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Abstract

O b j e c t i v e

The aim of this study was to identify and classify temporomandibular 
joint dysfunction (TMJD) in psychiatric patients using typical anti-
psychotics compared with healthy individuals, both physically and mentally. 

M a t e r i a l s  a n d  m e t h o d s

The present study had a descriptive cross-sectional design, developed 
over a 6-month period, at the Teaching Assistant Nucleus of Dentistry 
and Mental Health affiliated with the Juliano Moreira Psychiatric 
Hospital, Salvador, Brazil, and the Federal University of Bahia School of 
Dentistry, Salvador, Brazil. To that end, 120 patients aged 18 years or 
older, 40 psychiatric patients (20 women and 20 men), all using typical 
or first- generation antipsychotics of the pharmacological groups of buty-
rophenones and phenothiazines, and 80 mentally healthy patients (40 
women and 40 men), underwent assessment of TMJD severity through 
an Anamnestic Index.

R e s u l t s

There were statistically significant differences in the prevalence of TMJD 
in the group of patients with mental illness. Among the 40 individuals 
with mental and behavioral disorders, moderate TMJD was the most 
prevalent (16/40.0%), but in the control group, there was a higher 
prevalence of mild TMJD (34/42.5%). Two cases of severe TMJD were 
diagnosed in psychiatric patients.

C o n c l u s i o n

In this study, it was possible to identify the prevalence and incidence of 
TMJD among those with mental and behavioral disorders using typical 
antipsychotic drugs, justifying the importance of their monitoring for 
TMJD. However, owing to its subjective nature, these patients should be 
referred for a specialized examination to confirm the diagnosis of TMJD.
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Introduction

Every human being may present with some kind 
of psychopathological disorder throughout his 
or her life, and may or may not seek help, and in 
some cases, the disorder may not be resolved. 
Each individual constructs within himself or 
herself a mental organization capable of making 
frequent adaptations to the outside world, and 
performing these tasks requires a continuous 
functioning of regulatory and adaptive mecha-
nisms. The proper development of these 
mechanisms leads the individual to develop a 
personality within normal patterns. However, if 
there is an imbalance of these mechanisms, 
mental and behavioral disorders may occur.1

The oral health of patients with psychiatric 
disorders is generally more impaired than that 
of the general population, mainly owing to the 
precariousness of oral hygiene associated with 
nonreality and the side effects of the psycho-
tropic drugs used in treatment that affect 
psycho motor performance, salivary flow and 
oral soft tissue. Antipsychotic therapy may 
increase the risk and duration of oral disease, 
since these drugs are used for a long period, thus 
justifying the establishment of preventive/ 
educational oral health programs.2, 3

Schizophrenic disorders affect about 1% of 
the general population and are a major problem 
for health services, since high rates of recurrence 
and comorbidity may require high long-term 
costs for the individual, family and society.3, 4 The 
treatment of schizophrenia often involves anti-
psychotics (APs) of 2 pharmacological groups: 
typical and atypical. Typical or conventional 
first-generation APs represented by dopamine 
(D2) antagonists—phenothiazine derivatives (such 
as chlorpromazine) were used initially, and later, 
in the 1950s, butyrophenone derivatives (such as 
haloperidol) were introduced—mainly eliminate 
the psychotic symptoms of schizophrenia. 
Second- generation, atypical or new- generation 
APs are APs with specific characteristics, such 
as minimal extrapyramidal effects, low sedation 
and rapid disso ciation of D2 receptors; these 
properties are postulated to be due to the block-
ade of serotonergic and dopaminergic receptors 
and have a more favorable effect on the negative 
(chronic) symptoms, which results in an improve-
ment in patients’ quality of life.4 Therefore, in 
patients treated with atypical APs, better 
hygiene of the oral cavity is expected. In addition, 
disorders of the oral cavity are exacerbated by a 
decrease in salivary secretion, mainly caused by 

typical APs, but also a side effect of some atypical 
APs, such as risperidone.5–7

The scientific literature has reported that 
those with mental disorders do not have access 
to adequate dental care owing to dental profes-
sionals’ lack of knowledge of how to assist 
patients with mental disorders, as well as fear, 
stigma or negative attitudes on behalf of 
dentists.5 Generally, such patients have poor oral 
hygiene, a high number of decayed or missing 
teeth, bad breath, inflammation of the gingival 
tissue, and, in more severe cases, edentulism 
and a tendency toward temporomandibular joint 
dysfunction (TMJD).6 Orofacial movement dis-
orders associated with daily use of psychoactive 
drugs, particularly typical APs, may have reper-
cussions for the temporomandibular joint (TMJ) 
and lead to TMJD.7

Although TMJD does not have a definite 
etiology, its appearance is credited to functional, 
structural and psychological factors. Conditions 
such as malocclusion, parafunction and modifi-
cation of the emotional state (stress) may be 
present in patients with this dysfunction. The 
signs and symptoms of TMJD are characterized 
by TMJ pain and painful masticatory muscles; 
headache; otological manifestations, such as 
tinnitus, auricular fullness, vertigo and auditory 
symptoms; limitation and/or lack of coordination 
of mandibular movements; limitation of mouth 
opening; temporary joint blockage; and joint 
crackling.8 Therefore, the morphological and 
functional disorders of the oral cavity influence 
the skeletal-motor action of the masticatory 
muscles, leading to a breakdown of the orofacial 
anatomical and neurological homeostasis, and 
affecting not only the stomatognathic system 
but also the general health of the patient.7

Oromandibular dystonia can be diagnosed 
by the contractions of the jaw, compromised 
phonation and swallowing. In severe cases, it 
may cause bilateral displacement of the TMJ.9

The etiology of TMJD is considered complex 
and multifactorial, with the presence of predispos-
ing, initial and perpetuating factors. Such condi-
tions follow an evolutionary course of days, months 
or years, occasionally transient and self-limiting, 
and aggravated by parafunctional habits.10

Given the strong suspicion of the correlation 
between TMJD and psychiatric patients and the 
limited scientific literature on the topic, the 
objective of this research was to identify and 
classify TMJD in psychiatric patients using typ-
ical APs, using the Anamnestic Index advocated 
by Fonseca in 1994.¹¹
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Materials and methods 

This study was conducted in accordance with 
the norms of Resolution No. 466/12 of the 
National Health Council of the Ministry of Health, 
published on December 12, 2012, and by the Code 
of Professional Dental Ethics, according to Res-
olution No. 179/1993 of the Federal Council of 
Dentistry. The project was submitted to the 
Research Ethics Committee of the School of Den-
tistry of the Federal University of Bahia, Salvador, 
Brazil, and approved by CONEP under registra-
tion CAAE 08119812.0.0000.5024, dated April 
14, 2015, Consubstantiated Opinion No. 1023044.

The participants in the test group—40 psy-
chiatric patients, 20 women and 20 men, users 
of typical APs of the pharmacological grouping 
of butyrophenones and phenothiazines—were 
examined at the Teaching Assistant Nucleus of 
Dentistry and Mental Health affiliated with the 
Juliano Moreira Psychiatric Hospital, Salvador, 
Brazil, and the Federal University of Bahia School 
of Dentistry, Salvador, Brazil. The evaluation of 
the oral health of the participants in the control 
group—80 volunteers, 40 women and 40 men 
clinically healthy from a psychiatric point of 
view—was carried out at the periodontic clinic 
of the Federal University of Bahia.

A population of patients with mental and 
behavioral disorders institutionalized at the 
Juliano Moreira Psychiatric Hospital, users of typ-
ical APs drugs, composed of 10 participants, were 
evaluated. However, because it was an investiga-
tion with psychiatric patients, who, in some situ-
ations, do not cooperate to allow the performance 
of this type of examination, the sample size was 
chosen by convenience sample, based on the 
number of individuals who fulfilled the necessary 
requirements to participate, respecting the exclu-
sion and inclusion criteria established.

The inclusion criteria common to the 2 groups 
analyzed were: age greater than or equal to 18 
years, acceptance to participate and signing of 
the free and informed consent. For the test group, 
the following inclusion criteria were also consid-
ered: being assisted at the Juliano Moreira Psy-
chiatric Hospital, regardless of the assistance 
model; being a typical AP user; for ethical- legal 
reasons, the person responsible and/or the com-
panion signed the informed consent in the case 
of patients assisted in an outpatient clinic, and for 
internees, the acceptance was by the chief nurse.

The present study had a descriptive cross- 
sectional design and data collection started in 
May 2015 and ended in October 2015.

The Anamnestic Index advocated by Fonseca 
(IAF)¹¹ was used in this study as a screening 
instrument aimed primarily at classifying the 
severity of TMJD symptoms, with an accessible 
language to be self-completed; however, owing 
to the fact that the sample was made up of men-
tally ill patients assisted in a public psychiatric 
hospital, the interviews for data collection were 
performed in the presence of the caregiver or the 
nurse, in the case of hospitalized patients. The 
IAF consists of 10 questions that verify the pres-
ence of TMJ pain in the neck, headache, masti-
catory and movement difficulties, crackles, para-
functional habits, perception of malocclusion and 
feelings of emotional stress.7 It allows 3 types of 
responses—yes, sometimes or no—with scoring 
equivalent to 10, 5 and 0, respectively. By aggre-
gating the points, the index classifies partici-
pants into these categories of symptom severity: 
(I) no TMJD: 0–15 points 
(II) mild TMJD: 20–40 points 
(III) moderate TMJD: 45–65 points 
(IV) severe TMJD: 70–100 points 

Despite its subjective nature, it can be con-
sidered as indicative of the need for more accu-
rate tests to confirm the severity of TMJD 
impairment in patients who present with signs 
or symptoms compatible with TMJD.15

The IAF was chosen because it is a suitable 
tool for the study of population profiles for 
TMJD symptoms and for screening potential 
patients, aiming at the later application of more 
accurate diagnostic indexes and tests for 
TMJD—the Diagnostic Criteria for Research on 
Temporomandibular Disorders.

S t a t i s t i c a l  a n a l y s i s

The chi-square (Pearson), Fisher exact and 
Mann–Whitney test were used for the statis tical 
analysis of the categorical variables. The para-
metric variables were submitted to the Pearson 
correlation test and the nonparametric variables 
to the Spearman correlation test.

All 120 records from the 40 patients with 
mental and behavioral disorders (test group) and 
80 data records from the mentally healthy par-
ticipants (control group) were included. The data 
related to the dental clinic record were tabulated 
in the EpiData program (Version 3.1, EpiData 
Association, Odense, Denmark) and transferred 
to the Excel 2010 program for further explor-
atory analysis, performed through the SPSS for 
Windows statistical program (Version 13.0, 
SPSS, Chicago, Ill., U.S.).

Table 1
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Table 1

For the descriptive step, we calculated the abso-
lute and relative frequencies, and the measures 
of central tendency and dispersion presented by 
means of tables. For the exploratory analysis, 
the Pearson chi-square association test was 
used to verify the differences between the 2 
groups. For the analyses, a confidence level of 
95% and a value of P < 0.05 were considered. 
Odds ratios and confidence intervals were cal-
culated as significant values of P < 0.05.

For statistical inferences, when the variables 
presented dependence, that is, when comparing 
different moments of the same group (test 
group), the Mann–Whitney test was used for 
the independent variables, such as in the cases 
of normality patterns obtained from the asymp-
tomatic participants of the control group, or in 
the comparisons between the test group and 
the control group. The decision to use nonpara-
metric tests was due to the small sample size.

Results

According to the entries in the medical records 
of the 40 patients in the test group—13 of them 
hospitalized and 27 treated on an outpatient 
basis, some of whom had more than 1 diagno-
sis—obtained from the statistical medical 
archiving service of the hospital, 63.3% had 
schizophrenia and schizotypal and delusional 
disorders; 24.5% mood disorders (affective); 
8.1% mental retardation and 4.1% schizophren-
ic-type organic delusional disorder, including 
World Health Organization (1996) coding for 
each of these disorders.

The characterization of the sample analyzed in 
this study considered the following sociodemo-
graphic variables: sex, age group, ethnic group, 
educational level and individual monthly income 
(Table 1). The sex of the participants was equally 
distributed: 50% men and 50% women. As for 
the ethnic group, 50% were white/brown and 
50% were black. The majority of the participants 
(77.5%) were over 35 years old, with a monthly 
income equal to or less than the minimum wage 
effective in 2013, in the state of Bahia (80%). The 
educational level of the participants showed a 
higher percentage of individuals who had not 
completed 9 years of study: 75%. From these 
findings, it can be inferred that, probably, for 
those with mental disorders and behavioral users 
of psychoactive drugs, access to school would 
have been restricted to basic education because 
of the limitations that the mental pathologies 
impose, as well as the extrapyramidal effects of 
APs typical for psychiatric treatment, which may 
compromise motor coordination.

The assessment of the degree of severity of 
TMJD was performed with the application of 
the IAF Test 15, and the data obtained in this 
research demonstrated statistically significant 
differences when comparing the presence of 
TMJD among patients with mental illness to 
among mentally healthy volunteers: 82.5% of 
the former had a higher prevalence of TMJD, 
irrespective of the degree of severity of the dys-
function, and the dysfunction was diagnosed in 
55.0% of the volunteers in the control group.

Regarding the degree of TMJD severity as 
suggested by FONSECA , statistically significant 
differences were identified between the test and 

Group Variable

Test group Control group Total

Quantity % Quantity % Quantity %

Sex
Male 20 50.0 40 50.0 60 50.0

Female 20 50.0 40 50.0 60 50.0

Age
18–34 9 22.5 22 27.5 31 25.8

≥ 35 31 77.5 58 72.5 89 74.2

Ethnic group

White/brown 20 50.0 47 58.8 67 55.8

Black 20 50.0 32 40.0 52 43.4

Not declared   1 1.2 1 0.8

Education
≥ 9 years 10 25.0 67 83.7 77 64.2

< 9 years 30 75.0 13 16.3 43 35.8

Individual monthly income

≤ minimum wage 32 80.0 44 55.0 76 63.3

> minimum wage 8 20.0 33 41.2 41 34.2

No income   3 3.8 3 2.5

Table 1
Absolute and relative values  
of the sample according to 
sociodemographic variables.
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control groups (P = 0.001). A mild degree of TMJD 
was recorded in 37.5% of the participants in the 
test group and 42.5% in the control group; mod-
erate TMJD was diagnosed in 40.0% of the indi-
viduals in the test group and 12.5% in the control 
group; and the only clinical cases of severe TMJD 
were identified in 2 patients with mental and 
behavioral disorders (5.0%); 17.5% of the partic-
ipants in the test group and 45.0% of the control 
group did not present with TMJD (Table 2).

In the analysis of the association between the 
possible risk factors for the occurrence of TMJD 
in the 120 participants and the socio demographic 
variables, only a statistically signi ficant correla-
tion was registered considering the different 
degrees of TMJD severity and ethnic group 
(P = 0.025), both in the test and in the control 
groups. Moderate TMJD was diagnosed in 40% 
of the participants in the test group, 45% white/
brown and 35% black. In addition, in the control 
group, 55.3% of the white/brown partici pants did 
not present with TMJD, but in the test group, only 
15.0%. It should be noted that the 2 clinical cases 
of severe TMJD were diagnosed in 10% of the 
black participants in the test group (Tables 3 & 4).

Discussion

Epidemiological surveys have shown that 
40–75% of the population have at least one sign 
of TMJD, and 33% at least one symptom, such 
as face or TMJ pain. In the present study, mild 
TMJD had a higher occurrence among partici-
pants in the control group (42.5%/34) than in the 
test group (37.5%/15). These results corroborate 
those of Al-Mobeeriek, who also study the TMJ 
condition in psychiatric patients and concluded 
that bruxism and tooth clenching were the most 
common parafunctions in both groups (34.5% 
in the control group and 27.0% in the test group).12

It is also worth mentioning the review article 
by Araújo et al., which calls attention to the deci-
sive role of the adverse effects of psychotropic 
drugs on the onset of TMJD, associated with 
constant headache, reported by people with 
schizophrenia, and the difficulty in diagnosing 

and treating TMJD in schizophrenic patients 
who use psychoactive drugs that may cause 
extrapyramidal effects, and recommends a care-
ful evaluation when such patients complain of 
orofacial pain.13 Given the impossibility of sus-
pending the use of medications that keep the 
symptoms of schizophrenia under control, the 
monitoring of these patients, including occa-
sional evaluations of the orofacial region during 
dental appointments, is fundamental.

TMJD has already been analyzed in schizo-
phrenic patients, such as in the case–control 
study carried out by Velasco-Ortega et al., in 
which 32% of schizophrenics presented with 
symptoms of TMJD; 24% reported articular 
clicks on opening and closing of the mouth; and 
8%, abnormal displacement of the mandible 
when opening the mouth.14 Among the control 
group, only 8% reported cracking of the TMJ. The 
authors concluded that schizophrenic patients 
are an at-risk population for TMJD because they 
present a higher prevalence and severity of TMJD 
than do normal individuals. In addition, Gurbuz 
et al. pointed to a high prevalence of TMJD in 
schizophrenics, with an additional record of 
severe tooth wear and bruxism.15 These results 
are in line with those obtained in the present 
study, which included 31 schizophrenics among 
the 40 participants in the test group.

In investigating the most prevalent oral 
lesions in psychiatric patients, Moralez-Chaves 
et al. observed that 36.92% presented with 
noises of the TMJ and 10.76% had muscular 
pain.5 The authors emphasized the need to 
implement specific preventive and educational 
oral health programs for these patients.

Clinical cases of severe TMJD were observed 
in 2 psychiatric patients, who were older than 
35 years and of the black ethnic group and had 
an educational level of less than 9 years. One 
was a man with a monthly income greater than 
the minimum wage and the other a woman with 
a monthly income of less than the minimum 
wage in force at the time. The impact of mental 
disorder and daily use of APs on the onset of 
TMJD is evident because only 17.5% of the 
psychia tric patients did not present with TMJ 

TMJD Group

Mild Moderate Severe Absent

Number % Number % Number % Number %

Test 15 37.5 16 40.0 2 5.0 7 17.5 

Control 34 42.5 10 12.5 0 0 36 45.0 

Total 49 40.8 26 21.7 2 1.7 43 35.8 

Table 2
Absolute and relative values of 
the sample according to 
severity of temporomandibular 
dysfunction.

* P = 0.001.

Table 3Table 2
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Test group

TMJD Variable

Mild Moderate Severe Absent

Number % Number % Number % Number %

Sex

Male 7 35.0 9 45.0 1 5.0 3 15.0

Female 8 40.0 7 35.0 1 5.0 4 20.0

Total 15 37.5 16 40.0 2 5.0 7 17.5

Age

18–34 4 44.4 3 33.3 – – 2 22.2

≥ 35 11 35.5 13 41.9 2 6.5 5 16.1

Total 15 37.5 16 40.0 2 5.0 7 17.5

Ethnic group 
*P = 0.025

White/brown 8 40.0 9 45.0 – – 3 15.0

Black 7 35.0 7 35.0 2 10.0 4 20.0

Total 15 37.5 16 40.0 2 5.0 7 17.5

Education

≥ 9 years 5 50.0 3 30.0 – – 2 20.0

< 9 years 10 33.3 13 43.3 2 6.7 5 16.7

Total 15 37.5 16 40.0 2 5.0 7 17.5

Individual monthly 
income

≤ minimum wage 13 40.6 12 37.5 1 3.1 6 18.8

> minimum wage 2 25.0 4 50.0 1 12.5 1 12.5

No income – – – – – – – –

Total 15 37.5 16 40.0 2 5.0 7 17.5

impairment, whereas TMJD was found in 82.5% 
of the participants of the test group in its differ-
ent degrees of severity, indicating the need for 
longitudinal follow-up of these individuals, with 
a view to improving their quality of life.

The IAF can be used for the screening of 
patients for TMJD, since it has acceptable mea-
surement properties, especially concerning 
internal consistency and reproducibility. How-
ever, it is a screening questionnaire, not a diag-
nostic.16 It should be remembered that this index 
characterizes only the presence of symptoms 
and not clinical signs of TMJD.17

Fonseca was concerned with the develop-
ment of an anamnestic index for evaluation of 
TMJD adapted to the Brazilian population that 
was easy to understand and apply.11 The simplic-
ity of this index favors its use in epidemiological 
studies. However, it has not yet been completely 
validated and does not offer a TMJD diagnostic 
classification; the data obtained with this index 
are therefore restricted to the classification of 
severity of TMJD. Another limitation is its scoring 
system, since if 3 affirmative answers are given 
to the questions about headache, cervical pain 
and perceived emotional tension, the respondent 
will be classified as having mild TMJD. However, 
these same symptoms may occur in isolation, 
with no association with TMJD.18

In this study, in the group with mental and 
behavioral disorders (including schizophrenics), 

17.5% had no TMJD, 5.0% were diagnosed with 
severe TMJD, 40.0% moderate TMJD and 37.5% 
mild TMJD regardless of the diagnosed mental 
illness. Possibly the subjectivity of the index 
used to assess the severity of TMJD may have 
induced these results; however, few studies have 
evaluated the presence of TMJD in patients with 
mental and behavioral disorders who are users 
of typical APs.

Side effects from the use of typical APs are 
associated with effects on central nervous 
system transmission sites and receptors and 
appear in relation to dose and potency levels of 
the drugs. Patient characteristics, including sex, 
age and comorbidity, may make patients more 
or less susceptible to certain side effects of APs. 
Side effects influence the patient’s quality of life 
and affect compliance regarding medications.19

Few studies have evaluated the presence of 
TMJD in schizophrenic users of typical APs.

The importance of psychiatric disorders 
associated with TMJD has been reported in the 
literature, showing a relationship in the clinical 
appearance, prognosis and treatment of TMJD 
with psychosocial factors, such as stress, anxi-
ety and depression. The literature states that 
emotional aspects play an important role in the 
etiology and symptomatic evolution of TMJD, 
contributing to the onset or perpetuation of the 
disorder by increasing the muscular activity and 
tension of the facial muscles. In addition, 

Table 3
Absolute and relative values  
of the test group according  
to the association between the 
sociodemographic variables 
and the severity levels  
of temporomandibular 
dysfunction.

* Pearson chi-square (P < 0.0010).

Table 3Table 2
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cognitive factors suggest an influence on the 
individual’s response to pain, behavioral factors 
determine the patient’s attitude, and emotional 
tension promotes the onset or aggravation of 
clenching and bruxism. In this sense, studies 
indicate that anxiety and depression lead to 
exacerbation of symptoms and modify percep-
tion to pain.10

Delays in the diagnosis of TMJD and incor-
rect treatment contribute to the onset and per-
petuation of pain. However, successful treat-
ment depends on the identification and control 
of etiological factors and usually requires the 
efforts of a multidisciplinary team, associating 
dental approaches with those of other areas, 
such as those that use different physical, phar-
macological or behavioral therapies.10

There are few reports of published cases of 
TMJ dislocation due to the use of antipsychotic 
medication, which is usually associated with the 
use of haloperidol and less associated with drugs 
such as risperidone and amisulpride; however, 
Karthik and Prabhu reported a case of oroman-
dibular dystonia with displacement of the TMJ 
in a psychotic patient treated with oral risperi-
done and amisulpride.9

The prevalence of TMJD in schizophrenics 
was also the focus of a case–control study con-
ducted by Gurbuz et al. in Istanbul, Turkey, in 
which 339 schizophrenics and 107 healthy adults 

were selected.15 The signs and symptoms of 
TMJD were analyzed using the Diagnostic 
Criteria for Research on Temporomandibular 
Disorders and the results pointed to a high 
preva lence of TMJD in schizophrenic patients 
(284/339; 83.7%), characterized mainly by pain 
on palpation and articular cracklings.

Al-Mobeeriek assessed 100 psychiatric 
patients regularly attending a clinic in Saudi 
Arabia and compared the results obtained with 
those of 84 psychologically normal volunteers.12 
Muscular pain, TMJ crackling, limitation of open-
ing of the mouth, bruxism and harmful habits, 
such as nail biting and chewing of the lips and 
cheeks, were the criteria analyzed in both groups 
that composed the sample. According to the 
results, the oral health status of psychiatric 
patients was worse than that of healthy 
individuals, and those with special needs are more 
likely to have oral disorders. This study observed 
the prevalence of pain sensitivity in the mastica-
tory muscles detected in 37.0% and 22.6% of the 
case and control groups, respectively, with tem-
poral muscular pain present in 50.0% of the psy-
chiatric patients and in 44.1% of the healthy vol-
unteers. Cracking was present in 25.0% of the 
patients in the case group and in 27.4% of the 
control group, and only 1 psychiatric patient 
presented with limitation of mouth opening. 
Bruxism and tooth clenching were the most 

Control group

TMJD Variable

Mild Moderate Severe Absent

Number % Number % Number % Number %

Sex

Male 12 30.0 5 12.5 – – 23 57.5

Female 22 55.0 5 12.5 – – 13 32.5

Total 34 42.5 10 12.5 – – 36 45.0

Age

18–34 9 40.9 4 18.2 – – 9 40.9

≥ 35 25 43.2 6 10.3 – – 27 46.5

Total 34 42.5 10 12.5 – – 36 45.0

Ethnic group 
*P = 0.025

White/brown 18 38.3 3 6.4 – – 26 55.3

Black 16 50.0 7 21.9 – – 9 28.1

Not declared – – – – – – 1 100.0

Total 34 42.5 10 12.5 – – 36 45.0

Education

≥ 9 years 29 43.3 10 14.9 – – 28 41.8

< 9 years 5 38.5 – – – – 8 61.5

Total 34 42.5 10 12.5 – – 36 45.0

Individual monthly 
income

≤ minimum wage 20 45.5 9 20.5 – – 15 34.1

> minimum wage 13 39.4 1 3.0 – – 19 57.6

No income 1 1.2 – – – – 2 2.5

Total 34 42.5 10 12.5 – – 36 45.0

Table 4
Absolute and relative values of 
the control group according  
to the association between the 
sociodemographic variables 
and the severity levels of 
temporomandibular 
dysfunction.

* Pearson chi-square (P < 0.0010).

Table 4
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common parafunctions in both groups (34.5% in 
the control group and 27.0% in the case group).

In Latin America, a cross-sectional study was 
carried out to determine the most prevalent oral 
lesions in 65 hospitalized psychiatric patients at 
an institution in Caracas, Venezuela. The presence 
of TMJD was described, and 36.92% of the par-
ticipants reported joint sounds and 10.76% 
reported muscular pain, particularly when the 
temporal muscle was palpated. Among the most 
prevalent parafunctional habits, the authors cited 
bruxism, nail biting and cheek chewing, leading to 
the conclusion that, in these patients, mouth 
changes are more often diagnosed than in men-
tally healthy individuals, and they pointed to the 
need for the implementation of oral health pro-
grams, with the commitment of the entire multi-
disciplinary team involved in mental health care.5 

Conclusion

In this study, it was possible to observe the role 
of the adverse effects of typical APs in the onset 
of TMJD among patients with mental and behav-
ioral disorders, thus justifying the monitoring of 
these patients through dental consultations. The 
identification of possible signs and symptoms of 
TMJD represents an important resource for the 
early diagnosis of this dysfunction. In this con-
text, the use of indexes has been widely reported 
in the literature, especially when validated and 
easy to apply and interpret, and with a view to 
standardization for data comparison. The IAF 
can be used in the screening of patients for 
TMJD, since it has easy application and interpre-
tation; however, owing to its subjective nature, 
it requires more accurate examination.
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