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Psychoeducation training in stress management
strategies as adjunct therapy in temporomandibular
joint dysfunction - preliminary study

Matgorzata Pihut, Joanna Bieganska-Banas, Piotr Urbanski

Summary

The current state of knowledge on psychological stress management among patients suffering from temporo-
mandibular joint dysfunction as well as lack of educational projects aimed at this patient group in the available
literature became an inspiration to develop a psychoeducational programme. The aim of the programme was
to provide basic information on the contribution of stressors in the aetiology of temporomandibular joint dys-
function and educate on methods of coping with stress most commonly used in psychology. The purpose of
this study was to compile the programme and to validate its usefulness. Study population was a group of 25
patients aged 19-48. The usefulness of psychoeducation training was assessed via a questionnaire at base-
line (survey 1) and a month after the psychoeducation programme (survey 2). Preliminary results suggest
that the programme improves the emotional state of patients receiving prosthetic treatment for temporoman-

dibular disorders.

psychoeducation/temporomandibular joint dysfunction/depression/stress

INTRODUCTION

Temporomandibular joint (TM]) dysfunction is
a syndrome characterised by abnormal morpholo-
gy and functional disorders of otherwise symmet-
rically balanced temporomandibular joints, mus-
cle disorders in the anterior and central part of the
scull, and impaired spatial relationship of the op-
posing dental arches [1-4]. Aetiological factors of
TM]J dysfunctions can be local, systemic or gener-
alised. The most common local aetiological factors
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are congenital or acquired occlusion defects (in-
cluding those of iatrogenic origin), lost and unre-
stored teeth, particularly within the occlusion sup-
port zones, pathological oral behaviours termed
occlusal parafunctions, and past trauma and inju-
ries to the face and head. Nowadays, psycholog-
ical and behavioural factors are believed to play
a significant role in TMJ dysfunction. These are ex-
ternalised by different personality traits and pat-
terns, coping styles, maladaptive behaviours, and
physiological reactions to chronic stress. Equally
often, however, TMJ dysfunction is linked with
and accompanies specific psychopathological con-
ditions, including hypochondria, conversion dis-
orders and depression [1,3-10].
Psychoeducation is universally recognised
and commonly used to support therapy and re-
habilitation of individuals diagnosed with spe-
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cific mental disorders. It uses various methods
and techniques or is delivered through struc-
tured education programmes to promote recov-
ery and minimise the potential impact of a dis-
ease or disability. It was developed to prevent
excessive reliance on pharmacotherapy among
patients by eliminating irrational beliefs about
the mode of action and the potential adverse ef-
fects of medications, to increase patient tolerance
to adverse clinical symptoms, and to teach pa-
tients strategies and skills to enable them to cope
with daily life and the consequences of their ill-
ness. Yet many researchers argue that the bene-
fits of psychoeducation are often underestimat-
ed by clinicians who manage patients diagnosed
with somatoform disorders established to be of
psychogenic nature [11-21].

Psychoeducational interventions are a means
of clarifying patient’s knowledge and awareness
of the causes, nature and course of their underly-
ing disease, its aggravating factors and risks, as
well as enabling patients to overcome their men-
tal problems and giving them a sense of empow-
erment and self-determination, which are consid-
ered important in the recovery process. The ulti-
mate goal of psychoeducation is to increase the
patient’s capability to cope with the effects of the
disease and to improve their psychosomatic con-
dition. Recent evidence from the literature shows
that psychoeducation is not just about teaching
patients about their disease, but is instead an in-
teractive process involving elements of psycho-
therapeutic strategies. Psychoeducation training
is based on a therapeutic interaction that facili-
tates free exchange of information between the
trainer and the patient, with due respect for their
subjective opinions. Several studies have dem-
onstrated that psychoeducation may significant-
ly reduce illness duration. Psychoeducation con-
sultations can improve patients’ stress resistance
by teaching them new skills or methods of cop-
ing with stress, helping them increase their self-
esteem, develop their ability to solve problems
and believe in themselves, and to increase their
sense of security [17-22].

Study objectives

This study was inspired by the lack of litera-
ture data concerning educational programmes

developed for and conducted among patients re-
ceiving treatment for temporomandibular joint
dysfunction. The purpose of this study was to
develop a psychoeducation programme and
to validate its usefulness in promoting stress
management strategies among patients suffer-
ing from TM] disorders. This was a non-ran-
domised, open-label clinical study.

Study population

Study population was a group of 25 patients
aged 19-48, both men and women, who were
referred to the Temporomandibular Joint Dys-
function Department at the Prosthetics Outpa-
tient Clinic of the Jagiellonian University Medi-
cal College, Cracow, Poland to receive prosthetic
treatment of TMJ dysfunction characterized by
pain. Patients were informed that psychoeduca-
tion training was voluntary and that they could
withdraw at any time during the study.

METHOD

TMJ dysfunction was diagnosed on the basis
of masticatory function examination and addi-
tional tests, using a diagnostic questionnaire of
the Temporomandibular Joint Dysfunction De-
partment. The prosthetic treatment (dental brac-
es for occlusion) was augmented by secondary
physiotherapeutic procedures, pharmacologi-
cal treatment (intramuscular injections of bot-
ulinum toxin type A and intra-articular injec-
tions of platelet-rich-plasma), and psychoed-
ucation training on stress management strate-
gies. An original psychoeducation programme
was used in the study, consisting of 3 individu-
al 45-minute sessions with a psychologist taking
place once a week. Each session was individual-
ly planned in consideration of the psychophys-
ical condition of the patient. Patients were re-
quired to regularly attend the sessions.

During the first session, the psychologist ex-
plained the nature of stress, the role of positive
and negative stressors, and taught about var-
ious personality types and stress response pat-
terns. Patients were also made aware of a uni-
versal nature of stress management difficulties
among healthy individuals and people with TMJ
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dysfunction. Particular attention was also given to
stress as an aetiological factor in TM] dysfunction.

The second consultation was focused on pre-
senting various stress management strategies:
behaviour modification, physical self-regula-
tion training for the management of temporo-
mandibular disorders, Jacobson’s progressive re-
laxation, regular desensitization or visualisation,
and psychological distancing. Patients were also
told about the importance of maintaining per-
sonal relationships and regular physical exercise
in alleviating nervous tension.

During the third session, patients selected op-
timal relaxation and stress management tech-
niques. They also discussed ways of modify-
ing or abandoning unconstructive behaviours
as part of their chosen stress management strat-
egy. They used stress management techniques
in practice. There was also time for discussion
and questions.

The usefulness of psychoeducation training
was assessed based on a survey. It consisted of
20 questions about the frequency with which pa-
tients experience different emotional states, in-
cluding anxiety, fear, nervousness, helplessness,

emotional tension, as well as sleep disorders, im-
patience and guilt. Patients were asked to choose
one of the following answers: frequently, some-
times and never, scored 5, 3 or 1, respectively.
The higher the score, the worse the patient’s out-
come. The survey also included four non-scored
questions, asking the patients whether they had
attended any similar programmes or visited
a psychiatrist in the past.

The survey was conducted twice, at baseline
(survey 1) and 1 month after the psychoeduca-
tion programme (survey 2). Both surveys asked
the same questions. Results were statistically an-
alysed for medium, maximum and minimum
score, median, standard deviation and statisti-
cal significance (at p <0.05).

RESULTS

The results of the survey and statistical anal-
ysis data are presented in Table 1 and Fig. 1.
A statistically significant difference was detect-
ed between survey 1 (M=4.20, SD=0.28) and sur-
vey 2 (M=2.98, SD=0.21); t(24)=16.8183, p < 0.001.

Table 1. Results of the survey at baseline (survey 1) and at 1 month post-intervention (survey 2).

Survey Mean (range) Median SD
Survey 1 4.20 (3.00 - 4.375) 4.250 0.282
Survey 2 2.98 (2.75 - 3.250) 2.870 0.214

Mean scores
45 4,255

35

2,978

2,5

5 Wstuay

Study Il

05

Fig. 1 Medium score in survey 1 and 2

In addition, the majority of participants ex-
pressed an interest in continuing their training
with a psychologist and positively evaluated the
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psychoeducation programme. Interestingly, pa-
tients stated they had no previous knowledge
about stress management methods.

DISCUSSION

Long-lasting psychological tension and stress
are counted among aetiological factors of cranio-
mandibular disorders and are increasingly gain-
ing attention from physicians [23-27]. Despite
growing exposure to stress among young peo-
ple, there are no educational programmes ded-
icated to the issues of stress management, and
therefore stress will continue to cause physiolog-
ical reactions. Additionally, psychological ten-
sion is accompanied by reduced adaptive capa-
bilities of the cranio-mandibular system. This ac-
tivates compensatory mechanisms and causes
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loss of balance in both muscle and joint compo-
nents of the masticatory system. Excessive ten-
sion in mastication muscles may be caused by
the activation of the limbic system (a system that
controls emotions) or the central nervous sys-
tem [25,27-29].

Chronic emotional tension is associated with
contemporary lifestyle, hurried living, growing
expectations, increased workloads and lack of
rest and relaxation. Some personality traits, in-
cluding neuroticism and introversion, by their
nature make people more vulnerable to stress.
In some cases, personality features may affect
how individuals cope with stressors, depending
on how they experience emotional states, their
behaviour patterns, or stressor characteristics.
The harmful effects of stress will vary accord-
ing to the intensity of the stressor, as well as in-
dividual vulnerability and adaptive capabilities
[5,7,26-29].

Stress may significantly contribute to the over-
growth of mastication muscles and the resulting
imbalance in the cranio-mandibular system. In-
volving a psychologist in prosthetic treatment of
patients with TMJ disorders may improve treat-
ment effectiveness. Higher tolerance of stress-
ors acquired through psychoeducation is con-
sidered an essential condition for progressive
remission of the symptoms of the dysfunction
[5,7,21,24,29].

The results of this study and literature research
show a positive impact of psychoeducation con-
sultations on the recovery of patients suffering
from mental disorders. Psychoeducation helps
patients improve their self-esteem, develop skills
and strategies to control their mental well-be-
ing, provides them with emotional support and
teaches them problem-solving skills. Patients
learn practical ways of managing chronic stress.
The training also makes the patient more aware
of the effects of excessive emotional stress on the
development of TM] dysfunction [17-20,30,31].

A substantial number of psychotherapeutic
techniques can be used as an important addi-
tion to the regular basic treatment of TMJ dys-
function by working systematically towards
minimising stress and making patients less vul-
nerable to stressors, improving their stress man-
agement skills, or teaching them how to man-
age fear and anxiety — the most common prob-
lems reported to affect patients with TM] dys-

function. Behaviour modification, Carlsson’s
and Bertrand’s physical self-regulation training
for the management of temporomandibular dis-
orders, Jacobson’s progressive relaxation, and
regular desensitization are techniques particu-
larly worth considering. Psychoeducation train-
ing appears to be particularly useful in making
patients aware of the importance of psychosocial
factors in their recovery, with a focus on support
from relatives or close friends, sufficient sleep,
breathing exercises or regular physical exercise.
By reducing the intensity of aetiological factors
which contribute to the development of TM]
dysfunction, the training has a positive effect on
the course of the disease and the improvement
of functional disorders [1,7,8,20,25,27].

CONCLUSIONS

Our preliminary results suggest that a psych-
oeducation programme improves the emotional
status of patients receiving prosthetic treatment
for temporomandibular disorders. Development
of an algorithm for these patients needs further
research and testing.
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