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Summary Statement.

The minimal contraindications and pain reduction
associated with BoNT-A injection holds the promise
of being able to assist in resolving chronic central
sensitisation. Yet this, to date, has not been
clinically realised. As such BoNT-A has only been
shown clinically to yield temporary ( < 3 months)
outcomes.

Unfortunately, the gross inhibition of primary
muscles that BoNT-A causes, upsets normal
balanced function of the TM joint and associated
structures - making functional rehabilitation virtually
impossible whilst the toxin is active.

Consequently the administration of BONT-A
currently conflicts with conservative methods of
pain relief. The fact that conservative interventions
have been demonstrated to achieve clinically similar
outcomes, BoNT-A should be reserved for use as an
adjunct in only the most severe of cases.
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Pain confusion.

The latest evidence based guidelines for primary care
providers in Australia and the UK stipulate that 70% of
chronic TMD pain is myogenous in origin. Pain relief
from BoNT-A injections, as well as effective
conservative manual or exercise therapy for orofacial
pain, relies on this fact.

The first step in effective treatment is the correct
differential diagnosis of pain. Localised arthrogenic
pain is typically self limiting and should be managed
conservatively.

Clinical consideration 1.

Although anecdotal
clinical evidence for
BoNT-A is strong no
randomised controlled
trials have yet validated
the effectiveness of
BoNT-A injections for
orofacial pain.

Clinical consideration 2.

The toxin carries a level C
pregnancy risk and the
toxin may contribute to
difficulty breathing,
swallowing, or speaking.
Especially when
combined with other
neuromuscular-blocking

Clinical consideration 3.

Chronic musculoskeletal
pain, especially TMD, is

Clinical consideration 4.

Interventions that seek to
inhibit muscle function in

agents.

The problem with muscle
paralysis.

Muscle paralysis is of course the most common adverse
effect of BONT-A therapy. Although temporary pain relief
may be gained, paralysis of one or more major
masticatory muscles dramatically destabilises the the
function of the orofacial complex causing a cascade of
biomechanical consequences. These inhibit any
functional rehabilitation of the cervical, oropharynx and
orofacial complex, which is essential for any long term
outcomes.

order to alleviate joint pain
(e.g. Lateral Pterygoid
injection) are based on the
notion that chronic pain is
primarily due to joint
inflammation. This is
irrefutably incorrect.

multifactorial. TMD has a
very strong correlation
with the psychological
and social aspects of
pain. As such, be aware
that biological
interventions like BoNT-A
are temporary.
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Effective collaboration.

Long term outcomes for chronic TMD pain only occurs
when functional pain free movement in the TMJ and
neck is achieved and central sensitisation issues are
identified and addressed. Collaboration with exercise
therapy, soft tissue therapy and psychology gives the
greatest chance for lasting relief.

In severe cases BoNT-A may be useful to aid in breaking
the cycle of central sensitisation but only if combined
with therapies that seek to restore physical and
psychological function, rather than simply alleviate pain.



