uralgia | - Neuralgia i 2l
Paroxysmal, unilateral, severe, stabbing or lancinating

pain, usually are the characteristics of all paroxysmal Y s - 6 s, : . e
neuralgias. The pain is usually of short duration and lasts for Y | = ua C—’d!;‘ CQUC ¢ ? QL
few seconds. SO IS NI PERN
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Trigeminal Neuralgia

* |t is also known as “Tic Doulourex” which has literal
meaning of painful jerking

* Usually characterized by paroxysmal, unilateral, sharp,
lancinating pain typically confined to one or more branches
of Sth cranial nerve Trigeminal Neuralgia '@ of g=as
* Even slight stimulation of “Trigger points” may elicit sharp, "
shooting pain
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* Sometimes trigger points are present intraorally.

These are o 8 - . . A

alsl n
stimulated upon chewing which may led to diagnosis : 4 - d&) ?‘J‘é}‘ :—Uf L‘AY‘ U Lsd .
of (;\M bd ‘ T ¢ J‘Jﬁ 9 @-4. 2 4‘%"‘ o

odontogenic pain. Intraoral trigger points always °

ol B 5 Lo asd Gl sl
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confusion in diagnosis if not properly evaluated . “ e v P

* Local anesthesia given at the trigger point reduces C C. f L.A_.S‘)ti JN ujf Je T f }:Udj -
the attacks \o J‘_d\\ Jf df )Y m
* It rarely crosses midline : ; i§

* Frequently occur in persons over the age of 50 years - 2! . ¢ d ig_u L C -

* Attacks generally do not occur at night Bale d‘ 2 L& Aty m



* Absence of dental etiology along with symptoms of
paroxysmal, sharp, shooting pain always alert the dentist
to include neuralgia in the differential diagnosis

* Treatment includes surgical and medicinal. Usually
medicinal approach is preferred. It includes administration
of carbamazepine, baclofen, phenytoin sodium and
gabapentin, etc.
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carbamazepine, baclofen, phenytoin sodium and
gabapentin, etc



Neuritis

Neuritis literally means inflammation of nerve. It is usually
observed as heterotopic pain in the peripheral distribution of
the affected nerve. It may be caused by traumatic, bacterial and
viral infection. In neuritis, the inflammatory process elevates

the threshold for pricking pain but lowers it for burning pain.
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The characteristics of pain in neuritis are:
1. Pain has a characteristic burning quality along with easily

localization of the site. ] \ ;Y\ w fy§ U\‘ : 2
. e o= <

2. It may be associated with other sensory effects such as o j?{ - . \A‘ i S

hyperesthesia, hypoesthesia, paresthesia, dysesthesia and ) ) tJ; ) Q)= W

anesthesia. ‘u.néj‘ Ajtﬂ qujd Ci.uA ua\j.c‘ & ukﬂb.\.\ L_& u

3. Pain is non-pulsatile in nature.
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4. Pain may vary in intensity.



Peripheral neuritis is an inflammatory process occurring

along the course of never trunk secondary to traumatic,
bacterial,

thermal or toxic causes. Neuritis of superior dental plexus has
been reported when inflammation of sinus is present. The dental
nerves frequently lie just below the lining mucosa or are
separated by very thin osseous structure. These nerves are easily
involved due to direct extension. Symptoms usually seen along
with antral disease are pain, paresthesia and anesthesia of a
tooth, gingiva or area supplied by infraorbital nerve.
Mechanical
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nerve trauma is more common in oral surgery cases. It usually ?\Ji“ Ls‘ﬂ) T . &@ Lsuis ug - 1 \

arises from inflammation of the inferior dental nerve either

due to trauma or infection. ' j}\ iijue_;s-u\j\ Lﬁdf Cuac C&LJ C%/f
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Acute neuritis cases are always misdiagnosed and

remain untreated. Most of the times, dental procedures are ;\ ' L_\ : i\; \ 3! 3 u -Cd\ 3 ud
done to decrease the symptoms of neuritis as these are difficult

to diagnose. These unnecessary dental procedures further act ¢ @Y\ }J)A 'L)‘r‘ J—QSJE \ d)
as aggravating factors for neuritis, making it chronic. ¢
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TREATMENT OF NEURITIS

* Treatment of acute neuritis is based on its etiology S-S BT yAC VTS R Soy
* If bacterial source is present, antibiotics are indicated C&m ‘ D= Y‘ o= ‘)‘ C&Lﬂ
* If viral infection is suspected, antiviral therapy should be K . }\ } ‘/ _,_}\ Q/ AL_\
started -

* If there is no infections, steroids should be considered. g\ gﬂu~ ) i ‘\.1).\3 .J\ hﬂt_\~ &C/J-Q}-u
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Neuropathy

This is the term used for localized and sustained pain
secondary to an injury or change in neural structure. Atypical
odontalgia has been included in neuropathy. Atypical odontalg
means toothache of unknown cause. It is also known as
“Phantom tooth pain” or “dental migraine”. Most patients

who report with atypical odontalgia usually have multiple deni
procedures completed before reaching a final diagnosis.
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Clinical Characteristics of Neuropathy

(Atypical Odontalgia)

1. More common in women.

2. Frequently found in 4th or 5th decades of life.

3. Tooth pain remains constant or unchanged for weeks or
months.

4. Constant source of pain in tooth with no local etiology.
5. Pain usually felt in these patients is — dull, aching and
persistent.

6. Most commonly affected teeth are maxillary premolar and
molar region.

/. Response to local anesthesia is equal in both pulpal
toothache and atypical odontalgia.
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SINUS OR NASAL MUCOSAL TOOTHACHE
Sl.nu.s afndﬂl\\las:l I;/:Lfcosql |;)Ionn is also :Ino’rher.sorhrce w:lck; ::n C“"&‘ CAJ"E d) o deu‘g $s i }&‘2\ cﬁb
mimic toothache. It is usually expressed as pain throughout the SINUS OR NASAL MUCOSAL TOOTHACHE

maxilla and maxillary teeth.
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Clinical characteristics of sinus or nasal mucosal toothache
are:

1. Fullness or pressure below the eyes.

2. Increased pain when palpation is done over the sinus.

3. Increased pain sensation when head is placed lower than
the heart.

4. Local anesthesia of referred tooth/teeth does not eliminated
pain while topical anesthesia of nasal mucosa will eliminate
the pain if etiology lies in nasal mucosa.

5. Different diagnostic aids used to diagnose sinus disease
include paranasal sinus view, computed tomography imaging
and nasal ultrasound.
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PSYCHOGENIC TOOTHACHE PSYCHOGENIC TOOTHACHE (o f | i) ” |

This is a category of mental disorders in which a patient
may complain of physical condition without the presence

of any physical signs. \ ) ué-u-éf Tl A AT ) 2 WdhaaY) ‘ ) Cs/ .t~
In these cases, always think of psychogenic toothache. (gt e 6’5}‘ g SN st 6‘ R
No damage to |0Cd|y1'iSSLIJe is tyf)iz:lql inghelterotrophic pain - i CAJ | % JUGJ .
Sl 2a e o WIS aud
entities. It must be noted that psychogenic pain is rare. So, all C J = Cﬁ \ & . dﬁ)sg =Y _ U‘Es
other possible diagnoses must be ruled out before making the .j f jJLL d“ & i-’ CE’L C% Cﬁe‘
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The following features are usually found in these diseases
are:

1. Pain is observed in multiple teeth.

2. Precipitated by severe psychological stress.

3. Frequent changes in character, location and intensity of pain.

4. Response to therapy varies which can include lack of
response or unusual response.
5. Usually referred to psychiatrist for further management.
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duration 20! ) ) a sl nature of pain ¢ 4z condition z{zd
Aggravating factors
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trigeminal neuralgia
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