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A subtle trap – occlusal dysesthesia

Introduction: Patients complaining of uncomfortable and unpleasant tooth 
contacts are encountered in the dental practice time and time again, as well as 
in the fields of physiotherapy, pain therapy, and psychotherapy. These tooth 
contacts are neither clinically identifiable as premature contacts nor associ-
ated with other disorders (e.g., of the periodontal tissues, dental pulp, mastica-
tory muscles, or temporomandibular joint). It is not uncommon for patients 
to experience this perceived occlusal discomfort as a constant impairment of 
their oral or physical well-being. This is often accompanied by psychosocial 
problems. The cases discussed in this article often concern patients suffering 
from occlusal dysesthesia (OD), although a differential diagnosis must always 
be carried out to distinguish OD from occlusal disease.

Methods: This article presents clinical features of occlusal dysesthesia that are 
relevant to everyday practice. These features are explained based on the cur-
rent guideline “Occlusal Dysesthesia – Diagnostics and Management” pub-
lished by the Association of the Scientific Medical Societies in Germany 
(AWMF) and by means of case examples. Psychopathological factors, neuro -
plasticity, phantom phenomena, and changes to the transmission of propri-
oceptive stimuli and perception have been discussed as etiological factors of 
OD; however, the exact connections have not yet been extensively researched 
or fully understood. Invasive occlusal therapy is not advisable. The use of den-
tal splints is also a controversial topic of discussion in the literature. Patient 
counselling and education about the nature of OD (“information therapy”) 
that aims to explain and defocus is a recommended measure. Other thera-
peutic alternatives include cognitive behavioral therapy, specialist medical 
treatment of possible comorbid psychological factors, pharmacotherapy, and 
the prescription of physical activity.

Conclusion: Despite professional therapy, treatment of affected patients is 
often unsuccessful.
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Introduction
“This might sound funny, but I’ve lost 
my bite!”

Patients complaining of uncom-
fortable and unpleasant tooth con-
tacts are encountered in the dental 
practice time and time again, as well 
as in the fields of physiotherapy, pain 
therapy, and psychotherapy. These 
patients often experience their occlu-
sal discomfort as a perpetual con-
straint on their oral or even whole-
body well-being. According to latest 
knowledge, occlusion is considered a 
low risk factor for the development 
of painful musculoskeletal disorders 
inside and outside the masticatory 
organ, and in this context should be 
understood only as a cofactor and 
not as a sufficient condition on its 
own [8, 17, 28]. Nonetheless, the 
widespread view remains that hu-
mans can only tolerate their occlu-
sion if it fulfills certain conceptual 
rules. 

Based on these classical views in 
dentistry with regard to the “opti-
mum bite”, the consulting dentist 
will often undertake invasive pro-
cedures in the cases described above. 
Unfortunately, however, such an ap-
proach usually leads to unsuccessful 
therapy attempts, conflicts, and a 
complete loss of trust between den-
tist and patient. If the costs of treat-
ment are high, it is not unusual for 
therapeutic efforts to be followed by 
legal proceedings. As the title of this 
article suggests, these cases often in-
volve patients who are suffering from 
occlusal dysesthesia (OD). 

Without claiming to be exhaus-
tive, this article presents and dis-
cusses clinical features of occlusal 
dysesthesia that are relevant to every-
day dental practice. This discussion is 
based on the guideline of the Associ-
ation of the Scientific Medical So-
cieties in Germany (AWMF), “Occlu-
sal Dysesthesia – Diagnosis and Man-
agement” [1, 11] and the authors’ ex-
periences as practitioners, as well as 
those of experts appointed in legal 
disputes. The article also includes sev-
eral patient quotations that the au -
thors consider typical of the clinical 
picture of OD. Here we would like to 
express our gratitude to the authors 
of the guideline, whose explanations 
have provided a valuable basis for 

making decisions when treating pa-
tients suffering from OD and a help-
ful aid for dental experts.

Treatment methods

Diagnostics
“It all started back in 1988 when I re-
ceived an inlay on tooth 14. The contact 
with the opposite tooth was much too 
strong. All of a sudden, I was unable to 
move my left leg back while dancing – 
from then on, nothing was right any-
more. […] With every dental treatment I 
received, things just got even worse! I’ve 
brought you all the models made over 
the years, in case you would like to see 
them. […] Please help me! I’m at my 
wits’ end.”

In general, patients do not con-
sciously perceive the contact between 
antagonist teeth in the upper and 
lower jaws [23]. The substantial dif-
ference in perception experienced by 
patients who “suffer” from OD in the 
truest sense of the word is clearly to 
be found in the AWMF guideline’s 
definition of the condition. This de-
fines OD as “a condition in which 
tooth contacts that are neither clini-
cally identifiable as premature con-
tacts nor associated with other condi-
tions (e.g., of the periodontium, den-
tal pulp, masticatory muscles, or tem-

poromandibular joints) are continu-
ously (for more than 6 months) per-
ceived as uncomfortable or unpleas-
ant. The clinical findings do not bear 
a clear relationship to the nature  
and severity of the symptoms re-
ported. The patients suffer from se-
vere psychological and psychosocial 
strain.” [1].

Psychological factors, neuroplas-
ticity, phantom phenomena, and 
changes in the transmission and per-
ception of proprioceptive stimuli 
have been discussed as etiological fac-
tors of OD, although the exact links 
have not been researched in much 
detail [9, 19, 21].

“It was all rather inconvenient at the 
time. I was on business abroad (in 
Spain) to set up a branch there. Of 
course, that’s when my tooth chose to 
break, and I had to go to the dentist 
there. […] Something had not been right 
with the crown from the beginning. It 
felt as if I had just this one tooth in my 
mouth. The dentist always said that 
everything would be fine, yet he reground 
the crown countless times. At this stage, 
my jaw and neck had already begun to 
hurt.”

The onset of OD is often con-
nected to dental treatment, and com-
monly happens in conjunction with a 
stage of life that the patient has 
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Diagnostically important and frequently encountered signs of OD in  
the context of the specific anamnesis are [16, 19, 24, 25, 27]:

Complaints exist for longer than 6 months (frequently a long-standing medical  
history with numerous changes of practitioners and negative emotions towards  
the previous practitioners)

There is a focus on the conscious perception of the occlusion

The trigger was a dental treatment (regardless of the intensity)

The complaints have a relevant influence on living and experience 

Non-specific complaints are attributed to the occlusion

Frequently, extremely detailed descriptions of the occlusal disturbances using 
specialized terminology 

Despite clarification, there is a vehement insistence on the person's own  
pathophysiological beliefs

Repeated changes to the occlusion remain unsuccessful

Table 1 Diagnostic evidence that can indicate the presence of OD (modified after [1]).
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found stressful [5, 26]. The type and 
complexity of the dental intervention 
does not appear to have an effect [23]. 
OD occurs in isolation or in com-
bination with temporomandibular 
joint (TMJ) disorders [12]. Occlusal  
interventions aimed at eliminating 
non-specific symptoms have been de-
scribed as iatrogenically contributing 
to the development of OD [24]. In 

most cases, it is middle-aged women 
who visit the dentist with symptoms 
of OD [9, 25] (women are affected ap-
proximately five times more often 
than men). Current data indicate that 
the average age of onset for the con-
dition is 45 [9, 14]. Only adults ap-
pear to be affected [1] (Table 1). 

“I just want to bite the way I used 
to. I want my old life back!” 

Over time, patients with OD gen-
erally become fixated on their occlu-
sion [15, 23, 24]. It is evident that the 
described symptoms play a central 
role in the lives of those affected, and 
that the patient’s environment is 
tightly interconnected with his or her 
situation. Pseudo-scientific posts on 
the internet confirm that those af-
fected ascribe a clearly exaggerated 
pathophysiological potential to their 
occlusal disorders, usually involving 
extensive effects on the general 
health of the entire body. This situ-
ation often also causes patients to be-
come extremely anxious. OD fulfills 
the criteria of a “somatic stress dis-
order” (DSM-5 300.82). It is often ac-
companied by other psychological 
problems [9, 22, 25] (Fig. 1). 

“No dentist listens to me properly – 
they all immediately want to pigeonhole 
me as a loony!”

If the affected patient’s medical 
history provides corresponding indi-
cations of OD, the extent of his or 
her symptoms can be recorded by 
means of suitable and frequently 
used questionnaires (Table 2). If such 
findings are obtained, the results 
must be discussed with the persons 
concerned. However, a delineation  
of mental or psychiatric symptoms 
does not fall within the area of 
compe tence of the dentist and must 
be carried out by an appropriate 
specialist.

“Surely you can also see that the 
shape of my crowns is not correct. As a 
result, my lower jaw has lost its stability 
and is always slipping to the left.“

Somatic findings are character-
ized by a discrepancy between the pa-
tient’s subjective occlusal sensations 
and the occlusal findings. Patients 
with OD usually describe their com-
plaints in very vivid and precise 
terms, and generally go far beyond 
the degree of explanation used by 
untroubled patients to describe oc-
clusal interventions.

Occlusal disease compared 
with occlusal dysesthesia
It is important to differentiate OD 
from occlusal disease (Fig. 2). The 
main difference is that occlusal dis-
ease can have dentogenic, myogenic, 
or arthrogenic causes. This means 
that the discomfort mentioned by 

Figure 1 As a rule, occlusal dysesthesia is accompanied by additional psychological 
stresses, of which, an illustration in percentage frequency is shown for a selection of 
them (modified after [1])

 HELLMANN, SCHINDLER: 
A subtle trap – occlusal dysesthesia

Questionnaires for evaluating possible cofactors of occlusal dysesthesia 

Localization of pain
• Full body mapping of all areas of pain

Chronification
• Graded Chronic Pain Scale (GCPS))

Anxiety and depression
• Personal Health Questionnaire 4 (PHQ-4)
• Hospital Anxiety and Depression Scale (HADS)
• Depression-Anxiety-Stress Scale (DASS)

Emotional Stress
• Social Readjustment Rating Scale (SRRS)
• Depression-Anxiety-Stress Scale (DASS)

Somatization
• Symptoms list (B-LR and B-LR’ symptoms lists)
• Somatic Symptom Scale (SSS-8)
• Personal Health Questionnaire 15 (PHQ-15)

Table 2 Questionnaires to evaluate possible cofactors of occlusal dysesthesia (modified 
after [1])
(Tab. 1 and. 2, Fig. 1 and. 2: Adoption of the contents of the tables and figures from [1])
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the patient can be clearly and con-
vincingly objectively identified by 
means of standard dental diagnostics. 
In this case, subjective sensations and 
objective findings coincide.

Thus, a patient merely stating 
that his or her bite is not or is no 
longer correct should not necessarily 
lead to the diagnosis of OD. Addi-
tional diagnostic information should 
be obtained first.

Management
“I’ve heard that you are a very good den-
tist. My previous dentists didn’t examine 
me as thoroughly as you have. I‘m sure 
you‘ll be able to sort me out.”

Because the symptoms of OD are 
an expression of a functional con-
dition, it should be emphasized at 
this point that they cannot be effec-
tively treated by means of dental  
interventions, but instead require 
further specialist medical care. It is 
therefore more appropriate to speak 
of management than of treatment. 
Even if the presumed solution often 
seems obvious to those affected, and 
they vehemently demand the imple-
mentation of occlusal therapy in  
accordance with how they expected 
to be treated, it is advisable to re-
peatedly offer non-invasive measures 
and therapy alternatives from outside 
the field of dentistry.

“Your predecessor almost succeeded. 
But when almost everything was fine, in 
the end, he didn‘t want to grind down 
the point where I told him to any 
further.” 

It should always be noted that in-
terventions to treat a patient’s occlu-
sion will not bring lasting success if 
the patient has OD. After apparent 
initial success, the occlusal “correc-
tions” will often be ineffective or 
even lead to a worsening of symp-
toms [14, 25]. In most cases, this cre-
ates a lasting strain on the den tist- 
patient relationship. If invasive inter-
ventions are performed simply at the 
request of the patient, despite the 
fact that the described sensations 
cannot be objectively substantiated 
by means of established dental pro-
cedures, then the dentist is simply 
straying away from the rules that 
underlie the practice of their profes-
sion. In the case of any possible sub-
sequent dispute, no plausible justifi-

cation exists for such actions. Based 
on the current guideline [1], the 
question of a differential diagnosis 
between OD and occlusal disease is 
likely to be raised in any future legal 
disputes. 

Because data regarding the man-
agement of patients with OD is very 
limited, the following explanations 
are based solely on an expert-based 
consensus derived from the guide-
line. When a patient has OD, the pri-
mary goal of any therapeutic efforts 
is to improve the patient’s oral-
health-related quality of life by 
means of extensive patient education 
and defocusing [3, 21]. This is only 
possible if mutual trust exists be-
tween doctor and patient; this means 
that the dentist takes the patient seri-
ously and that the patient is con-
vinced of the practitioner’s compe -
tence. The general recommendation 
is to avoid confrontational dis-
cussions with the patient and, in the 
context of information therapy, to re-
peatedly offer them alternative ways 
out of how they usually interpret 
their physical perceptions. This is cer-
tainly a sensible and helpful ap-
proach; given billing arrangements, 
however – at least for dentists re -
siding in Germany – it is difficult to 
achieve. Owing to the above men-
tioned cofactors of OD, the impor -
tance of a psychological or psychi-
atric therapeutic approach again be-
comes clear at this point. An essential 
feature of information therapy is to 
make it clear to patients that, com-
pared with healthy people, their per-
ception of their occlusal contacts is 

heightened [13]. Many patients tend 
to constantly “check” their occlusion 
in the form of static and dynamic bit-
ing behaviors. This can increase the 
patient’s fixation with their occlusion 
and also constitutes a risk factor for 
TMJ disorders [4, 10, 20], because bit-
ing behaviors performed with little 
force and for a prolonged duration 
can trigger pain within the jaw 
muscles [7]. Therefore, in the case of 
myofascial pain, patients should be 
given instruction that aims to pre-
vent them from consciously checking 
their occlusion. 

Invasive occlusal therapy is not 
recommended. The use of oral splints 
is a topic of critical discussion in the 
literature and, if splints are used at 
all, they are recommended as a short-
term therapy to reduce irritation and 
thereby possibly achieve defocusing 
[6, 9, 25]. 

The therapeutic considerations 
just mentioned will now be eluci-
dated by means of the example of an 
affected patient, who for many years 
originally wanted a comprehensive 
(unindicated) prosthetic restoration 
of all teeth in the upper and lower 
jaws. As the result of talking therapy 
that aimed to achieve defocusing, the 
patient learned to accept her clinical 
picture of OD. Because the patient’s 
perception of her occlusion remained 
heightened, she has since adjusted 
her mandibular occlusal splint – made 
for her by one of the authors – by ad-
ding targeted occlusal contacts in the 
form of a few small cellulose “under-
layings”. The patient did this by way 
of self-therapy, without consulting a 

Figure 2 Clinical differentiation between occlusal disease and occlusal dysesthesia 
(modified after [1])
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dentist. According to the patient, this 
allowed her to return to a normal 
everyday life that was no longer 
dominated by her occlusion. This 
example is not intended to establish 
this type of splint therapy as the pre-
ferred form for patients with OD, but 
serves as evidence that even partial 
successes can often signify the start of 
a patient’s return to normal life.

The recommended therapy ap-
proach favored by many authors is 
cognitive behavioral therapy that 
aims to change a patient’s perception 
of his or her occlusal contacts [2, 6, 9, 
13, 18, 21, 26]. As already mentioned 
above, any comorbid psychological 
factors should be treated by the ap-
propriate specialist. In Germany, den-
tists do not have the power to refer; 
as a result, cognitive behavioral ther-
apy cannot be initiated by the den-
tist, but is instead usually arranged by 
the family physician. In spite of this, 
it is important for the dentist to pro-
vide the patient with an explanation 
of the findings made.

With regard to possible phar-
macotherapy, everyday clinical prac-
tice suggests that many patients re-
ject this form of therapy. This is due 
to the lack of a specific medication 
for OD, and the fact that patients do 
not wish to use the antidepressant or 
neuroleptic drugs often used in this 
context.

Similar to the treatment of 
chronic pain, the recommendation of 
physical activity can be a promising 
therapeutic option for treating OD. 
Depending on the physical constitu-
tion of the patient, possible sugges-
tions include forest walks, dancing, 
yoga, or endurance sports. Group 
physical activities can also be used as 
a way to re-engage socially.

Outcome/Conclusion
“I thought you were an expert, but ap-
parently you don’t know what you’re 
doing either!”

The symptoms of OD are indica-
tive of functional disease. For this 
reason, OD cannot be treated effec-
tively by means of dental interven-
tions, but instead requires further 
specialized medical care. If OD is  
suspected, a differential diagnosis 
should be performed to distinguish it 
from occlusal disease. In addition, it 

is advisable to use validated question-
naires (Table 2) to screen for non-spe-
cific risk factors, so as to better cap-
ture the disease profile. From clinical 
experience, the authors have found 
that a large proportion of patients de-
terminedly evade the therapeutic ef-
forts presented in this article, and 
continue to search for a supposed 
specialist who can – as the patient 
sees it – comprehensively solve their 
problem by means of invasive ther-
apy methods.

Conflicts of interest
The authors declare that there is no 
conflict of interest as defined by the 
guidelines of the International Com-
mittee of Medical Journal Editors.

References

1. Ahlers MO, Hugger A, Imhoff B et al.: 
S1-Leitlinie „Okklusale Dysästhesie – 
Diagnostik und Management“ (Stand Juli 
2019) der Arbeitsgemeinschaft der Wis-
senschaftlichen Medizinischen Fach-
gesellschaften (AWMF). https://www.
awmf.org/uploads/tx_szleitlinien/ 
083-037l_S1_Okklusale-Dysaesthesie-
Diagnostik-Management_2019– 
10.pdf (last access on 06.07.2020) 

2. Allen LA, Woolfolk RL, Escobar JI et 
al.: Cognitive-behavioral therapy for  
somatization disorder: A randomized 
controlled tria. Arch Intern Med 2006; 
166: 1512–1517

3. Bartilotta BY, Galang-Boquiren MT, 
Greene CS: Nonpainful phantom sensa -
tions in dentistry: an update of etiologic 
concepts. Gen Dent 2014; 62: 19–21

4. Chen CY, Palla S, Erni S, Sieber M,  
Gallo LM: Nonfunctional tooth contact in 
healthy controls and patients with myo-
genous facial pain. J Orofac Pain 2007; 
21: 185–193

5. Chow JC, Cioffi I: Effects of trait anx  -
iety, somatosensory amplification, and  
facial pain on self-reported oral behav -
iors. Clin Oral Investig 2019; 23: 
1653–1661

6. Clark G, Simmons M: Occlusal dys-
esthesia and temporomandibular dis-
orders: is there a link? Alpha Omegan 
2003; 96: 33–39

7. Farella M, Soneda K, Vilmann A, 
Thomsen CE, Bakke M: Jaw muscle sore-
ness after tooth-clenching depends on 
force level. J Dent Res 2010; 89: 717–721

8. Hanke BA, Motschall E, Türp JC:  
Association between orthopedic and 
 dental findings: what level of evidence is 
avail able? J Orofac Orthop 2007; 68: 
91–107

9. Hara ES, Matsuka Y, Minakuchi H, 
Clark GT, Kuboki T: Occlusal dysesthesia: 
a qualitative systematic review of the  
epidemiology, aetiology and manage-
ment. J Oral Rehabil 2012; 39:  
630–638

10. Huang GJ, LeResche L, Critchlow CW, 
Martin MD, Drangsholt MT: Risk factors 
for diagnostic subgroups of painful tem-
poromandibular disorders (TMD). J Dent 
Res 2002; 81: 284–288

11. Imhoff B, Ahlers MO, Hugger A et al.: 
Occlusal dysesthesia – a clinical guide -
line. J Oral Rehabil 2020; 47: 651–658

12. Imhoff B, Hugger A, Schmitter M:  
Risikofaktoren für den Behandlungserfolg 
bei CMD- Patienten. J Craniomand Func 
2017; 9: 303–312

13. Jagger RG, Korszun A: Phantom bite 
revisited. Br Dent J 2004; 197: 241–243

14. Kelleher MG, Rasaratnam L, Djemal 
S: The paradoxes of phantom bite syn-
drome or occlusal dysaesthesia (‘dys-
esthesia’). Dent Update 2017; 44: 8–12, 
15–20, 23–14, 26–18, 30–12

15. Klineberg I: Occlusion as the cause  
of undiagnosed pain. Int Dent J 1988; 
38: 19–27

16. Ligas BB, Galang MT, BeGole EA, 
Evans CA, Klasser GD, Greene CS: Phan-
tom bite: a survey of US orthodontists. 
Orthodontics (Chic.) 2011; 12: 38–47

17. Manfredini D, Castroflorio T, Perinetti 
G, Guarda-Nardini L: Dental occlusion, 
body posture and temporomandibular 
disorders: where we are now and where 
we are heading for. J Oral Rehabil 2012; 
39: 463–471

18. Marbach JJ: Psychosocial factors for 
failure to adapt to dental prostheses. 
Dent Clin North Am 1985; 29: 215–233

19. Melis M, Zawawi KH: Occlusal dys-
esthesia: a topical narrative review. J Oral 
Rehabil 2015; 42: 779–785

20. Michelotti A, Cioffi I, Festa P, Scala G, 
Farella M: Oral parafunctions as risk fac-
tors for diagnostic TMD subgroups. J Oral 
Rehabil 2010; 37: 157–162

21. Mitrirattanakul S, Hon T, Ferreira J: 
Occlusal dysesthesia and dysfunction. In: 
Ferreira J, Fricton J, Rhodus N (Hrsg): 
Orofacial disorders: current therapies in 
orofacial pain and oral medicine.Springer 
International Publishing, ‚Cham 2017

22. Oguchi H, Yamauchi Y, Karube Y, Su-
zuki N, Tamaki K: Occlusal dysesthesia: a 
clinical report on the psychosomatic man -
agement of a japanese patient cohort. Int 
J Prosthodont 2017; 30: 142–146

 HELLMANN, SCHINDLER: 

A subtle trap – occlusal dysesthesia



45

© Deutscher Ärzteverlag | DZZ International | Deutsche Zahnärztliche Zeitschrift International | 2021; 3 (1) 

23. Palla S, Klineberg I: Occlusion and 
adaptation to change: neuroplasticity 
and its implications for cognition. In: 
Klineberg I, Eckert S (Hrsg): Functio nal 
occlusion in restorative dentistry and  
prosthodontics. Elsevier Mosby, St. Louis 
2016, 43–53

24. Reeves JL, 2nd, Merrill RL: Diagnostic 
and treatment challenges in occlusal  
dysesthesia. J Calif Dent Assoc 2007; 35: 
198–207

25. Tamaki K, Ishigaki S, Ogawa T et al.: 
Japan Prosthodontic Society position 
paper on „occlusal discomfort syn-

drome“. J Prosthodont Res 2016; 60: 
156–166

26. Tinastepe N, Kucuk BB, Oral K:  
Phantom bite: a case report and litera-
ture review. Cranio 2015; 33: 228–231

27. Toyofuku A, Kikuta T: Treatment of 
phantom bite syndrome with milnaci-
pran – a case series. Neuropsychiatr Dis 
Treat 2006; 2: 387–390

28. Türp JC, Schindler H: The dental  
occlusion as a suspected cause for  
TMDs: epidemiological and etiological 
considerations. J Oral Rehabil 2012; 39: 
502–512

 HELLMANN, SCHINDLER: 

A subtle trap – occlusal dysesthesia

PD DR. MED. DENT.  
DANIEL HELLMANN

Dental Academy for Continuing  
Professional Development Karlsruhe

Lorenzstraße 7, 76135 Karlsruhe
daniel_hellmann@za-karlsruhe.de

(P
ho

to
: D

. H
el

lm
an

n)
 


