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Purpose: To characterize a patient group with refractory orofacial pain (OFP) at a tertiary pain clinic with emphasis on subtype 
distribution, comorbidities, sex differences and psychological factors.
Patients and Methods: This retrospective study reviewed 98 consecutive patients assessed at the National Unit of Orofacial Pain, 
Haukeland University Hospital, Bergen, Norway (2017–2021). All patients were investigated by an interdisciplinary team that used 
a structured clinical interview and assessments and patients completed a series of standardized questionnaires that formed the basis for 
the final diagnosis and treatment plan. The International Classification of Orofacial Pain (ICOP-2020) was launched later and therefore 
retrospectively used forming the basis for this study. Five primary subtypes were analyzed: primary myofascial orofacial pain (pMOP), 
post-traumatic trigeminal neuropathic pain (PTTNP), persistent idiopathic facial pain (PIFP), trigeminal neuralgia (TN) and burning 
mouth syndrome (BMS). Secondary MOP (sMOP) was recorded when myalgia co-occurred with another primary diagnosis. 
Descriptive statistics, χ2-tests and one-way ANOVA was performed.
Results: The most frequent diagnosis was pMOP (60.2%), followed by PTTNP (20.4%), PIFP (14.3%), TN (4.1%), and BMS (3.1%). 
Twenty-five patients had more than one diagnosisa(aPercentages do not sum to 100%. A total of 25 patients with overlapping 
diagnoses, including 23 patients with secondary MOP and 2 patients with dual primary diagnoses.). Significantly more women 
(82.6%) had OFP (p<0.05). Patients with pMOP experienced longest mean pain duration (9.9 years) and reported comorbidities such 
as body pain, headaches and arthritis more frequently than non-MOP groups (p < 0.05). sMOP was present in 75% of PTTNP cases (p 
= 0.0038). Psychometric and functional measures varied across subtypes: patients with pMOP exhibited the highest scores on HADS 
(15.3), MFIQ (14.4), and RS (7.0).
Conclusion: Refractory OFP is dominated by pMOP and female patients. The strong association between PTTNP and sMOP suggests 
early combined management of neuropathic- and muscle pain which may limit chronification. Together, our findings support 
a personalized, interdisciplinary approach to OFP that can improve diagnostic precision and optimize long-term patient outcomes.

Plain Language Summary: We conducted this study to better understand people living with long-lasting pain in the face or mouth 
who had not improved after earlier treatment. We wanted to identify the types of pain they experienced, what other health problems 
they reported, and how the pain affected daily life. 

The study included 98 adults examined at Norway’s National Unit for Orofacial Pain. Most participants had experienced pain for 
many years. Each person was assessed by a multidisciplinary team that provided a diagnosis and treatment plan. Diagnoses were based 
on the International Classification of Orofacial Pain (ICOP). 
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The most common diagnosis was primary myofascial orofacial pain, meaning pain originating from the jaw muscles. Around 60% 
of participants had this condition. About 20% had neuropathic pain caused by nerve injury, while fewer had other types of facial pain. 

Many individuals with nerve injury also had jaw muscle pain, suggesting that nerve damage may contribute to the later development 
of muscle pain. Participants with jaw muscle pain frequently reported headaches, widespread body pain, and arthritis. 

Symptoms of anxiety and depression were also common, highlighting how persistent pain can affect both physical and mental 
health. 

These findings suggest that people with long-lasting orofacial pain need early, coordinated, and multidisciplinary care. Treatment 
should address not only nerve and muscle pain, but also associated health conditions and psychological well-being, with a focus on the 
whole person rather than isolated symptoms. 

Keywords: atypical facial pain, myalgia, temporomandibular disorder, post-traumatic trigeminal neuropathic pain, trigeminal 
neuralgia, burning mouth syndrome, persistent idiopathic facial pain

Introduction
Orofacial pain (OFP) comprises of a heterogeneous group of chronic pain conditions affecting the face, jaw, and oral 
cavity.1 These conditions may arise from musculoskeletal, neuropathic, and idiopathic mechanisms and are frequently 
accompanied by physical and psychological comorbidities.2 As a result, OFP imposes a substantial burden on affected 
individuals, leading to functional impairment, emotional distress, and diminished quality of life.3 Despite its significant 
clinical impact, OFP remains frequently underdiagnosed and inconsistently treated in clinical practice.4

A major advancement in the field occurred in 2020 with the introduction of the International Classification of 
Orofacial Pain (ICOP), which established standardized diagnostic criteria for OFP. ICOP integrates elements from 
established classification systems, including the International Classification of Headache Disorders (ICHD-3) and 
Diagnostic Criteria for Temporomandibular Disorders (DC/TMD), with the aim of improving diagnostic consistency 
across both research and clinical settings.5,6

From a clinical perspective, OFP challenges traditional boundaries between medicine and dentistry, often resulting in 
fragmented care pathways, diagnostic delays, and suboptimal treatment outcomes.4,7 Gender-related differences and 
mental health factors further complicate assessment and prognosis.8,9 Although existing literature consistently reports 
a high prevalence of anxiety, depression, and somatic comorbidities among individuals with OFP, the specific associa
tions between OFP subtypes, psychological distress, and systemic conditions particularly in refractory cases remain 
insufficiently elucidated.10–12

Despite the introduction of the ICOP as a standardized framework for diagnosing orofacial pain conditions, important 
gaps in knowledge remain. Overlap between diagnostic categories continues to complicate clinical decision-making 
where its implementation in routine practice may be limited, as clinicians often require support from an interdisciplinary 
expert team. The novelty of this study lies in the application of the ICOP, a standardized and internationally recognized 
diagnostic framework, to a field that has historically been inconsistent and difficult to compare across studies. 
Furthermore, the study is strengthened by its setting within a national multidisciplinary pain unit, where collaboration 
among specialists underscores the clinical complexity of these conditions and highlights the substantial psychological 
and emotional burden experienced by affected patients.

This exploratory study investigated a cohort of patients with refractory OFP referred to a national unit for orofacial pain 
in Norway that had been investigated by an interdisciplinary specialist team. The primary aim was to characterize the 
distribution of OFP subtypes and to examine their associations with medical comorbidities, psychological distress, and 
gender, using ICOP-based diagnoses in conjunction with focus on the comprehensive clinical and psychological assessments.

Methods
Study Design and Presentation of National Unit for Orofacial Pain
This retrospective, questionnaire-based clinical study was conducted at the National Unit for Orofacial Pain (NUOP), 
Haukeland University Hospital (HUH), Bergen, Norway. The NUOP is a tertiary pain clinic where patients can be 
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referred to after that they have been assessed and treated in the specialist health care system, but pain remain. The 
referred patients at NUOP answered questionnaires, were clinically examined by an interdisciplinary team with extensive 
experiences. They received an explanation of why they had pain, diagnoses and a treatment plan. Between 2017 and 
2021, a total of 150 patients were evaluated, of these, 110 patients initially consented to participate, and 98 completed all 
clinical assessments and questionnaires, 65%, and were therefore included in the final analysis (Figure 1). In our study, 
we reviewed the patients’ medical records and classified them according to ICOP retrospectively, similar to the study by 
Handa et al13. The final sample comprised 98 consecutive patients among those who provided informed consent. This 
study adhered to the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) guidelines.14

At NUOP, each patient was evaluated thoroughly by an interdisciplinary team consisting of six specialists, both dental 
and medical, with more than 10 years of experience in pain medicine: an oral and maxillofacial surgeon, a dental 
specialist in orofacial pain (OFP), a physician specialized in pain medicine, a clinical specialist psychologist, 
a physiotherapist specialized in pain medicine, and radiologists specialized in MRI and in CBCT/CT. Prior to the 
investigation a comprehensive questionnaire was filled in by the patient. The clinical assessments were comprehensive 
and included anamnesis including pain history, severity of symptoms, duration of symptoms and consequences such as 
extended periods of sick-leave and disability pension, psychosocial factors, physical functioning, a history of adverse 
events, previous treatments.15 At the initial consultation orthopantomogram (OPG) and blood tests are taken, and 
eventually MRI and/or CT/CBCT are taken. The patient is seen on three separate days by dental specialists, radiologists 
and members of the pain clinic team. At the final consultation a dynamic feedback meeting takes place to present the 
results and treatment recommendations for the patient and their relatives.

Attrition Analysis
Twelve patients (10 women and 2 men: mean age 41 years) were excluded due to discontinuation of the diagnostic 
process or incomplete data. Although specific reasons for discontinuation were not systematically recorded, comparative 
demographic analyses revealed no significant differences between excluded individuals and those included in the final 
cohort.

Ethics
The research study was approved by the Regional Committees for Medical and Health Research Ethics West, Norway 
(REK 86004) and by the Department of Clinical Dentistry. All procedures were conducted in accordance with the 
Declaration of Helsinki. Written informed consent was obtained from all participants for the use of their personal data. 
The study fully complied with all applicable European Union (EU) and European Economic Area (EEA) General Data 
Protection Regulation (GDPR) requirements.

Figure 1 Flowchart displaying the number of patients. Of 150 patients assessed, 40 declined participation and 12 were lost to follow-up, leaving 98 in the final sample.
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Data Collection and Diagnostic Process
All patients underwent a structured interview and standardized clinical examination. The assessments focused on myo
fascial pain, temporomandibular joint (TMJ) function, (including range of motion), and occlusion. The diagnostic protocol 
included radiographic imaging to identify structural abnormalities, as well as standardized measures of pain intensity.

To ensure diagnostic accuracy and consistency, the multidisciplinary team conducted consensus meetings in which all 
clinical findings and imaging results were reviewed. Final diagnoses were assigned based on majority agreement in the 
team. In this retrospective study all patients were later classified according to the ICOP-2020 criteria.5,15

The following variables were collected and analyzed:
Pain variables: Pain duration and intensity were assessed using the General Pain Intensity (GPI) index and the 

Numeric Rating Scale (NRS: 0–10).16

Psychometric instruments: Hospital Anxiety and Depression Scale (HADS): Assessment of symptoms of anxiety and 
depression.17,18

Coping Strategies Questionnaire (CSQ): Evaluation of pain catastrophizing using the validated 2-item version.19

Roland Morris Disability Scale (RMS): Measurement of pain-related physical disability using the 24-item scale.20

Mandibular Function Impairment Questionnaire (MFIQ): Classification of the severity of mandibular functional 
impairment.21

ICOP-2020 Diagnoses: Diagnoses included Trigeminal Neuralgia (TN),5,22 Primary and Secondary Myofascial 
Orofacial Pain (MOP),5 Burning Mouth Syndrome (BMS),5,23,24 Persistent idiopathic facial pain (PIFP)5,25 and Post- 
traumatic trigeminal neuropathic pain (PTTNP).2,5

Statistical Analysis
Descriptive statistics were calculated in Microsoft Excel 2023. Inferential statistical analyses were performed with SPSS 
software (version 29.0.2.0, IBM Corp). Categorical variables were analyzed using the chi-square test (α = 0.05), with 
Fisher’s exact test applied when expected cell counts were less than 5. Continuous variables were compared across 
diagnostic groups using one-way analysis of variance (ANOVA), followed by Tukey’s post hoc test for pairwise 
comparisons, with statistical significance set at α = 0.05.

Results
Diagnostic Distribution and Overlap
A total of 98 patients with OFP were included in the study. Diagnostic overlap was identified in 25 patients (25.5%). Of 
these, 23 patients presented with myalgia classified as secondary myofascial orofacial pain (sMOP) in addition to 
a primary diagnosis, including persistent idiopathic facial pain (PIFP), post-traumatic trigeminal neuropathic pain 
(PTTNP), or trigeminal neuralgia (TN). Additionally, two patients received overlapping primary diagnoses: one with 
concomitant PIFP and PTTNP, and another with PIFP and burning mouth syndrome (BMS) (Table 1).

Table 1 Demographic Characteristics

Primary MOP 
(n=59)

Secondary MOPa 

(n=23)
PTTNPb 

(n=20)
PIFPb,c 

(n =14)
TN 

(n=4)
BMSc 

(n=3)
Total 

(n=98)
P-value

ICOP code 2.1 2.2 6.3 6.2 4.1.1 6.1

Female 47 (79.7%) 20 (86.9%) 17 (85%) 13 (92.8%) 4 (100%) 2 (66.7%) 81 (82.6)

Male 12 (20.3%) 3 (13.1%) 3 (15%) 1 (7.2%) 0 1 (33.3%) 17 (17.4%)

Age at diagnosis (years), mean (range) 44.2 (15–77) 42.8 (25–70) 47.2 (27–72) 50.1 (25–78) 45.3 (34–57) 62 (45–74) 46 (15–78)

Pain duration (years), mean (range) 9.9 (1–36) 7.9 (2–40) 7.5 (2–22) 9.7 (1.5–40) 3.9 (1.5–9) 8.3 (5–15) 9.1 (1–40)

NRS now (0–10), mean 4.9 4.4 4.8 3.5 5.3 3.3 4.6

(Continued)
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According to the ICOP-2020 classification, 60.2% of patients met the diagnostic criteria for primary myofascial 
orofacial pain (pMOP), followed by PTTNP (20.4%), PIFP (14.3%), TN (4.1%), and BMS (3.1%). Because two patients 
received more than one primary diagnosis, the cumulative percentages exceed 100% (Figure 2).

Table 1 (Continued). 

Primary MOP 
(n=59)

Secondary MOPa 

(n=23)
PTTNPb 

(n=20)
PIFPb,c 

(n =14)
TN 

(n=4)
BMSc 

(n=3)
Total 

(n=98)
P-value

NRS min (0–10), mean 3.3 2.6 2.8 2.4 3.8 0 3.0

NRS max (0–10), mean 8.8 8.9 8.5 8.8 9.3 8.3 8.8

Pain at rest (n) 57 (96.6%) 22 (95.6%) 20 (100%) 12 (92.8%) 4 (100%) 3 (100%) 95 (96.9%)

Pain with movement (n) 50 (84.7%) 20 (86.9%) 16 (80%) 13 (92.8%) 3 (75%) 2 (66.7%) 79 (80.6%)

HADS: (0–42), mean 15.3 14.6 13.8 12.9 12.8 14 14.3 0.090

MFIQ (0–28), mean 14.4 11 9.8 9.1 11.3 3.3 12.3 0.003*

CSQ total (0–12), mean 7.7 8.2 8.7 7.3 8.5 9.7 7.8 0.432

RMS (0–24), mean 7 5.9 4.7 6.9 5.5 2.7 6.5 0.536

Notes: *P-value indicates statistical significance at p ≤ 0.01. aThese 23 patients are already included within the corresponding primary diagnosis columns. bOne patient with 
two primary diagnoses: PIFP and PTTNP. cOne patient with two primary diagnoses: PIFP and BMS.

Figure 2 The call-out box indicates that 23 patients (23.5%) also met criteria for secondary myofascial orofacial pain (sMOP) in addition to their primary diagnosis.
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Associations and Comorbidities
A statistically significant diagnostic overlap was observed between neuropathic injury and secondary muscle pain, as 
75% of patients diagnosed with PTTNP also fulfilled the criteria for sMOP (p < 0.01) (Table 2). Secondary MOP arises 
when a patient develops muscle tenderness in response to underlying neuropathic pain. In contrast, primary myalgia 
represents a classic painful temporomandibular disorder (pTMD), in which the pain originates directly from the 
masticatory muscles. In contrast, no significant association was found between PIFP and myofascial orofacial pain 
(Table 2).

Analysis of comorbidities across diagnostic groups demonstrated that patients with pMOP exhibited a significantly 
higher burden of systemic conditions compared with non-pMOP groups (Table 3). Specifically, these patients reported 
higher prevalences of widespread body pain (p = 0.018), headache disorders (p = 0.037), and arthritis (p = 0.025) 
(Table 3). No statistically significant differences were observed among the primary diagnostic groups with respect to 
respiratory, cardiovascular, or psychiatric comorbidities (Table 3).

Table 2 Association Between Primary Diagnosis and sMOP

Primary Diagnosis Without MOP n (%) With MOP n (%) P-valuea

PTTNP (n = 20) 5 (25) 15 (75) 0.0038*

PIFP (n = 14) 7 (50) 7 (50) 1

Notes: aFisher’s exact test; *P-value indicates statistical significance at p ≤ 0.01.

Table 3 Systemic Comorbidities

Characteristics Primary MOP/Non-Primary 
MOP (n=59)/(n=39)

Secondary MOP/Non-Secondary 
MOP (n=23)/(n=75)

PTTNP/Non-PTTNP 
(n=20)/(n=78)

PIFP/Non-PIFP 
(n=14)/(n=84)

Respiratory comorbidity

Asthma 14 (23.7%)/6 (15.4%) 
P-value: 0.316

4 (17.4%)/16 (21.3%) 
P-value: 0.776

3 (15.0%)/17 (21.8%) 
P-value: 0.756

2 (14.3%)/18 (21.4%) 
P-value: 0.728

Allergies 28 (47.5%)/17 (43.6%) 
P-value: 0.707

13 (56.6%)/32 (42.7%) 
P-value: 0.243

9 (45%)/36 (46.2%) 
P-value: 0.926

7 (50%)/38 (45.2%) 
P-value: 0.741

Cardiovascular

Hypertension 5 (8.5%)/5 (12.8%) 
P-value: 0.513

4 (17.4%)/6 (8%) 
P-value: 0.238

4 (20%)/6 (7.7%) 
P-value: 0.105

0 (0%)/10 (11.9%) 
P-value: 0.349

Digestive

Irritable bowel syndrome (IBS) 5 (8.5%)/3 (7.7%) 
P-value: 1.000

2 (8.7%)/6 (8%) 
P-value: 1.000

2 (10%)/6 (7.7%) 
P-value: 0.737

1 (7.1%)/7 (8.3%) 
P-value: 1.000

Other gastrointestinal disease (non-IBS) 11 (18.6%)/10 (25.6%) 
P-value: 0.409

8 (34.8%)/13 (17.3%) 
P-value: 0.087

7 (35.0%)/14 (17.9%) 
P-value: 0.097

4 (28.6%)/17 (20.2%) 
P-value: 0.491

Psychiatric

Psychiatric diseases 12 (20.3%)/7 (17.9%) 
P-value: 0.770

4 (17.4%)/15 (20%) 
P-value: 1.000

4 (20.0%)/15 (19.2%) 
P-value: 0.938

2 (14.3%)/17 (20.2%) 
P-value: 1.000

Stress 1 (1.7%)/2 (5.1%) 
P-value: 0.561

2 (8.7%)/1 (1.3%) 
P-value: 0.136

1 (5.6%)/2 (2.6%) 
P-value: 0.500

1 (7.1%)/2 (2.4%) 
P-value: 0.374

Post Traumatic Stress Disorder (PTSD) 3 (5.1%)/1 (2.6%) 
P-value: 1.000

1 (4.3%)/3 (4.0%) 
P-value: 1.000

0 (0%)/5 (5.1%) 
P-value: 0.579

1 (7.1%)/3 (3.6%) 
P-value: 0.466

(Continued)
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Discussion
We characterized a cohort of patients investigated in a tertiary specialist orofacial pain clinic using the ICOP-2020 
classification framework,5 allowing for direct comparison with international data such as the series by Handa et al13 

While Handa et al identified PTTNP and PIFP as the most prevalent diagnoses in their study,13 pMOP dominated our 
referral-based Norwegian cohort. The transition from “atypical facial pain” to the ICOP-2020 “persistent idiopathic facial 
pain” (PIFP) represents a pivotal advancement in diagnostic precision.5,25 While “atypical” implies deviation without 
specificity, PIFP explicitly defines criteria based on temporal persistence, idiopathic nature, and facial localization, which 
facilitates more targeted clinical management.25

Our findings reveal that pMOP frequently co-occurs with PTTNP, a pattern consistent with the progression from persistent 
trigeminal nociceptive input to central sensitization with secondary myogenous involvement.2,5 We propose that sustained 
nociceptive barrage from injured trigeminal fibers induces neuroplastic changes in the spinal trigeminal nucleus, lowering 
activation thresholds and expanding receptive fields. This heightened central excitability manifests clinically as secondary 
myofascial pain, as innocuous masticatory muscle activity triggers pain responses. Maladaptive motor strategies, such as 
protective jaw posturing or nocturnal bruxism, may further exacerbate this musculoskeletal component.2,26 These findings 
highlight the necessity of early, multidisciplinary interventions that address both neuropathic and musculoskeletal factors.

In contrast, we found no clear association between PIFP and sMOP,27 suggesting a distinct pathophysiological 
pathway where nerve injury is not the central trigger. Instead, mechanisms such as small-fiber neuropathy (SFN) of 
A-delta and C-fibers have been proposed for PIFP.27 This is consistent with Handa et al,27 who reported higher rates of 
dysautonomia in TMD patients and similar findings in BMS where SFN is a recognized underlying factor.28

We observed a significant female predominance (82.6%), aligning with previous epidemiological studies.8,9 

Hormonal fluctuations, particularly estrogen, likely influence nociception and may intensify psychological distress during 
menopause.9,26 Furthermore, pMOP showed a strong association with systemic musculoskeletal conditions, widespread 

Table 3 (Continued). 

Characteristics Primary MOP/Non-Primary 
MOP (n=59)/(n=39)

Secondary MOP/Non-Secondary 
MOP (n=23)/(n=75)

PTTNP/Non-PTTNP 
(n=20)/(n=78)

PIFP/Non-PIFP 
(n=14)/(n=84)

Joint/pain

Body pain 50 (84.7%)/25 (64.1%) 
P-value:0.018*

17 (73.9%)/58 (77.3%) 
P-value: 0.735

12 (60.0%)/63 (80%) 
P-value: 0.074

11 (78.6%)/64 (76.2%) 
P-value: 1.000

Fibromyalgia 6 (10.2%)/2 (5.1%) 
P-value: 0.471

2 (8.7%)/6 (8.0%) 
P-value: 1.000

0 (0%)/8 (10.3%) 
P-value: 0.201

2 (14.3%)/6 (7.1%) 
P-value: 0.320

Headaches 24 (40.7%)/8 (20.5%) 
P-value: 0.037*

7 (30.4%)/25 (33.3%) 
P-value: 0.795

4 (20.0%)/28 (35.9%) 
P-value: 0.176

3 (21.4%)/29 (34.5%) 
P-value: 0.539

Migraine 15 (25.4%)/7 (17.9%) 
P-value: 0.385

5 (21.7%)/17 (22.7%) 
P-value: 0.926

4 (20.0%)/18 (23.1%) 
P-value: 1.000

1 (7.1%)/2 (2.4%) 
P-value: 0.374

Osteoporosis 4 (6.8%)/0 (0%) 
P-value: 0.385

0 (0%)/4 (5.3%) 
P-value: 0.570

0 (0%)/4 (5.1%) 
P-value: 0.579

0 (0%)/4 (4.8%) 
P-value: 1.0

Hypermobility 2 (3.4%)/1 (2.6%) 
P-value: 0.149

1 (4.3%)/2 (2.7%) 
P-value: 0.556

0 (0%)/3 (3.8%) 
P-value: 1.000

1 (7.1%)/2 (2.4%) 
P-value: 0.374

Arthritis 11 (18.6%)/1 (2.6%) 
P-value: 0.025*

0 (0%)/12 (16%) 
P-value: 0.063

0 (0%)/12 (15.4%) 
P-value: 0.118

1 (7.1%)/11 (13.1%) 
P-value: 1.000

Thyroid

Thyroid disease 7 (11.9%)/3 (7.7%) 
P-value: 0.735

1 (4.3%)/9 (12%) 
P-value: 0.444

2 (10%)/8 (10.3%) 
P-value: 1.000

2 (14.3%)/8 (9.5%) 
P-value: 0.632

Sjøgren’s syndrome 2 (3.4%)/0 (0%) 
P-value: 0.516

0 (0%)/2 (2.7%) 
P-value: 1.000

0 (0%)/2 (2.6%) 
P-value: 1.000

0 (0%)/2 (2.4%) 
P-value: 1.000

Note: *P-values indicate statistical significance at p ≤ 0.05.
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pain, and arthritis.26 The high prevalence of headaches among these patients supports existing literature linking MOP to 
migraines through shared anatomical pathways, potentially perpetuating a bidirectional pain cycle.29–34

Psychological distress was elevated across all OFP subtypes, mirroring previous findings by Staniszewski et al and 
Willassen et al35,36 and has also been pointed out by Salinas Fredricson et al37 where sick leave and disability pension 
were common among TMD patient treated in a hospital setting. Notably, these studies underscore the societal burden for 
these patients.35,36 Furthermore, the perception of OFP and headache, and are often associated with poor subjective sleep 
quality, insomnia, and daytime sleepiness contributing to the psychological distress.30–40

Elevated HADS scores41,42 underscore the substantial psychological burden of chronic OFP. Compared with 
Norwegian population norms (HADS-A ≈ 4–5: HADS-D ≈ 3) our cohort showed higher mean HADS scores. HADS 
did not differ by sex, indicating that the female predominance reflects epidemiology rather than disproportionate 
psychological morbidity. Functional impact was most severe in pMOP, as evidenced by MFIQ scores,20,36 while pain 
intensity peaked in TN patients.21 The long pain duration observed in PIFP highlights the ongoing diagnostic 
challenges,43 while the high CSQ scores in BMS point to increased pain catastrophizing thinking.44

BMS and PIFP had moderately high scores, consistent with continuous, burning, or dull pain. High CSQ scores in 
BMS point to increased pain catastrophizing thinking. The unclear etiology behind BMS likely contributes to anxiety and 
depression thus leading to pain catastrophizing thinking.44 Pain duration also varied where PIFP had the longest mean 
duration, reflecting diagnostic challenges.43 Long pain duration was associated with greater disability and psychological 
strain. PTTNP had a shorter duration, but its strong association with MOP suggests musculoskeletal consequences even 
in moderate chronicity. NRS scores showed that TN patients reported the highest mean pain intensity, reflecting the 
severe and episodic nature of TN.21

This study has several limitations that should be considered. As a retrospective study, it relies on preexisting medical 
records and data from clinical examinations and questionnaires, which may lead to variable data quality, recall bias, and 
missing information. The sample is restricted to patients examined at HUH over a four-year period (2017–2021), 
potentially limiting the generalizability of the findings to other populations. Additionally, the use of self-reported data 
from questionnaires may introduce biases related to patient interpretation or incomplete responses. There is also a risk of 
selection bias, as the included patients may represent a group with more complex cases. The lack of a control group 
further complicates causal inferences. Furthermore, the uneven distribution of patients across different OFP subgroups 
and the underrepresentation of men compared to women may skew the results. Lastly, despite the application of 
standardized ICOP criteria, the interpretation of the results may be influenced by subjectivity.

Conclusion
This study confirms the multifaceted character of orofacial pain (OFP) and the diagnostic utility of the ICOP-2020 
criteria in a tertiary clinical setting. The strong link we identified between PTTNP and sMOP underscores the importance 
of early, multidisciplinary intervention that addresses both neuropathic and musculoskeletal components to prevent 
central sensitization. Furthermore, the high prevalence of comorbid widespread body pain, headaches, and arthritis in 
pMOP patients points to shared systemic mechanisms that clinicians must consider during treatment planning.

Elevated psychological distress across all diagnostic groups demonstrates the necessity of embedding mental health 
support within routine OFP care to address the substantial psychosocial burden identified. Finally, the pronounced female 
predominance, observed without sex-based differences in anxiety or depression, suggests that while epidemiology is 
gender linked, the requirement for psychological screening remains universal for all patients. Together, our findings 
support a personalized, interdisciplinary approach to OFP that can improve diagnostic precision and optimize long-term 
patient outcomes.
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