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Abstract

Introduction: Temporomandibular disorders (TMD) and eating
disorders (ED) affect function and parafunction of the oral cavity
and have high rates of medical and psychological comorbidity.
However, little is known about the possible associations between
them, and few studies have investigated the existence of such
associations.

Methods: A search was conducted on the SciELO, LILACS, and
PubMed/MEDLINE databases to find relevant articles written in
English and Portuguese. Only studies involving human beings
were included, and there was no limit for year of publication.
Results and conclusions: There is evidence of the correlation
between TMD and ED, but their comorbidity must be better un-
derstood. The presence of depressive symptoms is an aggravating
factor that must also be taken into account during the diagnosis
and treatment of those patients.
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Resumo

Introducgdo: As disfungdes temporomandibulares (DTM) e os
transtornos alimentares (TA) envolvem a fungdo e a parafungdo
da cavidade oral e apresentam altos indices de comorbidade mé-
dica e psicoldgica. No entanto, pouco se sabe sobre as possiveis
associagBes entre essas entidades clinicas, e poucos artigos ava-
liaram a existéncia de uma relagéo elas.

Métodos: Uma busca foi realizada nas bases de dados SciELO,
LILACS e PubMed/MEDLINE a fim de encontrar artigos relevan-
tes escritos em inglés e portugués. Apenas estudos envolvendo
seres humanos foram incluidos, e ndo foi estabelecido um limite
para ano de publicagdo.

Resultados e conclusdes: Ha evidéncias da correlagdo entre
DTM e TA, mas essa comorbidade precisa ser melhor compreen-
dida. A presenga de sintomas depressivos é um fator agravante
que também precisa ser levado em consideragdo durante o diag-
nostico e tratamento desses pacientes.

Descritores: Transtornos da articulagdo temporomandibular,
transtornos da alimentagao, depressao, adolescente.
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Introduction

Temporomandibular disorders (TMD) and eating
disorders (ED) involve the functional and parafunctional
activities of the oral cavity. Even though the prevalence
of these conditions is high in Western society, little is
known about their possible associations.* The presence of
TMD and ED in a patient should be suspected by health
professionals that treat these disorders, as one can
aggravate the other and even lead to treatment failure.
However, there are relatively few reports of physical
impairment, such as food intake difficulties,? in TMD
patients, and few studies have investigated the prevalence
of ED in patients with TMD or chronic facial pain.3

TMD is a generic term for a number of clinical
signs and symptoms of the masticatory muscles,
the temporomandibular joints (TMJ]) and associated
structures.* Signs and symptoms of TMD, characterized
as musculoskeletal orofacial pain, TMJ pain, of both, have
been found in practically all populations under study.®

ED is a set of psychosomatic diseases associated with
numerous severe physiologic and somatic complications.®
They affect young women primarily, and their frequency
has been increasing.? In the Western world, anorexia
nervosa (AN) and bulimia nervosa (BN) are the two main
types of ED, particularly among white women.!

Orofacial pain may interfere with the daily activities
of a patient, and the most common consequences are
psychological.® At the same time, psychological issues
contribute to the development of both chronic pain
and ED.3 The coexistence of TMD and ED combined
with the presence of depressive symptoms may create
a vicious circle in which each condition worsens the
effects of the other.

Methods

An electronic search was conducted using the SciELO,
LILACS and PubMed/MEDLINE databases to select
relevant studies. Moreover, the references of the selected
studies and additional materials in the literature, such as
books about the same topic, were hand searched. The
search terms were temporomandibular disorder and
eating disorders.

The search was restricted to studies written in
English or Portuguese. Only studies involving human
beings were included, but no limitation was placed on
publication year.

Results and discussion

Sixty-one studies published between 1987 and
2012 were initially retrieved using the search terms and
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parameters. After examining whether they had data about
the presence of signs and symptoms of both TMD and ED,
23 were included.

The analysis of these 23 studies revealed that 15
were based on patient populations, 3516 three dealt with
data gathered from community samples, 1718 three were
case reports!31%20 and two were literature reviews.?!??
Participant age ranged from three!® to 822 years. Most
studies had samples with more women than men?5!t or
with only women.13:13.1517.19.20 Qnly one study had more
men than women,* but the difference was very small.

The Research Diagnostic Criteria for temporomandibular
disorders (RDC/TMD) was the only diagnostic instrument
used to diagnose TMD in one study?; one study followed
the RDC/TMD guidelines, but that was not their only
criterion for a diagnosis!® and another used only the
Axis II of the RDC/TMD.'” Clinical examination was used
in seven studies.!>10:12131920 Some studies evaluated
only signs and symptoms of TMD.3#6821418 The Hapak
questionnaire® and self-reported forms® were also used.
A computerized online TMD diagnostic system was used
in two studies.”'*!

ED diagnoses were retrieved from patient charts in
some studies,'* and the Eating Attitudes Test 26 (EAT-
26) was used in one study.? Most of the studies evaluated
only some symptoms, such as difficulties in food intake,
chewing or eating soft or hard foods?7-?°; one of them
used a Visual Analogue Scale (VAS) to assess the level
of difficulty in food intake.?

Temporomandibular disorders

The prevalence of TMD signs and symptoms varied
according to the population under study.? Several types
of disabilities in daily activities of TMD patients have been
evaluated.” These patients may have pain and difficulty in
daily activities,®81%'7 such as pain during mouth opening
and difficulty in eating.?7-9:11-13,.18-20 Qrofacial pain resulting
from TMD affects social interactions and daily behaviors.?*

TMD may worsen impairment due to ED. The association
of TMD signs and symptoms and the ability to take in food
is important to understand the levels of impairment found
in patients with TMD.? Although several aspects of jaw
dynamics are involved in masticatory movements, studies
published before the one conducted by Haketa et al.? were
limited to abstract measures of masticatory activities, such
as eating hard/soft foods or chewing foods.

Chewing correlates with dysfunction in patients
with TMD,'* who may reduce mastication to avoid the
aggravation of facial pain.*>!® They are also likely to
reduce their intake of dietary fiber.'> Concerns about
types of food and food intake behaviors should be taken
into account for each TMD subtype in the management
of patients with TMD.?



Eating disorders

The etiology of ED is not clearly understood because of
their nature.?* The etiology of AN and BN is multifactorial,
and biologic, psychological and sociologic factors contribute
to the determinants of these disorders.?

The salient features of AN are a relentless pursuit
of thinness through dieting and exercise associated with
intense fear of gaining weight or becoming fat despite
the achievement of a significantly low body weight.2*
Patients with AN tend to feel fat, even when they are
extremely thin, and AN is characterized by the refusal
to maintain a minimal normal weight in accordance with
age and height, as well as by self-starvation, drastic
weight loss and thinness.!??

Individuals with BN are typically women of
normal weight in their teens or early twenties who
are very concerned about their shape and weight.?*
BN is characterized by dieting, binge eating, and
purging by individuals whose body weight is usually
normal.?? Individuals with BN have repeated episodes
of uncontrolled eating (binge eating), which are
characterized by an accelerated consumption of large
amounts of food within a short period of time, followed
by compensatory behaviors, such as vomiting, use of
laxatives, diuretics and other medications, fasting and
exaggerated sports activity.?* When not binge eating,
individuals with BN markedly restrict their food intake,
leading to a vicious cycle of binge eating followed by food
restriction in an attempt to compensate for binge eating,
which then leads to increased appetite, setting the stage
for another episode of binge eating.2*

Vomiting, a prevalent and potentially destructive
symptom of ED, leads to significant dental and medical
morbidity. It is accompanied by extreme, sudden
and unconventional mouth opening. Apparently the
vomiting activity affects both the masticatory muscles
and tendons, leading to the development of myofascial
symptoms.! Self-induced vomiting, binge eating and
duration of the ED could also be factors which promote
orofacial pain symptoms.>

Binge ED was not formally recognized in the
Diagnostic and Statistical Manual of Mental Disorders,
4th edition (DSM-1V), but criteria were provided in an
appendix for further study. The hallmark feature of binge
ED is the occurrence of recurrent episodes of binge
eating in the absence of the inappropriate compensatory
behaviors characteristic of individuals with BN.?*

Temporomandibular disorders and eating
disorders

Recent studies have suggested that there is evidence of
the coexistence of symptoms associated with TMD among
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patients with ED.? There is a significantly higher prevalence
of clinical TMD signs and symptoms in patients with ED.>

Sensitivity to palpation of the superficial masticatory
muscles is greater among individuals with ED than
among healthy individuals.! Numerous patients with
AN also complain of chronic musculoligamentous pain.?
Therefore, the TMD symptoms felt by patients with ED
are likely of muscular origin.>

Healthcare professionals should ask their patients
with ED about facial pain,> as symptoms such as
headache and facial pain are significantly more prevalent
among patients with ED.®

Patients with ED wusually have a higher risk of
(or tendency for comorbidity with) TMD, associated
problems and purging behaviors, such as vomiting.
Moreover, binge eating may further increase that risk or
comorbidity.® The act of vomiting may be detrimental to
the stomatognathic apparatus, and may be classified as
a predisposing, initiating, or perpetuating factor of TMD.*

Special attention should be paid to those who
report purging, binge eating, or both.> Dislocations
or subluxations of the condyle caused by extreme,
unconventional mouth opening may be consequences of
frequent self-triggered vomiting,*!” as the mechanical
pressure exerted by frequent self-triggering of vomiting,
especially when initiated with the fingers, combs, pins,
or other hard objects, may lead to damage similar to that
sustained during intubations for general anesthesia.?

Temporomandibular disorders, eating
disorders, and depressive symptoms

The comorbid occurrence of TMD, ED and depression
may complicate and perpetuate the entire symptom
complex.3 Depression is a common characteristic among
individuals with TMD,'” and several studies have reported
moderate to severe depression in patients with TMD.”:!!

Various psychological signs and symptoms are
comorbid with TMD,?¢ and the rates of psychopathologies
among patients with TMD are above the average for the
general population.?” Studies have found a significant
association between emotional status and pain while
eating or opening the mouth.® Patients with moderate to
severe depression had significantly greater mandibular
function limitations than normal patients.*!

ED, in general, are also associated with serious
psychological complications.?® Patients with ED have
significantly greater emotional and psychological
distress than patients without ED,'! and both AN and
BN are associated with high rates of medical and
psychiatric comorbidity.?

Adolescents with disordered eating attitudes, potential
precursors to ED, seem to have certain psychosocial
characteristics, which differentiate them from those with
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healthier eating attitudes.?* Patients with chronic ED
may be more susceptible to pronounced emotional and
psychological stress than healthy individuals.t

Temporomandibular disorders,
eating disorders, and depressive
symptoms in women

Interest in gender differences in health has been
growing, but more studies should investigate specific
female health issues. Dental clinicians should be aware
that some women may have gender-specific oral health
characteristics.?? Compared with women without TMD,
women with this disorder present with pain of greater
intensity, teeth clenching, trouble sleeping, sensitivity to
pain in the masticatory and neck muscles, lower quality
of life,?® higher general muscle sensitivity to palpation
and higher emotional and psychological distress.!

The incidence of TMD among women is about twice
that found among men. The prevalence of women seeking
treatment for TMD is even higher, at a 4:1 ratio.?? A sign
that these disorders have a higher incidence among
women is the fact that the samples of most studies have
more women than men,?59111517 or that some samples
and case reports include only women.1:3:13:19,20.29

The prevalence of TMD, ED and depressive symptoms
(DS) is higher among women, and the possible
comorbidity of these disorders is a fact that stresses
the need of a multidisciplinary approach, so that women
receive a more holistic and comprehensive treatment.??

Diagnosis and treatment

Ideally, when a patient presents with any of the
disorders described above, the presence of the others
should be investigated. In the case of TMD, a single
symptom or sign of the masticatory system is not
synonymous with TMD; nor does it automatically lead to
a TMD diagnosis. The use of indices, such as the RDC/
TMD, provides data for more complex associations, as
their value is based on multiple variables.*

The presence of psychological conditions should be
identified early in the management of TMD, as failure to
do so may lead to treatment failure and worsening of the
patient’s condition.! At the same time, if TMD signs and
symptoms, such as facial pain, are not diagnosed and
treated, they may negatively affect the treatment of ED.3

Associated signs and symptoms of TMD and orofacial
pain are significantly more common in patients with ED
than in those without it.> TMD pain may impair dietary
intake, and the health of patients with ED and TMD may
be, therefore, further compromised.® Therefore, during
the treatment of patients with TMD, the types of food
and food intake behavior should be taken into account
for each TMD subtype.?
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Patients with ED should also be examined to detect
orofacial pain and associated signs and symptoms of
TMD.5 Dentists are often the first health professionals
to recognize relevant signs of ED because of the oral
signs of these disorders. Therefore, dentists should
be familiar with those signs and symptoms and their
possible consequences during the evaluation and
treatment of patients with TMD, and should refer them
to a multidisciplinary team.®30:3t

Facial pain may have a negative effect on the
treatment of ED. Therefore, the treatment of patients
with chronic facial pain may have implications for the
treatment of people with ED. The presence of depression
may have practical implications in the treatment of these
populations, and a patient that has both disorders should
be treated by a multidisciplinary team.3

Further studies should be conducted to better
understand the possible comorbidity between TMD and
ED.*3 Ideally, clinical examinations should be included
in future studies of this association.?> TMD should not be
diagnosed using signs and symptoms alone, but also
using indices, such as the RDC/DTM.!

Conclusions

There is evidence of the correlation between TMD and
ED, but this comorbidity should be better understood.
The presence of depressive symptoms is an aggravating
factor that should also be taken into account during
diagnosis and treatment. Some of the gaps in the
understanding of those disorders may be the result of
their analysis as separate conditions when, in fact, they
may be comorbid in some patients.
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