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(% 30) was 2.3 in the observed cases. The cause of the frequent
occurence among females is unexplained in the literature. TMJ
dysfunction symptoms were observed in all age groups but found
mostly between 20-30 ages (% 56).

Dysfunction incidence was high especially in prothesis wearers
and in patients with malocclusions. The findings of many authors
in TMJ dysfunction patients are seen in Table |I.

Table Il : Sex and age composition of patients with mandibular dys-

function,
No. of Ratio of Dominating age
Author (s) patients women to men group (yrs.)

Schwartz and Cobin (1957) 491 4:1 20—40
Cambell (1958) 899 3.5:1 —_

Thompson (1959) 100 4:1 18—30
Franks (1964) 613 34 20—40
Kruse (1965) 435 4:1 20—40
Gelb* et al. (1967) 742 3:1 30—60
Perry (1968) 467 4:1 40—50
Carraro et al. (1969) 763 4:1 20—30
Agerberg et al. (1970) 104 9:1 20—40
Takada et al. (1971) 348 2,3:1 15—30
OR et al. (1979) 84 2.3:3 20—30

The studies have always been directed to the treatment of
Symptoms. The most frequent dental catalysts for the development
of dysfunction are :

1T — Occlusal discrepancies between centric relation and cent-
ric occlusion.

2 — Heavy, nonworking tooth contacts.
3 — Loss of vertical dimension of occlusion.

During our clinical investigation we observed many patients
with occlusal abnormalities who have not complained of dysfunc-
tion. Yemm (7) and Thompson (6) also reported that the differences
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of the results between their test and control groups were insignifi-
cant where the patients in test group had dysfunctions concerned
with occlusal abnormalities. Studies by Agerberg (1) and Helkimo (3)
under-score the strong possibility that these patients have masti-
catory systems that function close to the limit of tolerance, and
when this limit is occasionally exceeded pain and dysfunction de-
velope.

Satisfactory results in the clinic were limited due to the limita-
tion of treatment directed only towards the dental methods, there-
fore the suggestion occured that dysfunction as the result of mic-
rotrauma can appear due to the inflammatory variations on joint,
tendons and muscles. These patients were recommended to keep
to soft diets and minimal jow activity and in certain cases bimaxil-
lary fixation was prefered to immobilize the mandible. The methods
applied in order to obtain the symptomatic therapy to inflammatory
response are seen in Table lIl. '

Table Il : Treatment methods selected to obtain symptomatic relief.

Patient counseling

Occlusal adjustment

Bite-plane treatment

Jaw exercises

Medication : analgesics, muscle relaxants, sedatives
Use of topical and/or local anesthetics

Mandibular immaobilization using interdental wiring

NGB W

Bite planes or splints may be effective in a subtle physiologic
or psychologic way or they may change the skull-mandible relati-
onship so as to minimize or neutrolize the noxious effects of man-
dibular activity. The elimination of an occlusal discrepancy or the
recovery of an altered or lost vertical dimension of occlusion may
control the noxious stress on the masticatory system, so that a
resolution of symptoms will occur.

The cause of our success in cases under therapy seems to be
the result of elimination of many factors instead of breaking only
one point in the causal chain. The concept described by Rugh and
Solberg (5) also supports our decision of multifactorial origin.
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Dans ce travail, nous avons

RESUME

expliqué de |g fréquence des dysfonstion de

joint tém-poromandibulalrss dans la population et I'imoortance de leur traitement
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