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Abstract
Introduction and objective: Several studies have associated
temporomandibular disorders (TMD) and fibromyalgia (FM) finding
a wide variation of results. The aim of this study was to review the
literature about the relationship between TMD and FM. Literature
review: For many years, TMD and FM were considered different
clinical entities, but recently, some authors have reported that these
two clinical situations have similarities. It is important to emphasize
that both in FM and TMD pain is the main symptom, including pain
in face, mandible, and headache. Besides, these pain syndromes are
characterized by a decrease in pain threshold and in the capacity of
attenuation of descending systems of pain modulation. The relationship
of comorbidity between TMD and FM may indicate, therefore, the
existence of some form of central sensitization, which is common
to both diseases, sharing neurochemical events. In addition, it was
found that the presence of TMD is a common finding in FM patients.
Conclusions: It can be concluded that FM and TMD are distinct
clinical entities, although they share common signs and symptoms,
especially those related to pain. Furthermore, it was observed that
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the prevalence of TMD in FM patients is higher than the other way
around. It is also important in the diagnosis of these two diseases
the differentiation between trigger and tender points, thus avoiding
false diagnoses of TMD in FM patients.

Introduction
Muscula r pa in in face’s a rea may be a n
expression of a systemic problem of muscle-skeletal
pains, whose origin probably is central nervous
system. This is the case of patients presenting a
disorder, so-called fibromyalgia (FM), in which
the pain in face is only one aspect of the disorder
that involves all body’s muscles [40].
Fibromyalgia is a non-articular rheumatic
sy ndrome, characterized by diffuse, chronic
muscle-skeletal pain and the presence of multiple
painful areas, so-called tender points, especially at
the axial skeleton [2]. Its aethiology is unknown,
since occurs in varied ways, in different patients,
which leads to characterize it as a syndrome instead
of a disease – fibromyalgia syndrome (FMS) [5,
23, 27, 39].
Among the most common symptoms associated
with this disorder have been fatigue, sleep disorders,
morning stiffness, anxiety, and depression [35]. Its
diagnosis is based on only clinical criteria, due
to the lack of identification by complementary
examinations. According to the American College
of Rheumatology (ACR), the following diagnosis
criteria were established: diffuse pain in the axial
skeleton, at both hemi-bodies, above and below the
waist; pain in 11 or more out of 18 tender points
and chronic pain for more than three months
[4, 23, 57]. When the number of tender points is
lower than 11, but the other signs and symptoms
are present, concomitantly, FM diagnosis also can
be confirmed [60].
It is estimated that FM affects from 2 to 7% of
world population, being more prevalent in women
than men, with a 9:1 ratio [53]. The disorder more
frequently occurs in subjects aging between 45 and
60 years-old, however its incidence increases with
age [52]. Although uncommon, the syndrome also
affects children and adolescents [12].
Temporoma nd ibu la r d isorder (TM D) is
defined as a collective term and comprises a
great number of clinical alterations involving
masticatory musculature, temporomandibular
joints, and their associated structures. TMD
ma i nly sig n a nd sy mptoms a re: tenderness
t o p a lp a t i o n o f m a s t i c a t o r y mu s c l e s a n d
temporomandibular joints, articular sounds, and
change of mandible’s dynamic [2, 15, 17, 37, 41,

42]. Also, it can be associated with psychological
alterations [11, 17].
Epidemiological studies, such as those from
Egermark et al (2001) [20] and Thilander et al.
(2002) [54] showed that TMD signs and symptoms
are found at all ages. Some researches evidenced
that TMD signs and symptoms severity vary
according to the subjects’ age, increasing after
puberty, with peaks between 20 and 40 yearsold; its mildest symptoms occur in children,
adolescents, and elderly [9]. Similarly to FM,
most of the studies evaluating TMD differences
between genders have shown more prevalence of
TMD signs and symptoms in women [3, 26, 31].
TMD, according to Biondi and Picardi (1993) [10]
and McNeil (1997) [37], is a disease related to
female gender, since women are three times more
affected than men.
Although TMD signs and symptoms evaluation
is not part of FM diagnosis criteria, it is seen
on literature that both clinical entities can be
associated. This could be explained by four
models: 1) the reduction of the pain threshold
in FM is responsible for the muscle-skeletal pain
in face, and therefore, FM is the predominant
problem predisposing to TMD; 2) FM and TMD
a re a ssociated w it h pr i ma r y psycholog ica l
alterations, i.e., they have not a direct casual
relationship, but they appear due to some mental
health abnormality; 3) the psychological distress
observed in some fibromyalgic patients leads to a
greater stress, number of medical appointments,
and the diagnosis prevalence; in these cases,
the patient presents FM as an initial problem,
a nd TMD is not a compla int; 4) a ll pa inful
dysfunctions are associated to an increasing in
FM prevalence; therefore, TMD is the cause for
FM appearance [50].
Due to the aforementioned issues, the aim of
this study was to discuss the relationship between
FM and TMD, through a literature review.

Literature review
For many years, TMD and FM have been
considered as two distinct entities. However, some
authors reported that both clinical situations present
similarities [1, 7, 13, 16, 21, 32, 44, 45, 59].
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Eriksson et al. (1988) [21] performed the first
investigation describing TMD and FM relationship.
The authors demonstrated that 75% of FM patients
presented clinical history of TMD, ranging from
moderate to severe degree, according to t he
Helkimo’s index. These preliminary findings raised
interest in the developing of further studies on
clarifying the possible relationship between FM
and TMD.
Pennacchio et al. (1998) [44] noted that 97%
of fibromyalgic patients were diagnosed with TMD,
and that only 30% from control group presented
TMD symptoms. Manfredini et al. (2004) [32] found
similar results: 86.7% of FM subjects showed, at
least, one TMD confirmation. Nevertheless, only
10% from TMD group presented features for FM
diagnosis, according to ACR criteria.
Similarly, Plesh et al. (1996) [45], through
applying the research diagnostic criteria (RDC) and
ACR criteria for TMD and FM diagnosis, respectively,
found that 18.4% of TMD subjects also presented
FM. However, 75% of FM patients could be classified
with myogenic TMD. Moreover, FM patients showed a
lower pain threshold and more severe manifestations
of sleep disorders, fatigue, pain, among others,
when compared to TMD patients. According the
same authors, TMD (local dysfunction) and FM
(general dysfunction) are distinct clinical entities,
although presenting a certain degree of common
comorbidities. Furthermore, the specificities that
best differentiate FM from TMD were: functional
disability, difficulties for working, and dissatisfaction
with their general health state.
For Hedenberg-Ma g nusson et al. (1997)
[24] there would be other clinical parameters
distinguishing both conditions. The authors
compared a fibromyalgic to a local myalgia and
healthy patient group and found that FM patients
frequently presented higher intensity of TMD signs
and symptoms, such as muscular and articular
pain, articular sounds, and pain threshold; this
was very different from the other groups tested.
However, there is not a literature consensus
on whether the orofacial symptoms would be more
intensively experienced by fibromyalgic than TMD
patients. In an Italian comparative study, Cimino
et al. (1998) [13] verified that, concerning to the
subjective TMD symptoms, TMD and FM subjects
showed common evidences of TMD, such as pain
during mandible’s function, articular sounds,
and cephalalgia; also, they presented similarities
regarding to the presence and intensity of pain in
the palpation of masticatory muscles.
Similar results were found by Dao et al.
(1997) [16], who observed a pain in face similarity
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between FM and TMD subjects. Besides that, 69%
of FM subjects presented pain in face during their
examination, and 79.3% confessed to feel pain in
face for the past six months, while 42.1% and 68.4%
of TMD subjects, respectively, complaint of pain in
the body at the moment of the evaluation and for the
past six months. Although a very large percentage
of TMD subjects reported painful conditions out of
the face’s area, the authors suggested that it would
be unlikely that TMD is a condition of generalized
pain in body, although the possibility of coexistence
between FM and TMD could not be excluded.
Frequently, FM is one of the possible etiological
factors of TMD [25, 49]. It is believed that TMD
would be the first manifestation of FM, that is,
the dysfunction symptomatology would precede the
generalized pain in body [46]. Raphael et al. (2000)
[46] assessed that 23.5% of patients presenting TMD
and FM at the same time showed the concomitantly
onset of the facial and generalized pain; the other
patients reported that the facial pain occurred
before the pain in body.
Notwithstanding, this idea should be carefully
evaluated, because it may happen that TMD is
diagnosed prior to FM, instead of TMD symptoms
appear before body pain symptoms. Korszum et
al. (1998) [28] found that 42% of fibromyalgic
patients presented a previous diagnosis of TMD.
However, most of them reported that pain in face
appeared after pain in body, suggesting that the
pain in face should not be considered as an early
FM symptom.
Several researches have related TMD comorbidity
to other rheumatologic diseases, because of the
presence of common symptoms among them, such
as pain in face, cephalalgia, and pain in mandible
[1, 7, 59]. Despite the high degree of comorbidity,
some investigators have excluded the causal role
of the rheumatologic diseases in TMD, stating
that such hypothesis could only be taken into
account when there would be a correspondence
between the origin of the facial pains (articular or
muscular) and the type of rheumatism (articular
or muscular). Therefore, rheumatic diseases have
not been considered as TMD etiological factors,
although they have been capable of aggravating
TMD signs and symptoms and influencing their
treatment [59]. Nevertheless, FM and TMD may
share several peripheral and central mechanisms
of pain [22], and it is possible that FM be an
etiological factor of TMD. Several studies have
already demonstrated the high prevalence (42 to
97%) of TMD in fibromyalgic patients [21, 25, 44,
45, 47]. On one hand, the orofacial manifestations
such as pain and tenderness in masticatory muscles
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are among the main signs and seem to be an
important element of FM [29,47]. On the other
hand, FM prevalence in TMD patients varied from
4 to 23.5% [22, 34, 45, 46].

Discussion
The most recent investigations on FM aetiology
reported that this clinical condition occur due
to an alteration in the hypothalamic-pituitary
a xis, which represents the main path of the
neuroendocrine response to stress, altering the
levels of cortisol, growth hormone, and serotonin.
The same conditions have been found in subjects
suffering chronic pain, including orofacial chronic
pains and TMD [8, 36]. Such evidences suggest
that maybe there would be a direct relationship
between FM and TMD. Some correlations were
found by Slavetti et al. (2007) [49]. In their study,
79.6% of fibromyalgic patients present at least one
TMD diagnostic factor; the most found factor was
inflammatory and degenerative disorders (71%),
followed by muscular disorders (40,9%).
It is highlighted that, in both disorders, the pain
is the main symptom. Pain has been associated to
alterations in the central processing of the sensitive
stimulus. Moreover, pain disorders are characterized
by the reduction in both the pain threshold and
the capacity of attenuation of descending systems
of pain modulation. The relationship of comorbidity
between TMD and FM may indicate, therefore, the
existence of some form of central sensitization, which
is common to both diseases, sharing neurochemical
events [19].
Besides the reduction of pain threshold, FM
and TMD share other signs and symptoms, such
as: cephalalgia, sleep and attention disorders
[1], as well as, articular sounds and movement
limitations [54].
Although both diseases show common etiologic
factors (anxiety and stress), they should be treated
as distinct pathologies due to several reasons.
TMD is related to occlusal alterations, as: side
of masticatory preference, facial traumas, disc
displacement, parafunctional habits, among others.
On the other hand, for FM, these factors have not
been totally clarified and defined by literature, yet
[6, 11, 14, 30, 43, 48].
Concerning to signs and symptoms, TMD
has been characterized by orofacial pains more
localized in the masticatory muscles due to the
presence of trigger points. When the pain is present,
it displays a path towards the neck and shoulder
areas. In FM, the tender points are disseminated
in the muscles of several body segments, causing

systemic and generalized algic episodes associated
with fatigue and pain in muscles [13, 51, 58]. It is
important noting that, none out of the 18 ACR FM
trigger points includes the masticatory muscles’
palpation. This demonstrates that ACR does not
take into consideration the orofacial involvement
in the fibromyalgic syndrome [33].
Moreover, muscular palpation does not provide
a distinction between tender and trigger points.
Therefore, there are not parameters for differing
them from each other, which may lead to a false
diagnosis of TMD. A tender point manifestation
(FM expression) may simulate the trigger point
presence, even in its absence [33].

Conclusion
Although FM and TMD are distinct clinical
entities, they can simultaneously occur, as well
as, share common signs and symptoms, especially
those related to pain. Furthermore, the prevalence of
TMD signs and symptoms in FM patients is higher
than the other way around. A multidisciplinary
approach is very important in order to evaluate the
both comorbidities integrally, aiming to improve the
diagnosis and treatment of the population.
Since ACR does not take into account the
evaluation of the orofacial pain in its diagnosis
criteria, a further investigation is necessary due to
the high prevalence of these pains, mainly caused
by TMD, in fibromyalgic patients.

Acknowledges
The authors are thankful to�������������������
Conselho Nacional
de Desenvolv imento Científico e Tecnológico
(CNPq).

References
1. Aaron LA, Burke MM, Buchwald D. Overlapping
conditions among patients with chronic fatigue
syndrome, fibromyalgia and temporomandibular
disorder. Arch Intern Med. 2000;160(15):221-7.
2. Acosta-Ortiz R, Schulte JK, Sparks S,
Marsh W. Prediction of different mandibular
activities by EMG signal levels. J Oral Rehabil.
2004;31:399-405.
3. Alamoudi N, Farsi N, Salako NO, Feteih R.
Temporomandibular disorders among school
children. J Clin Pediatr Dent. 1998;22(4):323-8.

RSBO. 2011 Jan-Mar;8(1):81-7    

4. Alarcón GS, Bradley LA. Advances in the
treatment of fibromyalgia: current status and future
directions. Am J Med Sci. 1998;315(6):397-404.
5. Ali HM. Fibromyalgia. Physiotherapy.
2001;87(3):140-5.
6. Ash MM, Ramfjord S. Oclusão. ����������������
Rio de Janeiro:
Guanabara Koogan; 1996.
7. Balasubramaniam R, Leeuw R, Zhu H, Nickerson
RB, Okeson JP, Carlson CR. ��������������
Prevalence of
temporomandibular disorders in fibromyalgia
and failed back syndrome patients: a blinded
prospective comparison study. Oral Surg Oral
Med Oral Pathol Oral Radiol Endod. 2007;104
(2):204-16.
8. Barsky AJ, Borus JF. Functional somatic
syndromes. Ann Intern Med. 1999;130:910-21.
9. Bertoli FMP, Losso EM, Moresca RC. Disfunção
da articulação temporomandibular em crianças.
RSBO. 2009;6(1):77-84.
10. Biondi M, Picardi A. Temporomandibular
joint pain-dysfunction syndrome and bruxism:
etiopathogenesis and treatment from a
psychosomatic integrative viewpoint. Psychother
�����������
Psychosom. 1993;59(2):84-98.
11. Bonjardim LR, Gavião MBD, Pereira LJ,
Castelo PM. ��������������������������������������
Anxiety and depression in adolescents
and their relationship with signs and symptoms of
temporomandibular dysfunction. Int J Prosthodont.
2005;18(4):347-52.
12. Buskila D. Fibromyalgia: a biopsychosocial
syndrome. Isr Med Assoc J Ramat Gan.
2003;5(12):887-8.
13. Cimino R, Michelotti A, Stradi R, Farinaro C.
Comparison of clinical and psychologic features
of fibromyalgia and masticatory myofascial pain.
J Orofacial Pain. 1998;12(1):35-41.
14. Cuccia A, Caradonna C. The relationship
between the stomatognathic system and body
posture. Clinics. 2009;64(1):61-6.
15. Dahlström L.Electromyographic studies of
craniomandibular disorders: a review of the
literature. J Oral Rehabil. 1989;16(1):1-20.
16. Dao TTT, Reynolds WJ, Tenebaum HC.
Comorbity between myofascial pain of the
masticatory muscles and fibromyalgia. J Orofacial
Pain. 1997;11(3):232-40.

85

17. Dworkin SF, Huggins KH, Wilson L, Mancl
L, Turner J, Massoth D et al. A randomized
clinical trial using research diagnostic criteria
for temporomandibular disorders-axis II to target
clinic cases for a tailored self-care TMD treatment
program. J Orofac Pain. 2002;16(1):48-63.
18. Dworkin SF, LeResche L. Research diagnostic
criteria for temporomandibular disorders: review,
criteria, examinations and specifications, critique.
J Craniomandib Disord. 1992;6:301-55.
19. Edwards RR. Individual differences in
endogenous pain modulation as a risk factor for
chronic pain. Neurology. 2005;65:437-43.
20. Egermark I, Carlsson GE, Magnusson T. A 20year longitudinal study of subjective symptoms of
temporomandibular disorders from childhood to
adulthood. Acta Odontol Scand. 2001;59(1):40-8.
21. Eriksson PO, Lindman R, Stal P, Bengtsson
A. Symptons and signs of mandibular dysfunction
in primary fibromyalgia syndrome (PSF) patients.
Swed Dent J. 1988;12(4):141-9.
22. Fricton JR. The relationship of
temporomandibular disorders and fibromyalgia:
implications for diagnosis and treatment. Curr
Pain Headache Rep. 2004;8:355-63.
23. Haun MVA, Ferraz MB, Pollak DF. Validação
����������
dos critérios do Colégio Americano de Reumatologia
(1990) para classificação da fibromialgia, em
uma população brasileira. �������������������
Rev Bras Reumatol.
1999;39(2):221-30.
24. Hedenberg-Magnusson B, Ernberg M, Kopp
S. Symptons and signs of temporomandibular
disorders in patients with fibromyalgia and local
myalgia of the temporomandibular system. Acta
Odontol Scand. 1997;55:344-9.
25. Hedenberg-Magnusson B, Ernberg M, Kopp S.
Presence of orofacial pain and temporomandibular
disorder in fibromyalgia. Swed Dent J.
1999;23:185-92.
26. Kapila S, Xie Y. Targeted induction of
collagenase and stromelysin by relaxin in unprimed
and beta-estradiol-primed diarthrodial joint
fibrocartilaginous cells but not in synoviocytes.
Lab Invest. 1998;78(8):925-38.
27. Kaziyama HHS, Yeng LT, Teixeira MJ,
Piagge FD. Síndrome fibromiálgica. Rev Med.
2001;80:111-27.

86 –

Fraga et al.
Fibromyalgia and temporomandibular dysfunction: a literature review

28. Korszun A, Papadopoulos E, Demitrack
M, Engleberg C, Crofford L. The relationship
between temporomandibular disorders and stressassociated syndromes. Oral Surg Oral Med Oral
Pathol Oral Radiol Endod. 1998;86:416-20.
29. Leblebici B, Pektas ZO, Ortancil O, Hürcan EC,
Bagis S, Akman MN. Coexistence of fibromyalgia,
temporomandibular disorder and masticatory
myofascial pain syndromes. Rheumatol Int.
2007;27(6):541-4.
30. Lee WY, Okeson JP, Lindroth J. The
relationship forward between head posture and
temporomandibular disorders. J Orofacial Pain.
1995;9(2):161-7.
31. LeResche L. Epidemiology of temporomandibular
disorders: implications for the investigation
of etiologic factors. Crit Rev Oral Biol Med.
1997;8(3):291-305.
32. Manfredini D, Tognini F, Montagnani G,
Bazzichi L, Bombardieri S, Bosco M. Comparison
of masticatory dysfunction in temporomandibular
disorders and fibromyalgia. Minerva Stomatol.
2004;53:641-50.
33. Manfredini D, Salvetti G, Fantoni F,
Bosco M. Relationship between fibromyalgia
and temporomandibular disorders: a review
of current understandings. J Chin Clin Med.
2006;1:336-41.
34. Marbach JJ. Is myofascial face pain a
regional expression of fibromyalgia? J
�������������
Musc Pain.
1995;3:93-7.
35. Marques AP, Matsutani LA, Ferreira EAG,
Mendonça LLF. A fisioterapia no tratamento
de pacientes com fibromialgia: uma revisão da
literatura. ��������������������������������
Rev Bras Reumatol. 2002;42:42-8.
36. Mayou R, Farmer A. ABC of psychological
medicine: functional somatic symptoms and
syndromes. BMJ. 2002;325:265-8.
37. McNeill C. Evidence-based TMD guidelines. J
Orofac Pain. 1997;11(2):93.
38. Meisler JG. Chronic pain conditions in women.
J Womens Health. 1999;8(3):313-20.
39. Mello M, Marques AP. ������������������
A imagem corporal
representada pelos fibromiálgicos: um estudo
p r e l i m i n a r . �����������������������������
Rev Fisioter Univ São Paulo.
1995;2(2):87-93.

40. Moldofsky HV. Disordered slepp in
fibromyalgia and related myofascial facial
pain conditions. Dent
�������������������������
Clin North America.
2001;45(4):701-11.
41. Molina OF. Fisiopatologia craniomandibular:
oclusão e ATM. São Paulo: Pancast; 1989.
42. Nassri LFG, Abdala N, Szejnfeld J,
Nassri MRG. Análise comparativa entre os
achados de eletromiografia do músculo facial
masseter em indivíduos com e sem disfunção
temporomandibular: parte I. Rev Sul-Bras
Odontol. 2009;6(4):393-400.
������������������
43. Olivo SA, Bravo J, Magee DJ, Thie NMR,
Flores-Mir C. The association between head
and cervical posture and temporomandibular
disorders: a systematic review. J Orofacial Pain.
2006;20(4):333-8.
44. Pennacchio EA, Borg-Stein J, Keith DA. The
����
incidence of pain in the muscles of mastication
in patients with fibromyalgia. J Mass Dent Soc.
1998;47:8-12.
45. Plesh O, Wolfe F, Lane N. The relationship
between fibromyalgia and temporomandibular
disorders: prevalence and symptom severity. J
Rheumatol. 1996;23:1948-52.
46. Raphael KG, Marbach JJ, Klausner J.
Myofascial face pain: clinical caracteristics of
those with regional vs widespread pain. J Am
Dent Assoc. 2000;131:161-71.
47. Rhodus NL, Fricton J, Carlson P, Messner
R. Oral symptoms associated with fibromyalgia
syndrome. J Rheumatol. 2003;30:1841-5.
48. Saito ET, Akashi TPM, Sacco ICN. Global
body posture evaluation in patients with
temporomandibular joint disorder. Clinics.
2009;64(1):35-9.
49. Salvetti G, Manfredini D, Bazzichi L, Bosco
M. Clinical features of the stomatognathic
involvement in fibromyalgia syndrome: a
comparison with temporomandibular disorders
patients. ��������������������������
Cranio. 2007;25(2):127-33.
50. Siqueira JTT. Disfunção temporomandibular:
classificação e abordagem clínica. In: Siqueira
JTT, Teixeira MJ (eds.). Dor orofacial:
diagnóstico, terapêutica e qualidade de vida.
Curitiba: Maio; 2001. p. 373-404.

RSBO. 2011 Jan-Mar;8(1):81-7    

51. Simons DG, Travell JG, Simons LS. Travell
and Simons’ myofascial pain and dysfunction: the
trigger point manual. 2. ed. Baltimore: Williams
& Wilkins; 1999.
52. Sprott H. What can rehabilitation interventions
achieve in patients with primary fibromyalgia?
Curr Opin Rheumatol. 2003;15(2):145-50.
53. Staud R, Vierck CJ, Cannon RL, Mauderli AP,
Price DD. Abnormal sensitization and temporal
summation of second pain (wind-up) in patients
with fibromyalgia syndrome. Pain. 2001;91:16575.
54. Thilander B, Rubio G, Pena L, Mayorga C.
Prevalence of temporomandibular dysfunction
and its association with malocclusion in children
and adolescents: an epidemiologic study related
to specified stages of dental development. Angle
Orthod. 2002;72(2):146-54.
55. Vischer CM, Lobbezzo F, Van Der Zaag J, Narije
M. Prevalence of spinal pain in craniomandibular
pain patients. Eur J Oral Sci. 2001;109(2):76-80.

87

56.White KP, Harth M. Classification, epidemiology,
and natural history of fibromyalgia. Curr Pain
Headache Rep. 2001;5(4):320-9.
57. Wolfe F, Smythe HAA, Yunus MB, Bennett AM,
Bombardier CE, Goldenberg DL. The American
College of Rheumatology 1990. Criteria for
the classification of fibromyalgia: report of the
Multicenter Criteria Committee. Arthritis Rheum.
1990;33:160-72.
58. White KP, Harth M. Classification, epidemiology
and natural history of fibromyalgia. Curr Pain
Headache Rep. 2001;5(4):320-9.
59. Wright EF, Den Rosier KF, Clark MK, Bifano
SL. Identifying undiagnosed rheumatic disorders
among patients with TMD. �����������������
J Am Dent Assoc.
1997;128:738-44.
60. Yeng LT, Kaziyama HHS, Teixeira MJ.
Síndrome dolorosa miofacial e fibromialgia. In:
Siqueira JTT, Teixeira MJ (eds.). Dor orofacial:
diagnóstico, terapêutica e qualidade de vida.
Curitiba: Maio; 2001. p. 418-30.

How to cite this article:
Fraga BP, Santos EB, Fraga TP, Macieira JC, Farias-Neto JP, Quintans Júnior LJ et al. �������������
Fibromyalgia
and temporomandibular dysfunction: a literature review. RSBO. 2011 Jan-Mar;8(1):81-7.

