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ABSTRACT

Objectives:Orofacial pain is a significant issue affecting a considerable portion of the global
population, with a prevalence of about 10%-25%. Women are more likely to experience this
type of pain compared to men, and it is more common among the elderly. The present study
aims to identify the prevalence of orofacial pain, the features, and the most common
treatment modalitiesamong patients attending the dental clinic at the Faculty of Dentistry,
University of Health Sciences.

Methods:A descriptive cross-sectional study was conducted at the dental clinic, Faculty of
Dentistry. The variables induced personal geographic information, pain characteristics,and
management. The pain quality and intensity were assessed using short-form McGill pain
guestionnaires and a visual analog scale (VAS).

Results: The total numberof participants was 1,743. The prevalence of orofacial pain in the
dental clinic was 19.8%(n=345).All participants were mostly female (58.8%) (OR=1.4:1),with
a mean age of 42 years old. The most common type of pain reported was odontogenic pain
(93%), followed by non-odontogenic pain (7%). Pain locations were mostly assessed in the
maxillary and mandibular regions, with pain quality described as mostly throbbing, sharp,
and aching. Pain intensity ranged on a visual analog scale of 1-10, with the majorityof pain
intensitiesbeingmoderate (VAS=4-6). The most common pain management strategies for
participants were tooth extraction (46%), endodontic treatment (22%),anda small proportion
of systemic medication (5.2%) for non-odontogenic pain.

Conclusion:Orofacial pain in the dental clinic is still acommon issue,particularly both
odontogenic and non-odontogenic orofacial pain. Its management requires a comprehensive
approach tailored to the specific characteristics and intensity of pain experienced by the
individual.

Keywords: Orofacial pain, pain quality, pain intensity,and management.

1. INTRODUCTION

Pain is an abnormal sensation that occurs both somatically and psychologically.
When the body experiences such a problem, it clearly affects or interferes with people's daily
lives. Therefore, when someone experiences pain, it is necessary to seek a solution to the
problem completely through various methods, such as consulting a doctor. The issue of pain
is related to both the body and emotions, leading to stress or depression [1]. In addition
to impacting one's mental state, pain or physical injury problems also affect people's quality
of life, particularly their ability to engage in family and social activities [2]. The prevalence of
pain in populations worldwide ranges from 9.9% to 50.3%, with women, the
elderly, and individuals living in rural areas experiencing higher rates of pain [3][4].

Pain in the orofacial area is a significant issue affecting a considerable portion of the
global population, with a prevalence of about 10%-25%. Womenexperience painmore
frequently than men, with a ratio of 2:1, and it is more common among the elderly. In the
United States, it is reported thatup to 16.1% of individuals seeking dental services
experience pain in the orofacial region. Orofacial pain also poses economic challenges for
families, impacting health and requiring a significant portion of the treatment budget [6].
Patients often seek dental care toaddress these issues in dental clinics. However, there isa
lack of a database on orofacial painin the Lao People's Democratic Republic. This study is
the first report of orofacial pain at the dental clinic ofthe Faculty of Dentistry. We describe the



clinical characteristics of orofacial pain, including demographics, pain characteristics, pain
evaluation, and management.

2. METHODOLOGY

2.1.  Study design and population

This study was a cross-sectional descriptive study aimed at describingthe
characteristics, location, pain quality, pain intensity, and pain management of patients
in the outpatient department(OPD) who seek services at the dental clinic of the Faculty
of Dentistry, University of Health Sciences.The study was conducted within 5 months,
from February to June 2024with a total of345participantswith orofacial pain aged 16
years and older screened.

2.2.  Study criteria
2.2.1. Inclusion criteria
All patients aged 16 years and older who agree to participate in the study
and are currently experiencingorofacial pain at the time of the interview are
eligible.

2.2.2. Exclusion criteria
Patients who do not agree to participate, are under 15 years old, orare
notcurrently experiencingorofacial pain at the time of the interview and
examination were excluded.

2.3. Examine and data collection

The sampling method was applied to all patients who visited the outpatient
department (OPD) of the dental clinic during the study period. Patients who met the
inclusion criteria were further interviewedto gather personal information such as age,
seX, education, occupation, medical history, dental history, chief complaint,
and underwent a thorough oral examination. After conducting the interview,
examination, and pain assessment, a diagnosis was made, and a treatment plan was
formulated in the dental clinic. Patients were referred to the appropriate unit.All
orofacial pain management in this study followed the routine guidelines of the dental
clinic at the Faculty of Dentistry, University of Health Sciences.

2.4. Orofacial pain evaluation

The quality of pain in the orofacial region was assessed using the short-form
McGill Pain Questionnaire to evaluate the nature and pattern of pain, which can
assess chronic pain in the orofacial area. Researchers described and asked
theparticipants questions about the characteristics of their pain and recorded
[7,8].Additionally, the visual analog scale (VAS) or numerical rating scale (NRS) was
used to evaluate the pain intensity. The VAS isindicated by a horizontal ruler 10
centimeters (100 mm) in length, marked by “no pain” (score of 0) and worst imaginable

pain (score of 10). The data recording asked the patients to indicate their pain orally
and indicate on the VAS ruler score how much pain they experienced [9,10,11].

2.5. Statistical analysis

Aftercollectingand verifying all the data recordsfor accuracy and
completeness, the data were entered into the program SPSS version 27 for analysis.
The distribution of orofacial pain categories was analyzed using descriptive
statistics based on the study's objectives. The variables are presented as
percentages,and chi-square testswere conducted for the statistically significant values,
whichareP<0.05.



3.

RESULTS

3.1. Population Demographics

The total number of patients who visited the dental clinic during the study
period from February to June 2024 was 1,743. Out of these, 345 patients (19,8%)
reported experiencing pain and were screened (Table 1). This study conducted on 345
patients, including 203 women (58.8%) and 142 men (41.2%), aged between 16 and
96 years old, with anaverage age of 42 years old [25]. The education level of the
participants mostly bachelor or higher (31.1%). Most of the patients in this study
were from Vientiane Capital (92.5%), with some from other provinces. The occupations
of the study participants ranged from unemployed to civil servants, with the majority
being civil servants (Table 2).

Table 1. Prevalence of orofacial pain in dental clinic patients

Orofacial pain Gender Total (%)
Male (%) Female (%)

Not currentlyexperiencing pain 536 (30.75) 862 (49.45) 1,398 (80.20)

Currentlyexperiencing pain 142(8.15) 203(11.64) 345(19,80)

Total 678 (38.9) 1,065 (61,1) 1,743 (100)

Table 2. Distribution of patients with orofacial pain according to socio-geographic
characteristic

Age (years) Gender Total (%)
Male (%) Female (%)
16-19 8 (2.3) 15(4.3) 23(6.7)
20-29 30(8.7) 45(13.0) 75(21.7)
30-39 21(6.1) 37(10:7) 58(16.8)
40-49 37(10.7) 32(9.3) 69(20.0)
50-59 20(5.8) 43(12.5) 63(18.3)
60-69 14(4.1) 19(5.5) 33(9.6)
70-79 8(2.3) 5(1.4) 13(3.8)
80-89 4(1.2) 4(1.2) 8(2.3)
90-99 - 3(0.9) 3(0.9)
Total 142(41.2) 203(58.8) 345(100)
Education level
None 2(0.6) 10(2.9) 12(3.5)
Primary school 12(3.5) 31(9.0) 43(12.5)
Secondary school 22 (6.4) 35(10.1) 57 (16.5)
High school 25 (7.2) 50 (14.5) 75 (21.7)
Collage 26 (7.5) 24 (7.0) 50 (14.5)
Bachelorand'higher 55 (15.9) 53 (15.4) 108 (31.1)
Total 142(41.2) 203(58.8) 345(100)
Resident
Vientiane-Capital 132(38.3) 187(54.2) 319 (92.5)
Another province 10(2.9) 16(4.6) 26 (7.5)
Total 142(41.2) 203(58.8) 345(100)
Occupation
Unemployed 13(3.8) 49 (14.2) 62 (18.0)
Student 15(4.3) 22 (6.4) 37 (10.7)
Farmer 11(3.2) 20 (5.8) 31(9.0)
Labor 16(4.6) 6 (1.7) 22 (6.4)
Business 23(6.7) 54 (15.7) 77 (22.3)
Government staff 49(14.2) 50 (14.5) 99 (28.7)
Retired 15(4.3) 2 (0.6) 17 (4.9)




Total

142(41.2) 203(58.8) 345(100)

3.2. Medical history and chief complaint

All patients in this study who came for examination and interviews are elderly,
so the most common health problems or ilinesses were high blood pressure (11.6%),
followed by diabetes (2.6%), and others. The drugs regularly used in this group of
patients are antihypertensive drugs. Clinical symptoms detected in patients with oral
and facial pain were pain and swelling in the affected area, with all
patients experiencing pain (100%) (Table 3).

Table 3. Personal illness

Personal Disease Gender Total (%)
Male (%) Female (%)
None 119 (34.5) 152 (44.1) 271 (78.6)
Hypertension 14 (4.1) 26 (7.5) 40 (11.6)
Diabetes 2 (0.6) 7(2) 9(2.6)
Heart disease 2 (0.6) 1(0.3) 3(0.9)
Hyperthyroidism - 2 (0.6) 2 (0.6)
Cancer - 2(0.6) 2.(0.6)
Asthma - 2 (0.6) 2(0.6)
Multi systemic disease 5(1.4) 11 (3.2) 16 (4.6)
Total 119 (34.5) 152 (44.1) 271 (78.6)
Personal medication
Yes 20 (5.8) 40 (11.6) 60 (17.4)
No 122 (35.4) 163 (47.2) 285 (82.6)
Total 142 (41.2) 203 (58.8) 345 (100)
Clinical signs
Pain 142(41.2) 203(58.8) 345(100)
Edema 59 (17.1) 56 (16.2) 115 (33.3)
Fever 3(0.9 6 (1.7) 9 (2.6)
Dysphagia 4(1.2) 9(2.6) 13 (3.8)
Trismus 8 (2.3) 10 (2.9) 18 (5.2)
Burning - 1(0.3) 1(0.3)
Bleeding 2(0.6) 1(0.3) 3(0.9)

3.3. Distribution of.orofacial pain

The orofacial pain can be caused by two main origins: odontogenic pain and
non-odontogenic pain [15]. In this study, we found that odontogenic pain accounts for
the majority of cases (93.0%), while non-odontogenic pain accounts for only 7.0%. The
duration of orofacial pain onset in the orofacial region before patients
sought examination or interview in this study ranged from 1 day to 1 year,with the most
common duration being 3 days, followed by 1 and 2 weeks. A few of them delayed
seekingthe dentist to solve their pain [16].Pain locations that lead to pain in the
orofacial area include the jaw, especially the maxillary (33.3%) and mandibular
(57.1%), as well as the oral mucosa (2.9%), and other orofacial soft tissue sites (Table
4).

The clinical diagnosis of the patients who came to the service during this
period, based on the actual clinical examination, revealed that most of
them had odontogenic causes. Therefore, the diagnosis showed many dental
problems, such as periapical periodontitis/abscess (33.9%), followed by pericoronitis
(20.3%), irreversible pulpitis (13.3%), and periodontal disease (13.9%). On the other
hand, non-odontogenic orofacial pain was found to be related tooral mucosa
diseases such as oral lichen planus (2.6%), trigeminal neuralgia (1.7%), andother
diseases (Table 5).



Table 4. Distribution of orofacial pain

Pain origin Gender Total (%)
Male (%) Female (%)

Odontogenic 133(38.6) 188(54.4) 321(93.0)

Non-odontogenic 9(2.6) 15(4.4) 24(7.0)

Total 142(41.2) 203(58.8) 345(100)

Duration of pain

1 day 6 (1.7) 8 (2.3) 14 (4.1)

3 days 37 (10.7) 42 (12.2) 79 (22.9)

1 week 35(10.1) 48 (13.9) 83 (24.1)

2 weeks 17 (4.9) 32 (9.3) 49(14.2)

1 month 27 (7.8) 39 (11.3) 66 (19:1)

6 months 9 (2.6) 8 (2.3) 17:(4.9)

1 year 11 (3.2) 26 (7.5) 37 (10.7)

Total 142 (41.2) 203 (58.8) 3457(100)

Pain location

Mandibular 81(23.5) 116(33.6) 197(57.1)

Maxillary 44(12.8) 71(20:6) 115(33.3)

Tongue 1(0.3) - 1(0.3)

Oral mucosa 5(1.4) 5(1.4) 10(2.9)

Mandibular and maxillary 7(2.0) 5(1.4) 12(3.5)

Submandibular 2(0.6) 2(0.6) 4(1.2)

Facial 2(0.6) 4(1.2) 6(1.7)

Total 142(41.2) 203(58.8) 345(100)

Table 5. Distribution of orofacial pain according to clinical diagnosis

Orofacial pain Gender Total (%)

Male (%) Female (%)

Odontogenic pain

Reversible pulpitis 6(1.7) 19(5.5) 25(7.2)

Irreversible pulpitis 16(4.6) 30(8.7) 46(13.3)

Periapical periodontitis/abscess 56(16.2) 61(17.7) 117(33.9)

Pericoronitis 31(9.0) 39(11.3) 70(20.3)

Periodontal disease 21(6.1) 27(7.8) 48(13.9)

Alveolitis/dry socket - 1(0.3) 1(0.3)

Radicular cyst - 1(0.3) 1(0.3)

Cracked:tooth 2 (0.6) 9(2.6) 11 (3.2)

Space infection 1(0.3) 1(0.3) 2(0.6)

Non-odontogenic pain

Trigeminal neuralgia 2 (0.6) 4(1.2) 6 (1.7)

Major aphthous 2 (0.6) 1(0.3) 3(0.9)

Oral cancer 1(0.3) 2 (0.6) 3(0.9)

Oral lichen planus 3 (0.9 6 (1.7) 9 (2.6)

TMDs - 2(0.6) 2(0.6)

Lymphadenitis 1(0.3) - 1(0.3)

Total 142 (41.2) 203 (58.8) 345 (100)

Pain quality

Throbbing 61 (17.7) 81 (23.5) 142 (41.2)

Shooting 24 (7.0) 38 (11.0) 62 (18.0)

Sharping 67 (19.4) 98 (28.4) 165 (47.8)

Cramping 4(1.2) 2 (0.6) 6 (1.7)




Hot-burning 11 (3.2) 19 (5.5) 30 (8.7)

Aching 65 (18.8) 95 (27.5) 160 (46.4)
Heavy 16 (4.6) 16 (4.6) 32 (9.3)
Tender 47 (13.6) 53 (15.4) 100 (29.0)
Tiring-exhausting 14 (4.1) 15 (4.3) 29 (8.4)
Sickening 38 (11.0) 54 (15.7) 92 (26.7)
Fearful 7 (2.0) 17 (4.9) 24 (7.0)
Punishing-cruel 19 (5.5) 25 (7.2) 44 (12.8)

3.4. Pain quality

The nature of pain is described as characteristic of pain onset in short-form
McGillPain Questionnaires [7,8] in the whole body or even in the orofacial area.The
most common symptoms reported by the study patients were dental symptoms such
as throbbing, sharp pain, and aching pain (Table 5). The distribution of pain quality
based on the cause showed that dental pain such as reversible pulpitis, irreversible
pulpitis, and periapical periodontitis/abscess were described with a high percentage in
the nature sign as throbbing, sharp, and aching, as well as periodontal pain and
pericoronitis. Oral mucosa disease and oral soft tissue diseases were described as
throbbing, stabbing and hot-burning pain [13]. The Chi-square test, analysis of the
nature of orofacial pain, showed thatmost symptoms were significantly
relatedto diseases such as dental caries, periodontal disease, periocoronitis, trigeminal
neuralgia, oral mucosa diseases pain, and oral cancer (P-value<0.3) (Table 6).

Table 6. Distribution of pain quality according to the cause

Orofacial Pain quality
pain Throbbing Shooting Sharp( Crampin | Hot- Aching Heavy | Tender | Tiring- Sicking Fearful | Punishin | P-value
(%) (%) %) g (%) burning (%) (%) (%) exhausti (%) (%) g-cruel
(%) ng (%) (%)
RP 4(1.2 3(0.9) 16 (4.6) | - 1(0.3) 3(0.9) 1(0.3) | 2(0.6) - 6 (1.7) 1(0.3) 1(0.3) <0.001*
IRP 26 (7.5) 9(2.6) 30 (8.7) 1(0.3) 1(0.3) 16(4.6) [ 1(0.3) | 10(2.9) | - 6 (1.7) 2(0.6) 4(1.2) 0.294
PAP/AB 41 (11.9) 17 (4.9) 42 2 (0.6) 4(1.2) 66, 10 43 10 (2.9) 27 (7.8) | 6(1.7) 6 (1.7) 0.258
(12.2) (19.1) (2.9) (12.5)
PC 39 (11.3) 17 (4.9) 36 3(0.9) 9(2.6) 37 10 23(6.6) | 9(2.6) 20 (5.7) | 7(2.0) 18 (5.2) 0.177
(10.4) (10.2) (2.8)
PD 15 (4.3) 6(1.7) 19 (5.5) | - 6(1.7) 29(8.4) [ 4(1.2) | 11(3.1) | 1(0.3) 14 (4.0) | 2(0.6) 8(2.3) 0.258
DS - - - - - 1(0.3) - - - - - - 1.000
RC - - - 1(0.3) - - 1.000
Sl 2 (0.6) 1(0.3) 1(0.3) - # 1(0.3) 1(0.3) | 1(0.3) - - - - 1.000
TN 5(1.4) 5(1.4) 2 (0.6) - 1(0.3) - 2(0.6) | - 5(1.4) 5(1.4) 3(0.9) 4(1.2) 0.838
MA 1(0.3) 1(0.3) 3.(0.9) - 3(0.9) - 1(0.3) | 1(0.3) 1(0.3) 3(0.9 - 2 (0.6) 0.722
ocC 2 (0.6) 2 (0.6) 1(0.3) - - 1(0.3) 1(0.3) | 1(0.3) - 2 (0.6) 1(0.3) - 0.802
OLP 1(0.3) 1(0.3) 5(1:4) - 5(1.4) 2 (0.6) - 3(0.9) - 4(1.2) 1(0.3) - 0.060**
CT 5(1.4) - 9 (2.6) - - 3(0.9 1(0.3) | 4(1.2 1(0.3) 3(0.9) - 1(0.3) 0.662
TMDs 1(0.3) 1(0.3) - - - 1(0.3) 1(0.3) 1(0.3) - 1.000
LD - - - - - - - 1(0.3) 1(0.3) 1(0.3) - - 1.000
Total 142 (41.1) {262(17.9) | 165 6 (1.8) 30 (8.7) 160 32 100 29 (8.4) 92 24 44 0.310**
(18.8) (46.3) 9.2) (28.9) (26.6) (6.9 (12.7)

*Pearson.Chi-Square statistic significant, P-value<0.05

**Eisher's Extact statistic significant, P-value<0.05

RP=Reversible pulpitis, IRP= Irreversible pulpitis, PAP/AB= Periapical periodontitis/abscess, PC=
Pericoronitis, PD= Periodontal disease, DS= Dry socket, RC= Radicular cyst, SI= Space infection,
TN= Trigeminal neuralgia, MA= Major aphthous, OC= Oral cancer, OLP= Oral lichen planus, CT=
Cracked tooth, TMDs= Temporomandibular disorders, LD= Lymphadenitis.

3.5. The pain intensity

The pain intensity assessed using the visual analog scale (VAS) shows that all
participants in the study experienced pain ranging from the lowest level (1) to the most
severe level (10).The majority of participants reported moderate pain levels (VAS=4-
6), and the pain intensity was statistically significantly related (P-value<0.044). When
comparing pain intensity based on the gender of the participants, women experienced
more pain than men (OR=1.4:1) (Table 7). The Pearson chi-square tests analysis
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showed a comparison of pain intensity based on the cause of pain origin variables
showed that odontogenic orofacial pain, particularly dental pain, was the primary
cause of orofacial pain. This study found that non-odontogenic orofacial pain, such as
trigeminal neuralgia, was the most severe (VAS=10) (P-value<0.001) as well as
orofacial space infection (P-value<0.001) (Table 8).

Table 7. Pain intensity

Orofacial pain Gender Total (%) P-value
(VAS) Male (%) Female (%)

0 - - -

1-3 56(16.2) 68(19.7) 124(35.9)

4-6 59(17.1) 106(30.7) 165(47.8) 0.044*
7-9 27(7.8) 25(7.2) 52(15.0)

10 - 4(1.2) 4(1.1)

Total 142(41.2) 203(58.8) 345(100)

VAS: No-hurt (0), Hurt little bit (1-3)[mild pain], Hurts little more and hurts even‘more«(4-6)[moderate

pain],

Hurts whole lot (7-9)[severe pain], Hurts worst (10)[most severe pain][10,11,12].

Table 8. Statistical analysis of pain intensity among different erofacial pain origin

Orofacial pain Pain quality P-value
1-3 4-6 7-9 10
n (%) n (%) n-(%) n (%)
Reversible pulpitis 17 (4.9) 7 (2.0) 1 (0.3) - 0.006*
Irreversible pulpitis 10 (2.9) 26 (7.5) 10 (2.9) - 0.112
Periapical periodontitis/abscess 42 (12.1) |- 63(18.2) | 12 (3.4) - 0.278
Pericoronitis 22 (6.4) 32 (9:3) 16 (4.6) - 0.163
Periodontal disease 21 (6.1) 25(7.2) 2 (0.6) - 0.102
Alveolitis/Dry socket - 1(0.3) - - 0.779
Radicular cyst - 1(0.3) - - 0.779
Space infection - - 1(0.3) 1(0.3) | <0.001*
Trigeminal neuralgia - - 3(0.9) 3(0.9) | <0.001*
Major aphthous 2 (0.6) 1(0.3) - - 0.701
Oral cancer 2 (0.6) 1(0.3) - - 0.701
Oral lichen planus 1(0.3) 6 (1.7) 2 (0.6) - 0.442
Cracked tooth 6 (1.7) 2 (0.6) 3 (0.9 - 0.218
Temporomandibular disorders 1(0.3) - 1(0.3) - 0.436
Lymphadenitis - - 1(0.3) - 0.130
Total 124 (35.9) | 165 (47.8) | 52 (15.0) | 4 (1.1) 0.112

*Pearson Chi=squares test, statistic significant P-value <0.05;

VAS: No-hurt.(0), Hurt little bit (1-3) [mild pain], Hurts little more and hurts even more (4-6) [moderate

pain],

Hurts whole lot (7-9) [severe pain], Hurts worst (10) [most severe pain].

3.6. Pain management

There are various treatment options available for managing pain in the mouth
and face, based on the clinical diagnosis. Therefore, treatment in a dental clinic should
be tailored to the individual patient's condition, including non-pharmacologic and
pharmacologic treatments. The orofacial pain management of these participants was
carried out according to the routine protocol of the dental clinic at the Faculty of
Dentistry, University of Health Sciences. The management depended on the clinical
diagnosis or severity of the disease, ranging from pulp capping and endodontic
treatment for odontogenic origin to systemic medication for non-odontogenic orofacial
pain. The most prevalent treatment options were endodontic treatment and tooth
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extraction, with systemic medication being used less frequently for non-odontogenic
pain (Table 9).

Table 9. Orofacial pain management according to the cause.

Pain management Gender Total (%) P-value
Male (%) Female (%)

Indirect/direct pulp capping 10(2.9) 17(4.9) 27(7.8)

Endodontic treatment 29(8.4) 47(13.6) 76(22.0)

Tooth extraction 67(19.4) 94(27.2) 161(46.7) 0.602

Scaling/root planning 23(6.7) 25(7.2) 48(13.9)

Surgery/drainage 8(2.3) 7(2.0) 15(4.3)

Systemic medication 5(1.4) 13(3.8) 18(5.2)

Total 142(41.2) 203(58.8) 345(100)

4. DISCUSSION

Orofacial pain encompasses a range of discomforts located in the face and oral
cavity. Its prevalence, characteristics, and management have been subjects of various
studies, providing a comprehensive understanding of this condition. Here, we will discuss
orofacial pain by examining factors such as prevalence, gender differences, age-related
patterns, pain characteristics, and management strategies. This discussion will also include
comparisons with findings from other studies to contextualize current understanding. In our
study, all participants had experienced orofacial pain, with a prevalence of 19.8%, and a
higher proportion of females compared to males (1.4:1). The participants' ages ranged from
16 to 96 years, with an average age of 42 years, and various occupations, with the majority
being government employees. Most participants had a bachelor's degree or higher.
Odontogenic pain accounted for 93% of cases, while only 7% were non-odontogenic pain,
with clinical symptoms such as pain experienced by all participants, as well as swelling,
dysphagia, trismus, and mouth soreness in some cases. The nature of pain in the study was
mostly described as sharp, throbbing, shooting, and aching (P-value<0.31), with pain
intensity ranging from mild to severe [6].

Orofacial pain is a common complaint affecting a significant portion of the population.
Epidemiological studies indicate that approximately 11% to 33% of individuals experience
orofacial pain at some point in their lives [15,21]. Our study identified that 19.8% of the
participants have experienced orofacial pain. This prevalence can vary based on population
demographics and geographic location. However, our study is consistent with a study from a
general dental clinic in the United States that found about 16.1% of adults reported orofacial
pain, while studies in the general population in Canada reported 12% [6,14,15]. This
prevalence is higher than a review study of orofacial pain prevalence in European countries
(specifically Sweden) from several years ago, which showed that 4.9% of individuals had
experienced pain [16]. Additionally, our study's prevalence is lower than that reported in a
study from Southern Europe, which reported a 32% prevalence [17]. The reported
prevalence of orofacial pain may vary slightly due to differences in healthcare systems and
diagnostic criteria; therefore, large population studies are needed to ensure an accurate
assessment of orofacial pain incidence in the country.

Gender plays a notable role in the prevalence and experience of orofacial pain.
Research consistently shows that women are more likely to experience orofacial pain than
men. Our study found that, women are 1.4 times more likely to suffer from a common form of
orofacial paincompared to men. This may be caused by external/internal factors
such as personal habits and practices, hormonal factors, psychosocial stressors, and
differences in pain perception, which are hypothesized to contribute to this disparity
[18,19,20,21,22].Age influences the prevalence and type of orofacial pain experienced.
Younger individuals often report pain associated with TMDs and orthodontic issues, while
older adults frequently experience orofacial pain due to dental issues such as tooth decay or
gum disease, which can be exacerbated by comorbidities like arthritis. When comparing the
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prevalence of orofacial pain among different age groups, we found that the age groups 20-
29 and 40-49 years had a higher prevalence than other groups. This is similar to previous
studies that have shown a higher prevalence of pain in adulthood (30-39 and 40-49
years) [24]. The duration of the chief complaint before seeking the dentist is important
to address the individual issue. If there is a delay, the issue may worsen or become more
severe. In our study,we focusedon the duration of orofacial pain issues
before patients came to the dental clinic. Our results showed that the duration ranged from 1
day to 1 year, with the majority of patients seeking treatment within 3 days to 1 week. Some
patients delayed seeking treatmentfor 6 monthstol vyear before visiting
the dentist, particularly for non-odontogenic pain [25,26,27].

Pain in the orofacial region can originate from various sources in the oral
cavity, including hard tissue, soft tissue, teeth, alveolar bone, and surrounding structures. In
this study, we classified two main sources: odontogenic, which includes dental caries,
periodontal disease, and pericoronitis, and non-odontogenic, such as soft
tissue conditions like oral cancer, oral sores, and trigeminal neuralgia. The majority of the
pain is located in the mandibular and maxillary regions (57% and 33%), with a few cases
originating from the oral mucosa [28,29]. Due to time limitations, there may be a lack of
potential for addressing orofacial pain. Odontogenic pain caused by teeth, especially pulpal
pain from reversible and irreversible pulpitis, periapical periodontitis/abscess, pericoronitis,
cracked teeth, etc., are all common types of pain and are most frequently seen in dental
clinics(93%), which is consistent with a previous study. Thismay be due
to various factorssuch as age, poor oral hygiene, and eating habits [6,28,30,31,32]. Non-
odontogenic pain in patients at the dental clinic of the Faculty of
Dentistry was identified at an incidence of 7%. This pain mostly included oral mucosa
diseases such as oral lichen planus and major aphthous ulcers, as well as trigeminal
neuralgia. These results indicate a higher prevalence of non-odontogenic pain compared to
what has been reported in hospital in Tanzania (3.3%) [33].Trigeminal
neuralgia is found in 1.7% of the population, with women being more affected than men at a
ratio of 2:1. Symptoms present as overlapping odontogenic pain, which can make it difficult
for clinicians to distinguish from dental pain. This confusion can lead dentists to mistakenly
extract the tooth, ultimately failing to alleviate the patient's pain [34,35].

Pain quality refers to the nature of pain present in clinical cases inhumans. Each
disease condition shows exclusive signs and characteristics. Orofacial pain can
be caused by various sources,especially hard tissue and soft tissue, including dental pulp
and surrounding tooth pain. In additionto dental pain, the soft tissues such as
muscles, blood vessels, and nerves also exhibit specific types of pain in the orofacial region.
In our study, we identified different types of pain associated with various diseases such as
dental pain, neuralgia, cancer pain, and oral mucosa-related pain;most of them
showed throbbing, shooting, sharp, hot-burning, and aching pain. Pulpal pain was found to
have a high portion of cases showing throbbing, shooting, and aching pain, whereas oral
mucosa  diseases such as major  aphthous ulcers and oral lichen planus
exhibited symptoms such as hot-burning and sharp pain, and neuralgia, such as trigeminal
neuralgia, presented clinical signs of sharp, shooting, or electric shock-like pain.
Although the symptomswere not significantly analyzedstatistically because they may be
influenced by various factors, the pain quality observed in the present study is consistent
with previous studies [13,33,36],and shows similar characteristics.

Pain intensity in the orofacial region varies throughout the body, ranging from mild to
severe pain. In the current  study, patients with orofacial diseases reported
pain levels ranging from mild to severe on a visual analog scale (VAS) of 1-10, with
an average intensity of moderate (VAS=4-6). Dental pain was found to be less severe
compared totrigeminal neuralgia, which was the most severetype of pain
reported (VAS=10). All pain intensities in the orofacial region were statistically significant (p-
value<0.044). The pain intensity in the current study is similar to other studies with a level of
moderate pain [29,31,36]. The pain intensity varied depending on the disease
and the differentcharacteristics of pain described, as well as the duration experienced by the
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patients. Even though the diagnoses seemed similar, the pain characteristics were different.
However, all symptoms seemed to have the same pain level [37].

The management of orofacial pain is based on clinical diagnosis. There are various
treatment options available for managing pain in the current study, including non-
pharmacologic and pharmacologic treatments. The orofacial pain management of these
participants was carried out according to the routine protocol of the dental clinic at the
Faculty of Dentistry, with pain evaluation and management planning. The pain from dental
causes had primary treatments such as pulp capping, endodontic treatment, and root
planning. For non-odontogenic origins and infectious diseases, systemic medication was
prescribed depending on the severity of the disease [15,37,38,39,40]. All of these treatments
have good results, especially for dental pain, but for non-dental pain, itis challenging to
treat. Therefore, dentists must pay special attention to the treatment of pain in the
orofacialregion [41,42].

This study only provides an overview of pain in the orofacial region. Due to
time constraints and limitations in the study design, the data may not accurately represent
the diversity of orofacial pain experiences across different populations. Many aspects and
factors have not been studied in depth. Future studies should aim to include a more diverse
population in terms of risk factors, pathophysiological mechanisms, and management
protocols to ensure that the findings are more specific and applicable to a widerclinical
management of orofacial pain patients.

5. CONCLUSION
Orofacial pain, including odontogenic and non-odontogenic pain, is a prevalent
condition with significant gender and age-related variations. Its management requires a
comprehensive approach tailored to the specific characteristics and intensity of pain
experienced by the individual. Comparing findings across studies helps in understanding the
global and regional differences in prevalence, pain characteristics, and treatment strategies,
ultimately guiding better management practices.

AUTHOR CONTRIBUTIONS

Hue Vang contributed” to the .conception, design, data acquisition, data
interpretation, and drafted and critically revised the manuscript. Viengsavanhinthakoun,
PhimfaleeSayaxang, PhetmanySihavong, AnhtanaPhotsavang, VimonlakBouphavanh,
KhanphetLuangamat, Malathip Kitavalada, SounthayaSiriranonh,
ThipphakoneMeunmanisone and*MaibounSimalavong contributed to data acquisition, data
analysis and data interpretation, and drafted and critically revised the manuscript. All authors
gave final approval and agree to be accountable for all aspects of the work.

CONSENT
All participants were provided with details of the research, asked to voluntarily
participate in the study, and signed a consent form.

ETHICAL APPROVAL
The ethical approval forthis study was granted by the ethics committee of the
University of Health Sciences, Lao PDR. Ref. No. 660/IREC. 18 JAN 2024.

REFERENCES
1. Vadivelu N, Kai AM, Kodumudi G, Babayan K, Fontes M, Burg MM. Pain and
Psychology-A Reciprocal Relationship. Ochsner J. 2017;17(2):173-180.

2. FerhanSoyuer and Bisr a Kepenek-Varol. Quality of life and pain. Int J Fam
Commun Med. 2019;3(2):110-114.

10



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Zimmer Z, Fraser K, Grol-Prokopczyk H, Zajacova A. A global study of pain
prevalence across 52 countries: examining the role of country-level contextual
factors. Pain. 2022;163(9):1740-1750. doi:10.1097/j.pain.0000000000002557
Goldberg DS, McGee SJ. Pain as a global public health priority. BMC Public Health.
2011;11:770. Published 2011 Oct 6. doi:10.1186/1471-2458-11-770.

Kohlmann T. EpidemiologieorofazialerSchmerzen [Epidemiology of orofacial
pain]. Schmerz. 2002;16(5):339-345. doi:10.1007/s004820200000.

Horst OV, Cunha-Cruz J, Zhou L, Manning W, Mancl L, DeRouen TA. Prevalence of
pain in the orofacial regions in patients visiting general dentists in the Northwest
Practice-based Research Collaborative in Evidence-based Dentistry research
network. J Am Dent  Assoc. 2015 Oct;146(10):721-8.e3. doi:
10.1016/j.adaj.2015.04.001. Erratum in: J Am Dent Assoc. 2015 Dec;146(12):874.
PMID: 26409981; PMCID: PMC7289192.

Melzack R. The short-form McGill Pain Questionnaire. Pain. 1987;30(2):191-197.
doi:10.1016/0304-3959(87)91074-8.

Kitisomprayoonkul W. Revised Thai short-form McGill Pain Questionnaire (Revised
Th-SFMPQ). Chula Med J 2005 Mar; 49(3): 143-55.

Williamson, A. and Hoggart, B. (2005), Pain: a review of three commonly used pain
rating scales. Journal of Clinical Nursing, 14: 798-804. https://doi.org/10.1111/].1365-
2702.2005.01121 .x.

Sirintawat N, Sawang K, Chaiyasamut T, Wongsirichat N. Pain measurement in oral
and maxillofacial surgery. J Dent Anesth Pain Med. 2017 Dec;17(4):253-263. doi:
10.17245/jdapm.2017.17.4.253. Epub 2017 Dec 28. PMID: 29349347; PMCID:
PMC5766084.

Scribante A, Pellegrini M, Pulicari F, Ghizzoni M, Modugno FP, Spadari F. Pain
Assessment in Oral Medicine through Its Different Dimensions: A Comprehensive
Review. Dentistry Journal. 2023; 11(11):246. https://doi.org/10.3390/dj11110246
Brailo V, Zakrzewska JM. Grading the intensity of nondental orofacial pain:
identification of cutoff points for mild, moderate, and severe pain. J Pain Res. 2015
Feb 20;8:95-104. doi: 10.2147/JPR.S75192. PMID: 25759597; PMCID:
PMC4346005.

Yousef A. AlJehani; Orofacial Pain — An Update for General Dental Practitioners;
World Applied Sciences Journal 31 (4): 491-499, 2014 ISSN 1818-4952.

Ravaghi V, Quifionez C, Allison PJ. Oral pain and its covariates: findings of a
Canadian population-based study. J Can Dent Assoc. 2013;79:d3. PMID: 23522141.
Labanca M, Giando M, Franco C, Rezzani R. Orofacial Pain and Dentistry
Management: Guidelines for a More Comprehensive Evidence-Based Approach.
Diagnostics (Basel). 2023 Sep 4;13(17):2854. doi: 10.3390/diagnostics13172854.
PMID: 37685392; PMCID: PMC10486623.

Haggman-Henrikson B, Liv P, llgunas A, Visscher CM, Lobbezoo F, Durham J,
Lévgren A. Increasing gender differences in the prevalence and chronification of
orofacial pain in the population. Pain. 2020 Aug;161(8):1768-1775. doi:
10.1097/j.pain.0000000000001872. Epub 2020 Mar 16. PMID: 32701837; PMCID:
PMC7365674.

Smiljic S, Savic S, Stevanovic J, Kostic M. Prevalence and characteristics of
orofacial pain in university students. J Oral Sci. 2016;58(1):7-13. doi:
10.2334/josnusd.58.7. PMID: 27021534.

Badel T, Zadravec D, BaSi¢ Kes V, et al. OROFACIAL PAIN - DIAGNOSTIC AND
THERAPEUTIC CHALLENGES. Acta Clin Croat. 2019;58(Suppl 1):82-89.
doi:10.20471/acc.2019.58.s1.12.

Polonowita A, Mei L, Guan G. The deconstruction of chronic orofacial pain and a
hiding inhibition pathway of orofacial pain: the trigeminal proprioceptive
mesencephalic periagueductal gray pathway. N Z Med J. 2024 Jan 19;137(1588):67-
79. doi: 10.26635/6965.6337. PMID: 38261776.

11



20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Rikmasari R, Yubiliana G, Maulina T. Risk Factors of Orofacial Pain: A Population-
Based Study in West Java Province, Indonesia. Open Dent J. 2017 Dec 29;11:710-
717. doi: 10.2174/1874210601711010710. PMID: 29399215; PMCID: PMC5759100.
Dussor G, Boyd JT, Akopian AN. Pituitary Hormones and Orofacial Pain. Front
IntegrNeurosci. 2018 Oct 2;12:42. doi: 10.3389/fnint.2018.00042. PMID: 30356882;
PMCID: PMC6190856.

Rahardian MK, Putri FA, Maulina T. Association Between Orofacial Pain and Anxiety:
A Systematic Review. J Pain Res. 2024 Jan 3;17:1-10. doi: 10.2147/JPR.S432031.
PMID: 38192368; PMCID: PMC10771725.

Anita H, AsnelyPutri F, Maulina T. The Association Between Orofacial Pain and
Depression: A Systematic Review. J Pain Res. 2024 Feb 29;17:785-796. doi:
10.2147/JPR.S435219. PMID: 38440413; PMCID: PMC10910975.

Oberoi SS, Hiremath SS, Yashoda R, Marya C, Rekhi A. Prevalence of Various
Orofacial Pain Symptoms and Their Overall Impact on Quality of Life in a Tertiary
Care Hospital in India. J Maxillofac Oral Surg. 2014 Dec;13(4):533-8. doi:
10.1007/s12663-013-0576-6. Epub 2013 Sep 14. PMID: 26225024; PMCID:
PMC4518769.

Tomoyasu Y, Higuchi H, Mori M, et al. Chronic orofacial pain in dental patients:
retrospective investigation over 12 years. Acta Med Okayama. 2014;68(5):269-275.
doi:10.18926/AMO/52895

Riley, Joseph & Gilbert, Gregg & Heft, Marc. (2005). Orofacial Pain: Patient
Satisfaction and Delay of Urgent Care. Public_health reports (Washington, D.C. :
1974). 120. 140-9. 10.1177/003335490512000207.

Derafshi R, Rezazadeh F, Ghapanchi J, Basandeh Sharif D, Farzin M. Prevalence of
Chronic Orofacial Pain in Elderly Patients Referred to Shiraz Dental School From
2005 to 2017. Anesth Pain Med. 2019 Dec 7;9(6):€91182. doi: 10.5812/aapm.91182.
PMID: 32280612; PMCID: PMC7118676.

B. Patel, Endodontic Diagnosis; Pathology, and Treatment Planning: Mastering
Clinical Practice, DOI 10.1007/978:3-319-15591-3_1, © Springer International
Publishing Switzerland 2015.

Taheri JB, Anbari F, Sani SK, Mirmoezi SM, Khalighi HR. A 10-year overview of
chronic orofacial pain in patients at an oral medicine center in Iran. J Dent Anesth
Pain Med. 2022 Aug;22(4):289-294. doi: 10.17245/jdapm.2022.22.4.289. Epub 2022
Jul 26. PMID: 35991358; PMCID: PMC9358266.

Tomoyasu Y, Higuchi H, Mori M, et al. Chronic orofacial pain in dental patients:
retrospective investigation over 12 years. Acta Med Okayama. 2014,;68(5):269-275.
doi:10.18926/AMO/52895

Oberoi SS, Hiremath SS, Yashoda R, Marya C, Rekhi A. Prevalence of Various
Orofacial Pain Symptoms and Their Overall Impact on Quality of Life in a Tertiary
Care Hospital in India. J Maxillofac Oral Surg. 2014 Dec;13(4):533-8. doi:
10.1007/s12663-013-0576-6. Epub 2013 Sep 14. PMID: 26225024; PMCID:
PMC4518769.

Moca AE, Vaida LL, Negrutiu BM, Moca RT, Todor Bl. The Influence of Age on the
Development of Dental Caries in Children. A Radiographic Study. J Clin Med. 2021
Apr 15;10(8):1702. doi: 10.3390/jcm10081702. PMID: 33920901; PMCID:
PMC8071245.

Hirani, Vanisha&Owibingire, Sira&Moshy, Jeremiah & Singh, Karpal. (2022). The
incidence and pattern of non-odontogenic orofacial pain conditions at a tertiary
hospital in Tanzania. 10.15584/ejcem.2022.1.7.

Shankar Kikkeri N, Nagalli S. Trigeminal Neuralgia. [Updated 2024 Mar 3]. In:
StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2024 Jan-
. Available from: https://www.ncbi.nim.nih.gov/books/NBK554486/

IshaSajjanhar, AkritiGoel, AP Tikku, Anil Chandra. Odontogenic pain of non-
odontogenic origin: A review. Int J Appl Dent Sci 2017;3(3):01-04.

12



36.

37.

38.

39.

40.

41.

42.

Chung M-K, Wang S, Oh S-L, Kim YS. Acute and Chronic Pain from Facial Skin and
Oral Mucosa: Unigue Neurobiology and Challenging Treatment. International Journal
of Molecular Sciences. 2021; 22(11):5810. https://doi.org/10.3390/ijms22115810
Harun ASI harun, Hossain A, Jabber S, Hasan H. The dimension and severity of
orofacial pain in patients with current and chronic odontogenic pain. M Dent J
[Internet]. 2021 Nov. 16 [cited 2024 Jul. 27];41(3):235-44. Available from:
https://he02.tci-thaijo.org/index.php/mdentjournal/article/view/251124.

Ghurye, S., McMillan, R. Orofacial pain — an update on diagnosis and
management. Br DentJ 223, 639-647 (2017). https://doi.org/10.1038/sj.bd}.2017.879
Murali, A., Sikkerimath, B. C., & Anshu, A. (2020). Ultrasound Guided Dextrose
Prolotherapy: A Promising Hope for Temporomandibular Joint Dysfunction. Asian
Journal of Dental Sciences, 3(1), 183-190. Retrieved from
https://journalajds.com/index.php/AJDS/article/view/22

Gupta, S., & Mittal, N. (2022). Management of Peripheral Ossifying Fibroma by
Erbium YAG Laser: A Novel Approach- Case Report. Asian Journal of Dental
Sciences, 5(1), 80-86. Retrieved from
https://journalajds.com/index.php/AJDS/article/view/98

Shaikh, S. (2019). Management of Odontogenic and Nonodontogenic Oral Pain.
IntechOpen. doi: 10.5772/intechopen.83837

Gilkey SJ, Plaza-Villegas F. Evaluation and management of orofacial pain. JAAPA.
2017 May;30(5):16-22. doi: 10.1097/01.JAA.0000515539.59451.29. PMID:
28441668.

13



