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Article

Prevalence of parafunctional 
habits and temporomandibular 
dysfunction symptoms in patients 
attending a tertiary headache clinic
Yára Dadalti Fragoso1, Heloísa Helena Carvalho Alves2,  
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Abstract
Objetive: To investigate the most prevalent forms of headache in a tertiary outpatient 
service, and to assess the frequency of associated parafunctional habits and temporo­
mandibular dysfunction symptoms (TMD). Method: All new patients referred to the 
Headache Outpatient Service in UNIMES during 2008 were prospectively assessed by 
the neurologist and the dental surgeon. Results: Eighty new patients were assessed; 
chronic migraine and episodic migraine without aura were the most prevalent conditions, 
accounting for 66.3% of all cases. There was significantly higher use of analgesics/days 
for the chronic migraine patients. The prevalence of parafunctional habits was 47.5% and 
the prevalence of TMD symptoms was 35%. Conclusion: The high prevalence of primary 
headaches, parafunctional habits and TMD symptoms and the inadequate use of analgesic 
drugs suggest that primary healthcare units need further training in the field of headache 
and orofacial pain. 
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Prevalência de hábitos parafuncionais e de sintomas de disfunção temporomandibular 
em pacientes atendidos em um ambulatório terciário de cefaléias

Resumo
Objetivo: Investigar as formas prevalentes de cefaléia em um ambulatório terciário e analisar 
a frequência de hábitos parafuncionais e de sintomas de disfunção temporomandibular 
(DTM) associados. Método: Todos os pacientes novos encaminhados ao Serviço de 
Cefaléias da UNIMES durante 2008 foram avaliados de forma prospectiva pelo neurologista 
e pelo cirurgião dentista. Resultados: Oitenta pacientes novos foram avaliados; enxaqueca 
crônica e enxaqueca episódica sem aura foram as condições mais prevalentes, perfazendo 
66,3% de todos os casos. Houve uso significativamente alto de analgésicos/dias pelos 
pacientes com enxaqueca crônica. A prevalência de hábitos parafuncionais foi 47,5% e 
a prevalência de sintomas de DTM foi 35%. Conclusão: A alta prevalência de cefaléias 
primárias, hábitos parafuncionais, sintomas de DTM e o uso inadequado de drogas 
analgésicas sugerem que as unidades básicas de saúde necessitam maior treinamento no 
campo da cefaléia e da dor orofacial.
Palavras-chave: cefaléia, enxaqueca, disfunção temporomandibular.
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Patients presenting more than one type 
of headache and/or orofacial pain are like-
ly to remain without proper diagnosis and 
treatment in non-specialized healthcare 
units. The additional conditions of de-

pression, anxiety, sleep disturbances, fa-
tigue, etc (typical of long-lasting chronic 
pain syndromes), make it even more diffi-
cult for general practitioners to efficiently 
approach and manage such cases1.
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Among the most frequent associations of cephalic 
pain2, it is important to cite migraine and tension type 
headache (TTH)3, migraine and temporomandibular dys-
function (TMD)4, and TTH and TMD5. The most recent 
studies in the literature emphasize the importance of a 
multidisciplinary approach towards head and neck pain, 
including a neurologist and a dental surgeon, both with 
special skills in assessing these patients6-8. These recent ef-
forts are generating many new questions regarding clas-
sification9 and treatment10 of these frequently combined 
conditions. 

The present study had the aim of adding to the discus-
sion, through presenting the results from dental evalua-
tions on a relatively large number of patients attending a 
tertiary headache clinic at a university. 

Method
This study was approved by the Ethics Committee of 

Universidade Metropolitana de Santos and Universidade 
Santa Cecilia, and was registered in a national research 
database (CNPq). Written consent was obtained from all 
participants. 

Every new patient, aged 18 or over, who was referred 
to the Headache Outpatient Service in UNIMES during 
the year 2008, was offered an evaluation by the dental sur-
geon from UniSanta on the same day, at the same place. 
The evaluation consisted of anamnesis, application of a 
specific questionnaire and clinical assessment to identify 
parafunctional habits and TMD symptoms. All of these 
patients are undergoing treatment for their headaches, 
and those who presented dental disorders and/or TMD 
symptoms were referred for specialized evaluation and 
treatment.

Headache classification was performed in accordance 
with the International Classification of Headache Disor-
ders, 2nd edition (ICHD-II)11. 

TMD symptoms and parafunctional habits were as-
sessed using a short version of the Research Diagnos-
tic Criteria for Temporomandibular Disorders (RDC/
TMD)12, adapted and validated for use in Portuguese13.

There is no consensus on the definition of the exact 
quantities of each drug that are required to qualify as “ex-
cessive use of medication”14. However, for the purpose of 
the present study, this was considered to be more than ten 
doses/days per month of any drug that had been used to 
relieve the cephalic pain over the preceding three months.

All data were sent to an independent neurologist who 
analyzed the statistical significance of the findings. The t-
test was used to calculate continuous data and the chi-
square test, for categorical data. Correlations were as-
sessed using the Pearson and Spearman tests. Results 
were considered significant when p<0.05. 

All evaluations were blind to the other examiners, i.e. 

the neurologist evaluating the headache, the dental sur-
geon and the neurologist analyzing all the data were not 
aware of each other’s data or results.

Results
Eighty patients were assessed by both the neurologist 

and the dental surgeon. The group consisted of 70 females 
and 10 males, with an average age of 47 years (±16.2). All 
the patients had had over one year of headaches, with at 
least one attack every ten days at the time of our consulta-
tion, thus characterizing all cases as chronic or frequent-
ly recurring headaches.

A summary of the neurological diagnoses for these 
headaches is presented in Table. Briefly, migraine was the 
most prevalent type of headache. Although chronic mi-
graine was the most frequent condition (40% of all pa-
tients), episodic migraine with aura (1.3%) and episodic 
migraine without aura (26.3%) were also present, there-
fore making “migraine” the diagnosis of over three quar-
ters of our cases. Patients with episodic migraine with or 
without aura presented very frequent attacks but did not 
fulfill the criteria for chronic migraine. None of the mi-
graine patients knew how to make proper use of abortive 
medication, and unsuccessfully used high doses at the 
time when the pain was at its most intense. 

TTH was present in 16.3% of all headache cases, and 
only the chronic presentation of TTH was seen in these 
patients. Tenderness in the pericranial muscles was ob-
served in all of these chronic TTH patients.

Excessive use of medications (mainly simple anal-
gesics) was observed in 43.8% of all patients, with dos-
es ranging from 15 to over 75 tablets per month. This 
finding was significantly higher for women than for men 
(p<0.001). Although the HIS classification11 considers 
chronic migraine to be exclusive of patients who do not 
make excessive use of pain killers, the present study took 

Table. Headache diagnoses according to the ICHD-II, 2004, among 
80 patients at the UNIMES Headache Outpatient Service.

Diagnosis
Number of 

patients Percentage

Chronic migraine 32 40

Episodic migraine without aura 21 26.3

Chronic tension type headache 
(with pericranial muscle tenderness)

13 16.3

Cervicogenic headache 2 2.5

Hemicrania continua 2 2.5

Trigeminal neuralgia (primary) 2 2.5

Cluster headache 1 1.3

Episodic migraine with aura 1 1.3

Primary stabbing headache 1 1.3



Arq Neuropsiquiatr 2010;68(3)

 379

Parafunctional habits and temporomandibular dysfunction symptoms in headache clinic
Fragoso et al.

into consideration the revised and broader criteria pro-
posed in 2006 15. Chronic migraine patients (according to 
the abovementioned revised criteria) consumed signifi-
cantly more analgesics/days than did the patients with ep-
isodic migraine (p<0.001) and patients with chronic TTH 
(p<0.001). 

The odontological assessment of these patients iden-
tified many cases in need of proper dental care, which 
was expected in this university outpatient service that at-
tends mainly the lower socioeconomic classes. The preva-
lence of TMD symptoms among these patients was 35%, 
and parafunctional habits (nail biting, teeth grinding etc) 
were present in 47.5%. These conditions were more fre-
quent among women (p<0.001, both for TMD symptoms 
and for parafunctional habits). Smoking was less frequent 
among women than among men (p<0.001).

There was no clear association between excessive use 
of analgesics/days for patients with concomitant head-
ache and TMD symptoms (p = 0.19).

Discussion
The prevalence of headaches in our tertiary headache 

outpatient service was similar to that described in anoth-
er Brazilian study16. The significantly higher frequency of 
medication overuse among chronic migraine patients re-
flects a worldwide observation17,18. 

The association between primary headaches (in par-
ticular TTH5) and TMD has been the subject of study 
for many researchers, as reviewed recently by Mongini19. 
Although the lines of study may differ, there seems to 
be agreement that these conditions overlap with anxiety, 
depression, maladaptive coping, inability to communi-
cate with others and deal with life events, and common 
pathophysiological origins7,19-25. The results from the pres-
ent study further add to the discussion on the very high 
prevalence of signs and symptoms of TMD among pri-
mary headache patients. In relation to the findings cited 
earlier in this paper, regarding the association between 
primary headaches and TMD symptoms, our results do 
not show such a high association (it was around 50% in 
many of the other authors’ series). However, we consider 
that our results show a relatively high association between 
these conditions, since over a third of our primary head-
ache patients presented TMD symptoms and nearly half 
of all of these patients presented parafunctional habits. 
However, it must be considered that the degree of asso-
ciation of TTH/TMD observed in the population studied 
here does not reflect the degree of the association TTH/
TMD in the general population. However, the population 
study recently carried out by Queiroz et al.26 shows a sim-
ilar prevalence of TTh in Brazil. Our patients were all cas-
es of chronic TTH, with many years of headache history. 
The simpler cases of TTH do not usually come to tertia-

ry headache clinics and their prevalence of TMD/TTH 
is, as yet, still a matter under investigation.

Although no controlled trial has been performed27, 
parafunctional habits seem to be a high risk factor for 
TMD28. At least among adolescents, TMD and parafunc-
tional habits were found to be significantly more preva-
lent in females29. The present study showed the same gen-
der-related findings for adults with primary headaches. 

It is of crucial importance to have evaluations both 
from the neurologist and from the dental surgeon when 
attending headache patients. The most successful treat-
ment in cases of two or more forms of associated head-
ache in one given patient will obviously be provided by all 
specialists working together. In fact, a multidisciplinary 
approach towards headache patients is likely to provide 
the best results whenever a headache patient requires 
specialized healthcare management.

Our previous study, with a much smaller number of 
patients, suggested that there could be an association be-
tween excessive use of analgesics among patients present-
ing both primary headache and TMD symptoms30. This 
finding could not be confirmed in the present series of pa-
tients, and it should be the subject of future, larger stud-
ies. We intend to increase the number of males in our 
group of patients, since the female-to-male ratio in this 
study was 7:1, thus allowing a much better assessment of 
all the parameters among women.

Finally, it is very important to highlight the inappro-
priateness of using a tertiary headache clinic for patients 
such as those seen in our service in 2008. The vast majori-
ty of these patients presented primary headaches that had 
not received adequate treatment and therefore could not 
be considered to be refractory headache patients. There 
were many cases of medication overuse, and none of 
them had been managed adequately prior to referral. The 
oral condition of these patients should have been enough 
for the referring general practitioners to consider send-
ing the patients for evaluations by dental surgeons. No 
cases of headaches possibly relating to increased intrac-
ranial pressure were referred. In fact, if any such patients 
had been referred, they might have been unable to book 
a consultation because of the high number of cases that 
should not have been sent to the tertiary center without 
any attempt at treatment. This inappropriate use of spe-
cialized headache units reflects inadequacy within basic 
medical and odontological education31,32, which is made 
worse by pressure from patients for consultations with 
specialists32. 
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