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THE ROLE OF ANXIETY ON CHRONIC PAIN AND TEMPOROMANDIBULAR 
DISORDERS

How can society live with anxiety and  pain? The discussion 
about anxiety goes through dentistry as it affects the oral con-
dition. Generalized Anxiety Disorder (GAD) is a very prevalent 
condition in the population, and mental disorders are often 
associated with disabilities that affect various activities, also 
being associated with various diseases and syndromes that 
present chronic pain, such as chronic Temporomandibular Dis-
order (TMD). Interactions of exposure to adverse psychosocial 
events and mental disorders can make the etiological diagnosis 
of chronic pain a major challenge. Chronic pain is an important 
public health problem, affecting a relevant portion of the popu-
lation, interfering with psychological status, social activities and 
work. Therefore attention and care is needed to control anxiety 
and promote the quality of life of the population. 
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INTRODUCTION 

Concern for a broader view of the health-disease 

process is ancient in the history of human and 

biological sciences. Hippocrates considered that 

factors such as body, mind, environment, and 

life style influenced individual well-being. Thus, 

the diseases should be evaluated along with the 

whole nature around him, as the cause of illness 

was not only in the sick organism, but also, and 

especially, in his soul. Spiritual issues should 

also be part of a thorough health assessment. 

To the Greek man, the gods are very influential 

in the individual’s lives. 

In China, the most important historical legacy is 

that of Huang Dì Nèi Jing (ITSHAKY, 2017), 

known as Yellow Emperor's Classic of Internal 

Medicine, whose writing was completed in the 

Han Dynasty. Its content is considered the doc-

trinal source of Chinese medicine, which began 

more than two millennia ago. Since then, it has 

always been the official medicine in China. In the 

West, it has been presenting a growing force. In 

this principle, the relations between man, 

heaven and earth, when coexisting in harmony, 

play a fundamental role in maintaining health, 

establishing a balance in the individual’s organ-

ism. In this process of balance, the quality of 

breathing, food, and emotions must also be ac-

counted. 

In the West, these thoughts have been ne-

glected over the centuries, and nearly extinct, 

with the emergence of the scientific methodol-

ogy outlined by Descartes in the Middle Ages. 

The return of Hippocrates and Huang Di teach-

ings occurred in the West only in recent dec-

ades, when evidence has shown the con-

sistency of statements made centuries before 

Christ. Since 1947, the World Health Organiza-

tion has defined health within a context that in-

volves physical, mental and social well-being, 

not just the absence of disease or illness. This 

definition seems to be in line with the ideas of 

Hippocrates and Huang Di.  

Health determinants can be classified into five 

groups: (1) biological: gender, age, genetics; (2) 

social: financial and social strata; (3) environ-

mental: air quality, water, work environment; (4) 

lifestyle: diet, physical activity, alcohol use; and 

(5) access and quality of services: health, edu-

cation, transportation, safety. All of these deter-

minants influence the body and mind of an indi-

vidual. A major challenge is to establish the real 

weight of each determinant in maintaining health 

or disease continuity (CARRAPATO; CORREIA; 

GARCIA, 2017). 

For a very long period, the focus of health was 

kept on the biological categories, following the 

current biomedical model. Categories with men-

tal or social components were excluded over a 

long period. The complexity of connecting dis-

eases of the biological body with other issues, 

referred to for millennia, may derive from the dif-

ficulties that researchers in the biological sci-

ences encounter in quantifying psychological, 

economic, social, cultural and political events in 

order to associate them in the etiopathogenesis 

of diseases. The most commonly used health 

methodologies are best suited for studying phe-

nomena that derive more readily from the stimu-

lus-disease process. In social science, stimuli 

capable of promoting disease follow a different 

processing. 

It is possible to verify that health concept reflects 

a conjuncture, that is: health does not represent 

the same condition for all people at all times. 

Health depends on time, place, social class and 

cultural values. It also depends on individual val-

ues, scientific, religious and philosophical con-

ceptions. The concept of a disease is especially 

relevant for epidemiological studies and clinical 

practice. It provides the basis for the criteria that 

establish whether a particular individual has a 

change in mind or body that justifies an interven-

tion to its control. 

Abridging, unfavorable psychosocial stimuli pro-

mote a wide variety of responses in mind and 

body. Studying them can be a big challenge con-

sidering the difficulties in measuring adverse 

events from the social sciences. For example, 

what is the timing and intensity of a harmful so-
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cial stimulus derived from work, that can pro-

mote anxiety or myalgia? How much of a feeling 

of insecurity is a risk factor for headache or men-

tal disorders? 

This chapter aims to enhance a better compre-

hension of psychosocial factors and mental dis-

orders contribution in the modulation of chronic 

pain and painful Temporomandibular Disorder 

(TMD). 

ANXIETY DISORDERS 

Anxiety disorders include those that share char-

acteristics of excessive fear and anxiety and re-

lated behavioral disorders. Fear is the emotional 

response to any imminent threat, real or per-

ceived. Anxiety is the anticipation of a future 

threat. Anxiety disorders are subdivided into 

other disorders, for example: 1. Separation Anx-

iety Disorder, 2. Specific Phobia, 3. Social Anxi-

ety Disorder, 4. Panic Disorder and, 5. General-

ized Anxiety Disorder, among others (APA, 

2014). These disorders are highly comorbid and 

differ mainly in conditions that induce anxiety or 

avoidance behavior, as well as associated cog-

nitive ideation. 

Generalized Anxiety Disorder (GAD) is a very 

prevalent condition among population. Like 

many psychiatric disorders, it is frequently ac-

companied by impairments in family, social and 

work relationships. It is disabling, causing indi-

vidual financial loss and represents a very high 

cost to public and private public health systems. 

There are also patients presenting in primary 

care with anxiety traits, even though being un-

dertreated, resulting in huge future damages, 

when more severe anxiety conditions are pre-

sent. 

The etiology of anxiety disorders includes an in-

teraction of biological and genetic factors, also 

comprising psychological factors such as child-

hood adversities, stressful events, and personal-

ity type, among others. Surprisingly, few of these 

patients receive any psychological or psychiatric 

treatment, yet they have been underdiagnosed 

at all levels of care. Anxiety itself and anxiety dis-

orders have a high and increasing incidence 

among school adolescents. Some educational 

institutions have considered making available 

several psychological interventions to reduce 

the high degree of students’ anxiety, also con-

sidering the high association between anxiety 

and suicidal ideation (GARLOW et al., 2008). 

PAIN AND ANXIETY 

A mental disorder is characterized by a clinically 

significant disturbance in an individual's cogni-

tion, emotional regulation, or behavior, which is 

reflected in psychological, biological, or develop-

mental processes. They are often associated 

with suffering or disability that affect various ac-

tivities, including social and professional activi-

ties (APA, 2014). Mental disorders are also as-

sociated with various diseases and syndromes 

that present as chronic pain, as occurs in chronic 

TMD. Interactions of exposure to adverse psy-

chosocial events and mental disorders can 

make the etiological diagnosis of chronic pain a 

major challenge. 

Chronic pain is an important public health prob-

lem, affecting a relevant portion of the popula-

tion, interfering with psychological status, social 

activities and work (BREIVIK et al., 2006). In this 

respect, it is closely associated with absentee-

ism and reduced productivity. Its costs are very 

significant for health systems and have been ris-

ing annually (GASKIN; RICHARD, 2012). In re-

sponse to these demands, national govern-

ments around the world have begun to recognize 

chronic pain as a top priority and challenge, and 

are developing strategies to address it. 

Pain is a very complex emotion. It is determined 

by both sensory and psychosocial factors. The 

presence of suffering or mental disorder may 

participate in its modulation, interfering in the 

subjective perception of the symptom. There are 

several types of pain, all of which can be 

grouped into adaptive and maladaptive. Adap-

tive pain occurs, for example, in response to a 

nociceptive stimulus, serving to alert the body 

that an injury is in progress. Maladaptive pain of-

ten represents a false warning signal, resulting 

from inadequate sensory processing 

(BANDELOW, 2015). These latter pains may be 
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due to adverse psychosocial events or psychiat-

ric disorders. 

In the literature, there is a large number of arti-

cles trying to establish an association between 

mental disorders and chronic pain. These find-

ings are very consistent in major depression, 

anxiety disorders, and alcohol abuse or depend-

ence. Chronic pain is still associated with sui-

cidal ideation. For example, individuals with high 

intensity chronic pain have higher suicide 

scores, regardless of the characteristics of psy-

chiatric disorders (ILGEN et al., 2010). In the last 

decades, studies have also established that anx-

iety and stress, among other feelings, are asso-

ciated with chronic pain, including TMD pain. 

There is growing evidence that chronic pain and 

psychiatric disorders are not just common 

comorbidities. Psychiatric disorder can modify 

the risk of chronic pain and, similarly, chronic 

pain may contribute to psychiatric disorder 

(BRUFFAERTS et al., 2015). For example, the 

association between anxiety and chronic pain is 

modified by latter characteristics. Individuals 

with more severe pain are more likely to have 

high levels of anxiety (MURPHY et al., 2012). On 

the other hand, there is a positive correlation be-

tween anxiety severity and pain intensity 

(POMPILI et al., 2012). There is also an associ-

ation between the several anxiety disorders and 

pain of unexplained etiology present in some pa-

tients with a high burden of psychosocial events 

(THEROUX et al., 2018). 

In primary care, many patients come for an ap-

pointment with the main complaint of pain re-

lated to a painful syndrome. Anxiety disorders 

may represent an etiological factor or may be 

part of the pain maintenance mechanisms, caus-

ing them to become chronic and, consequently, 

substantially increasing the costs to health sys-

tems. The clinical application and multiplication 

of this knowledge is of fundamental importance 

for the health of individuals, for reducing costs 

related to absenteeism and for reducing costs in 

private and public health systems. 

TMD CONCEPT 

The temporomandibular joint (TMJ) comprises 

the mandible head, the temporal bone mandibu-

lar fossa, ligaments and masticatory muscles, 

primarily responsible for joint movements. Tem-

poromandibular Disorders (TMDs) represent a 

major public health problem due to their high 

prevalence in the population. They describe an 

umbrella term, encompassing a number of clini-

cal conditions involving the masticatory muscles, 

the joint itself and the attached structures. The 

nature of its etiology is multifactorial, and the dis-

ease has an uncertain course, probably due to 

the fluctuation of the factors responsible for the 

initiation and maintenance of symptoms. In this 

regard, psychosocial adverse events are very 

relevant. These apparently do not have color, 

shape or consistency; however, they can pro-

mote much damage to the TMJ muscle and joint 

structures. 

In many of the diseases in the TMD group, signs 

and symptoms overlap and can often make dif-

ferential diagnosis a major challenge. Myalgia, 

arthralgia and limitation of mandibular move-

ment are the symptoms and signs that can have 

a major impact on quality of life (RENER-SITAR 

et al., 2013), especially when spontaneous or 

caused during chewing and phonation. Symp-

toms such as orofacial pain, headache and neck 

pain are also often associated with TMD. This 

overlap can make it difficult to identify what the 

primary disease is, or even how independent 

these pains are. 

TMD ETIOLOGY AND ASSOCIATED FAC-

TORS 

The etiology of TMDs has been considered a 

very controversial subject for several decades. 

Academic community generally accepts that 

psychosocial factors play an important role in the 

origin and persistence of signs and symptoms. 

Particularly, a large amount of exposure to 

stressful events and high levels of anxiety are 

common findings in the clinic of patients with 

orofacial pain. Thus, these factors should be val-

ued in the symptom control strategies of the nu-

merous diseases present in the orofacial seg-

ment. 
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The etiology of TMDs is multifactorial and may 

be associated with biological, neuromuscular, 

biomechanical and psychosocial factors. These 

factors include parafunctions, bruxism, ligamen-

tous laxity, facial and cervical trauma, hormonal 

factors, health status, pain modulation system, 

genetic factors, infections, neoplasms. It is also 

recognized that psychological, sociodemo-

graphic characteristics, and family structure can 

also be etiological or maintenance factors for 

TMD. Thus, many of the mentioned factors can 

be classified as initiators, perpetuators or predis-

posers. 

In fact, previous studies have shown that biolog-

ical and psychosocial factors such as high stress 

levels, poor quality of life, anxiety, depression 

and catastrophizing may be associated with the 

presence of TMD. In addition, individuals with 

poor therapeutic outcomes or long history of 

health care had more pain associated with TMJ 

and chewing muscles (JUSSILA et al., 2018). 

Still in the same study, economic factors were 

significant. The unemployed population pre-

sented more reports of facial pain, headache 

and TMD when compared to the active popula-

tion. 

Fibromyalgia is a syndrome characterized by 

chronic musculoskeletal pain, spread through 

various body segments, fatigue, non-restful 

sleep, and psychosocial changes that have a 

major impact on daily activities. Chronic Fatigue 

Syndrome is also a very disabling disease that 

shares many common signs and symptoms with 

fibromyalgia (SUMA et al., 2012). Myofascial 

pain is a non-inflammatory musculoskeletal pain 

that limits movement. Patients with fibromyalgia 

and chronic fatigue syndrome have a high prev-

alence of TMD, especially myofascial pain in the 

maxillofacial segment. All of these diseases 

share comorbidities and many common psycho-

social factors, including depression and anxiety. 

Manifestations of all these diseases that share 

signs and especially symptoms, somehow re-

lated to musculoskeletal pain, also have in com-

mon the fact that symptoms often present them-

selves at times of increased tension and anxiety. 

Thus, psychosocial components may have great 

relevance in the etiopathogenesis of all the 

aforementioned diseases. Indeed, in clinical 

practice, high exposure to stressful life events 

has shown important associations with TMD 

signs and symptoms. 

These findings point to the need for a more com-

plete diagnosis of the disease, composed of an 

axis related to biological factors and another axis 

related to psychosocial factors. The consortium 

responsible for the development of the main di-

agnostic tool in TMD-related research identified 

this need. This chapter aims to contribute to a 

better understanding of the contribution of these 

factors in the modulation of pain associated with 

TMD. 

TMD AND ANXIETY 

Several studies establish a relationship between 

anxiety and pain due to TMD and between anxi-

ety and pain in other body segments. In recent 

research, it was established that high levels of 

anxiety are associated with TMD. In this analy-

sis, anxiety was associated with the difficulty of 

performing functional-related activities of the 

mandible. These include difficulty in chewing, 

lower or upper jaw movement, and discomfort 

during phonation (RENER-SITAR et al., 2013). 

Clinical practice has shown that multi-level anxi-

ety is a frequent finding in TMD patients with 

multiple pain areas. 

When some types of TMDs are separately ana-

lyzed, among Brazilian adolescents aged 10 to 

14, moderate and high levels of anxiety were as-

sociated with myofascial pain and the presence 

of disc displacement with reduction. The risk of 

TMD is higher between students with higher anx-

iety levels. In this Brazilian population, moderate 

anxiety levels were present in 70% of the stu-

dents, though severe anxiety in 12% (DE PAIVA 

BERTOLI et al., 2018). It is a consensus in the 

academic community that anxiety significantly 

interferes with the school performance of stu-

dents at all levels of education. Nevertheless, lit-

tle has been done to assist Brazilian students. 
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Regarding Brazilian adolescents, concerning 

depression, anxiety has a more consistent asso-

ciation with a higher number of TMD signs and 

symptoms, including palpation of masticatory 

muscles (BONJARDIM, et al., 2005). These re-

sults indicate that, in the management of pa-

tients with TMD, even as adolescents, psycho-

social factors should be evaluated as they are 

accounted as risk factors. In a sample of more 

than 1,000 adults TMD cases and controls, sim-

ilar data were found (REISSMANN et al., 2018). 

TMDs were more frequent among individuals 

with extra anxiety traits, and when those traits 

were present at very high levels, the risk of TMD 

pain was two times higher. 

Although this relationship has been established 

for several decades, the pathophysiological pro-

cesses responsible for establishing a cause and 

effect association between anxiety symptoms or 

generalized anxiety disorder (GAD) and painful 

syndromes are not well known. Specifically in 

TMDs, various mechanisms may be involved in 

pain origin. However, there is no consistent 

model that clarifies these interactions between 

anxiety and temporomandibular pain. It seems 

that, in these patients, anxiety or high levels of 

deleterious emotional events may promote man-

dibular muscle hyperactivity (AUERBACH et al., 

2001). 

In addition, “oral habits” is a term used to denote 

activities not related to the normal and physio-

logical behavior of the masticatory system. 

These include chewing gum, biting lips, cheeks 

or objects such as pencils. These extra demands 

can contribute to triggering muscle or joint symp-

toms. As an example, individuals with high anxi-

ety traits and facial pain report a higher fre-

quency of “oral habits” when compared to 

asymptomatic ones (CHOW; CIOFFI, 2019). 

High levels of anxiety or anxiety disorder (AD) 

represent a contributing factor that adds addi-

tional risk to TMD the establishment or mainte-

nance. On the contrary, TMD pain is very rare to 

trigger an AD, and may only occur in cases 

where TMDs occurs along with chronic pain of 

high intensity, frequency and duration, responsi-

ble for promoting important psychosocial 

changes and quality of life. In these patients, in-

capacity for work may commonly occur, im-

portant changes in family cohesion and social in-

teractions, which may act as triggers for anxiety 

or ED. 

For the control of AD, psychotherapy and phar-

macotherapy are more effective than placebo. In 

a meta-analysis involving more than two hun-

dred randomized controlled trials, psychother-

apy and pharmacological treatment combined 

provide greater benefits, with selective serotonin 

reuptake inhibitors and selective serotonin and 

norepinephrine reuptake inhibitors treatment 

(BANDELOW et al., 2016). 

Another risk factor for TMDs is emotional stress. 

It is a natural reaction of any animal when expe-

riencing a threat or danger situation. This condi-

tion leads the body to a state of alertness. Stress 

can be acute, more associated with traumatic sit-

uations; or chronic, when associated with low in-

tensity events, present with high frequency. 

It can be divided into three stages: 1. alert stage: 

the individual is exposed to the stressor. At this 

stage, greater activity of chewing muscles may 

occur in activities such as clenching or grinding 

the teeth and, consequently, muscle or joint 

pain; 2. Resistance stage: muscle fatigue, in-

cluding chewing muscles, may occur; 3. Exhaus-

tion stage: in this phase may occur, among oth-

ers, sleep disturbance, excessive fatigue or ina-

bility to work, increasing previous stages muscle 

problems. 

Psychological interventions such as stress man-

agement training, biofeedback, and cognitive 

behavioral therapy appear to have benefits in re-

ducing pain in patients with various painful syn-

dromes. The implementation of strategies to re-

duce stress and, more recently, mindfulness, 

might bring benefits to TMD patients (REGEHR; 

GLANCY; PITTS, 2013). All of these procedures 

are particularly effective in reducing the use of 

TMD pain control medications. 

TMD AND DEPRESSIVE DISORDER 
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 When compared to anxiety, the association of 

depression and TMD signs and symptoms is 

less evident. However, both are present, which 

has been established in population-based stud-

ies. For example, in a large European sample (n 

= 1490), both depression and anxiety were as-

sociated with TMD (MINGHELLI; MORGADO; 

CARO, 2014). Depressive disorders represent a 

wide range of illnesses; each of them exhibits a 

wide variety of presentations and can severely 

limit the patient, greatly reducing their quality of 

life. 

Depression is a globalized disease that has in-

creased its incidence over the last decades. In 

the first decade of this century, it already repre-

sented the second cause of work incapacity. Su-

icide is one major cause of death among adoles-

cents and young adults and, in this population; 

there is a relationship between the severity of 

depression and the suicide ideation, making it a 

major risk factor for death (GARLOW et al., 

2008). 

There is an association between depression and 

TMD pain, including symptoms in the temporal, 

TMJ, face, or jaw regions. Depression is also as-

sociated with migraine, fibromyalgia, rheumatic 

disease and generalized osteoarthritis. In turn, 

the cited diseases are associated with TMD 

symptoms (pain at wide mouth opening or pain 

at chewing). In addition, pain on palpation of the 

masticatory muscles is also strongly associated 

with depression (JUSSILA et al., 2018). 

Another relevant issue is that it is not well deter-

mined which levels of depression represent a 

risk factor for the onset or maintenance of TMDs. 

In the clinical practice of TMD, patients often pre-

sent varying degrees of depression, and severe 

depressions are frequent findings in patients 

with chronic TMD. As an example, dysthymia, 

also called chronic depression, increases the 

risk of developing TMD, especially in women and 

the elderly (BOMJARDIM et al., 2005). 

In clinical practice, due to the unpredictability of 

its course and treatment, controlling depression 

can be a major challenge. When it represents a 

maintenance factor for TMDs, it can make its 

course unpredictably as well. When results in 

TMD control do not evolve properly, the hypoth-

esis of an underlying depressive disorder should 

be considered. 

BRUXISM, CLENCHING AND ANXIETY 

Bruxism is a collective term that encompasses 

mandibular rhythmic activities unrelated to mas-

ticatory system functions. These conditions 

manifest themselves in the circadian cycles of 

sleep, wakefulness or both and have incited a 

great interest among diverse health areas. In re-

lation to these activities, sustained loads that of-

ten occur in the waking state characterize dental 

clenching. Teeth grinding is a rhythmic activity 

that occurs most often in the sleep state. 

Both teeth clenching and grinding do not have a 

defined physiology or etiopathogenesis; how-

ever, they seem to be related to high levels of 

stress and anxiety (LAVIGNE et al., 2008). 

These activities certainly promote intense loads 

on the teeth, chewing muscles and TMJ. In the 

presence of nocturnal parafunction, the loads 

may be more intense, promoting high amplitude 

noise due to tooth friction. These noises can pro-

mote marital conflicts by making it difficult for a 

partner to enter and maintain a sleep state. 

In the presence of these parafunctional activities 

without related symptoms, they should be con-

sidered only a finding, with no clinical relevance. 

When symptoms are present, there is great con-

troversy in the literature regarding the contribu-

tion of each of these activities to the genesis of 

pain. Dental tightening contributes to the fatigue 

and muscle pain present in TMD (MICHELOTTI 

et al., 2010). As for nocturnal teeth grinding, the 

theme is contradictory, although some studies 

establish a relationship between symptoms and 

nocturnal activity of teeth grinding (NAGA-

MATSU-SAKAGUCHI et al., 2008). 

When analyzing the several publications, stud-

ies conducted with the identification of the habit 

through polysomnography, employing smaller 

groups of patients, cannot establish an associa-

tion between bruxism and TMD pain. The latter 

is found only when higher samples are used in 
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which the diagnosis is made with questionnaires 

and/or physical examination. It is also consistent 

that, when nocturnal bruxism and daytime 

clenching are present, the risk of temporoman-

dibular pain onset becomes extremely high 

(ENDO et al., 2011). 

Apparently, these two activities - clenching and 

bruxism - have different effects that, when com-

bined, have a relevant impact on the joint and 

muscles, and may result in pain. In addition, it 

should be considered that when both activities 

are present, there might not be enough time for 

the regeneration of micro injuries existent in 

large muscular efforts. When simultaneous day-

time tightening and high anxiety levels occur, in 

addition to TMD pain, there is a significant in-

crease in the risk for headache (WAGNER; 

MOREIRA FILHO; BERNARDO, 2019). 

FINAL CONSIDERATIONS 

The knowledge acquired by basic science and 

clinical studies has allowed us to establish a bet-

ter understanding of the neural and biochemical 

circuits involved in anxiety disorders. The set of 

these regions is usually called "fear network". It 

appears that anxiety traits are related to abnor-

mal activation of the prefrontal region, or even 

an altered relationship between the prefrontal re-

gion and the amygdala. These anxiety-related 

neurobiological studies eventually generate a 

concept that makes all patients very similar in di-

agnostic, and should therefore receive identical 

or closely related therapies, with first-line choice 

primarily serotonin reuptake inhibitors. This con-

duct produces benefits for patients with GAD 

and TMD. 

From the sociodemographic point of view, higher 

anxiety traits are found in individuals with lower 

education, lower family income and financial dif-

ficulties (BITSKO et al., 2018). From a family 

point of view, children of parents with some AD, 

greater distancing in the parent-child relation-

ship, demands for success in an increasingly 

competitive world, and the need to express of-

ten-nonexistent happiness, also represent a risk 

factor for many AD (THIBAUT, 2015). There is 

also the issue of social networks; the number of 

accounts on social media is associated with 

symptoms of anxiety and depression. The “per-

fect life”, shared in these networks, makes young 

people develop unrealistic expectations about 

their own experiences, arousing a feeling of in-

capacity (SEBASTIAN; BURNETT; 

BLAKEMORE, 2008). 

In contrast to pharmacological therapies, new 

treatment modalities have been considered 

more enthusiastically in recent decades, espe-

cially in chronic pain treatment clinics and TMDs. 

They arise to adapt the disease to the unique pe-

culiarities of each individual. As an example, 

mindfulness has been widely employed, as it can 

promote the activation of new neuronal connec-

tions throughout the central nervous system. 

These connections may benefit by allowing bet-

ter adaptation of negative emotions 

(MANFREDINI et al., 2010). 

Similarly, it has been established that the several 

modalities of psychotherapy may have great po-

tential for the positive impacts on some of these 

circuits (MIETTINEN; LAHTI; SIPILÄ, 2012). It 

has as great advantage the assumption that 

Homo sapiens exhibit a great psychological, so-

cial and cultural diversity, thus, requiring differ-

entiated treatment among individuals, address-

ing factors that present greater weight on the 

maintenance of anxiety disorders and TMDs 

anxiety. 

In a meta-analysis of 87 studies from 44 coun-

tries, the prevalence of anxiety disorders ranged 

from approximately 1% to 30%. Factors such as 

gender, age, culture, economic status, presence 

of conflicts and degree of urbanization were the 

main factors responsible for the great variability 

(DYRBYE; THOMAS; SHANAFELT, 2006). 

Chronic pain is a major public health problem. 

Like other pains, chronic TMDs can significantly 

reduce quality of life, sleep quality, reduce social 

interactions, substantially increase health ser-

vice use, and alter quality or work capacity, in-

cluding absenteeism. Some psychiatric disor-

ders such as anxiety may increase the risk of 

transforming an acute TMD into a chronic TMD, 

adding to the patient all the aforementioned 
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problems. Thus, it is essential that professionals 

working in the area of pain acquire knowledge in 

the area of psychiatric disorders (VELLY; 

MOHIT, 2018). 

The concept of quality of life was modified during 

the last decades. Its origin in health area dates 

back to 1948, when the World Health Organiza-

tion inserted in the concept of health the term 

“well-being”. Nowadays, it relates to an individu-

al's perception of his life in various contexts. Es-

tablishing public policies that aim to provide a 

good quality of life for the population can repre-

sent an important barrier to the increased inci-

dence of chronic pain and psychiatric disorders. 

On the other hand, pain can substantially reduce 

an individual's quality of life and alter the course 

of an illness. This has been a recent concern in 

the study of disease and pain subjected to holis-

tic observations. No single etiological factor is 

sufficient for the development of chronic TMD. 

For most patients, chronic presentation is a mul-

tifactorial condition with overlap of comorbidities. 

For a better understanding of this condition, in 

recent decades, an instrument for research and 

clinical employment is being developed to incor-

porate a biological, psychological assessment 

and an analysis of the disease impact on the in-

dividual. It is entitled “Diagnostic Criteria for 

Temporomandibular Disorders” (DC / TMD). 

Concerning etiological factors, the Orofacial Pro-

spective Pain Evaluation and Risk Assessment 

(OPPERA) was the first large study specifically 

designed to analyze and identify risk factors for 

TMD. TMD pain was strongly associated with 

concomitant episodes of headache and pain in 

other body segments, suggesting that not only 

local factors contribute to the onset of pain (BAIR 

et al., 2014). Multiple psychological variables 

contributed to the increased risk of developing 

TMD, including psychosocial stress, affective 

distress, and anxiety. In some cases, the find-

ings suggest that the influence of these psycho-

logical characteristics extends over a long period 

and contributes to pain chronicity (SLADE et al., 

2016). 

CONCLUSIONS 

Anxiety disorders have a progressively in-

creased incidence in recent decades, especially 

when using sample of adolescents or young 

adults. GAD is more frequent in the elderly; this 

prevalence pattern is coincident with many pain-

ful syndromes, similarly more frequent in the el-

derly. 

Individuals who: 1. Define themselves as be-

longing anxious people group, 2. Present by as-

sessments: anxiety traits or GAD diagnosis, ma-

jor depressive disorder or persistent depressive 

disorder (dysthymia), are in the risk group for de-

veloping TMD pain. 

The higher the anxiety traits and the higher the 

GAD scores, the higher the intensity of TMD-as-

sociated symptoms. In the presence of high anx-

iety traits, the risk of TMD pain is doubled, while 

in GAD the risk is ten times higher. 

According to DSM-V diagnostic criteria, GAD oc-

curs almost daily for a period of at least 6 

months. These episodes may persist fluctuating 

with attenuation or exacerbation for several 

years. This behavior is very similar to that of sev-

eral chronic painful syndromes. 

A psychological assessment can be an im-

portant part for the TMD patient’s management. 

The need for this assessment is more critical 

when TMD presents with episodes of attenua-

tion and exacerbation of symptoms, even em-

ploying various treatment modalities. 

Diseases with high psychosocial components 

such as fibromyalgia, chronic fatigue syndrome 

and myofascial pain share common symptoms 

with TMD. These symptoms, present in these 

syndromes, may represent the expression of 

TMD. Therefore, when treatment fails, these dis-

eases should be considered for the differential 

diagnosis of TMD pain. 
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