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Abstract : 

Toothache represents the most common example of orofacial pain. Its origin is mostly odontogenic, 

but several other conditions may mimic dental pain or present themselves as such. Well-known 

examples are myofascial pain, trigeminal neuropathies like neuralgia and painful posttraumatic 

trigeminal neuropathic pain, orofacial neurovascular pains, cardiac pain and sinus disease. This  

review first discusses the current knowledge on the underlying pathophysiology of heterotopic  tooth 

pain. Afterwards, several conditions potentially presenting as toothache will be illustrated regarding 

clinical features, diagnosis and management.  
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Introduction 

Toothache and craniofacial pain are conditions affecting an important part of the population. A 

review on the prevalence of tooth pain and other oral pains 1  stated poor methodological quality of 

the  epidemiologic studies, but concluded that 7-32 % of the population suffers from toothache and 

40-44 % from oral and facial pain. In the United Kingdom, MacFarlane et al. 2 found 26 % of 

participants in a cross-sectional study reporting orofacial pain, from which 54 % continued to have 

pain at a follow-up 4 years later. Also in other countries  chronic orofacial pain appears to be very 

frequent 3,4.   Evidently, in most patients toothache has its origin in caries, pulpal or periodontal 

involvement and these acute situations are managed by adequate dental care. However, in many 

instances, the symptom of toothache results from a non-odontogenic cause. As a result of 

misdiagnosis, a number of erroneous dental interventions may be performed by well-intentioned 

and caring practitioners5, 6  and this should absolutely be avoided. In addition,  the complicated 

differential diagnosis in these patients can be time-consuming and this adds to other risk factors (e.g. 

anxiety, catastrophizing 7   that allow pain to become chronic. After elaborating on the sometimes 

complicated diagnosis of odontogenic pain, this paper discusses current knowledge on the 

neurophysiological mechanisms underlying heterotopic pain. Afterwards, the clinical features of the 

most common causes for non-odontogenic toothache will be reviewed. More detailed and extensive 

descriptions of these conditions can be found in excellent text-books and papers that recently have 

been published8, 9, 10,11. 

Toothache and its complicated diagnosis 

Dental pain is the most frequent cause of orofacial pain and still the most important reason why 

patients seek help with the dentist. The diagnosis of dental pain (caries, pulpitis, apical periodontitis) 

does not pose any problem in most patients: a comprehensive and thorough anamnesis comprising 

the  history, the natural course, the provoking factors and the character of the pain will guide the 

trained dentist to a preliminary diagnosis, that in most cases easily is confirmed using the array of 
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available tools for clinical and radiological examination. The most relevant clinical diagnostic 

techniques are provocation tests and test-anesthesia. A fast, efficient and predictable solution can be 

offered in the majority of patients. However, numerous situations may complicate a clear diagnosis : 

the diverse irradiation patterns of pulpitis, the referred pain between different branches of the 

trigeminal nerve, the insidious characteristics of a cracked tooth or a root fracture, the potential 

impact of large (composite) restorations on the tooth pulp, the complex anatomy of multi-rooted 

teeth ( recent developments like Cone Beam CT imaging allow to discriminate 5,6, even 7 root canals 

in a single tooth).Missing a diagnosis of dental pain may result in patients desperately seeking a 

solution for their ongoing pain, visiting specialists of various disciplines, using impressive doses of 

pain-killers, adding up (radiological) examinations. To limit the risk of such development, some 

important advices could be suggested  in the diagnosis of dental pain :  

- in every new patient presenting with orofacial pain, a thorough, complete and extensive history 

should be taken. . This anamnesis is  crucial : the development of pain, its characteristics, the time 

course, the triggering, provoking and soothing factors, will provide the most  important elements for 

a (preliminary) differential diagnosis.  In addition an in-depth dental and periodontal clinical 

examination, supplemented with  at least an overview picture of the dentition will provide sufficient 

information to exclude or pinpoint a dental pain. 

- provocation tests (like air-drying a suspected tooth for 20-30 seconds, applying thermal, electrical 

or mechanical stimuli) may help significantly in triggering the familiar pain . However, the validity of 

some tools for sensibility testing of the pulp is questioned 12 .   

The newly developed International Classification of Orofacial Pain (ICOP)13  meticulously 

discriminates different kinds of pulpal pain and subclasses of reversible or irreversible pulpitis. Clear 

diagnostic criteria for each of them are provided and in addition, comments are offered detailing the 

diagnostic process and also the controversies regarding the correlation between symptoms and the 

differential diagnosis between reversible and irreversible pulpitis , and regarding the validity of some 

commonly used  tools for sensibility testing.14 
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- in case a dental or periodontal cause is presumed, local anesthesia may be used  to assist in 

determining the origin. If anesthesia does not result in pain reduction, the origin should be looked for 

elsewhere and treatment of the tooth should not be started. Still too often, erroneous endodontic 

(re-)treatment or extraction are performed.   

 

Neurophysiology of heterotopic pain 

Pain is defined “heterotopic” when the site where it is felt and reported by the patient, is not 

coincident with its source15. Traditionally, three kinds of heterotopic pain are described : central pain, 

projected pain and referred pain.  

In case of central pain, a lesion or event within the brain or brainstem (e. g. a cerebrovascular 

accident) may damage nerve tissue that somatotopically corresponds to a particular region of the 

body. As a consequence, pain may be experienced in e.g. the orofacial region, while the source of 

pain is located in the central nervous system.    

When a nerve is irritated or triggered at some point of its anatomical trajectory, the pain sensation 

follows the  course of that nerve branch and is called a projected pain. The pain experienced in 

trigeminal neuralgia in case of a neurovascular conflict at the dorsal root entry zone,  could be 

considered as such.  It typically follows the 2nd and/or 3rd branch of the trigeminal nerve up to the 

midline of the face. 

The third kind of heterotopic pain, referred pain,  is considered  of major importance in many of the 

deep pain states found in craniofacial pain (temporomandibular disorders,  toothaches, 

headaches)16.  Superficial nociceptive input converges with other afferent input from deep tissues 

and from cervical spinal afferents onto the second order neurons in the  trigeminal  brainstem 

sensory nuclear complex. Concomitant release of neurochemicals results in neuroplastic changes and 

an increased excitability of these neurons, termed central sensitization. In addition to underlying the 
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referred pain phenomenon, this process, if perpetuated, is considered a key factor in the genesis and 

continuation of chronic pain 15.  

 

Non-odontogenic toothache 

Among the more frequent kinds of non-odontogenic toothache are reported myofascial pain17 , 

neuropathic pains of the trigeminal system 18 and neurovascular pains19 . In addition, pain may 

originate from  sinus problems 20,  cardiac pathology21 , neoplasia22  and – rarely - secondary to a 

psychological disorder like schizophrenia23. For each of these potential causes, this section will 

summarize diagnostic and pathophysiological characteristics, as well the suggested management 

approach.  

 

1. Myofascial pain with referral to  the teeth. 

The recent Diagnostic Criteria of Temporomandibular disorders (DC/TMD)24 and the International 

Classification of Orofacial Pain (ICOP) 13  include the diagnoses of  ‘ Chronic Primary Myofascial Pain 

with referral’, where the classical report of pain in the jaw muscle in the  history and during the 

clinical exam, is accompanied by a report of pain “at a site beyond the boundary of the muscle being 

palpated”. Previous reports stated that  provocation of this pain, familiar to the patient, was most 

easily initiated by palpation of “trigger points “ or “taut bands” in the concerned muscle , while 

anesthesia of these trigger zones also eliminated the pain in the referred region25. Many of the 

concepts underlying the pathophysiology of trigger points and taut bands still lack validation : e.g.  

pain referral has been provoked in healthy volunteers after intense local pressure26, 27,  and locally no 

histological correlate of the trigger points, no biochemical changes, nor documentation via imaging 

were found. This is also the reason why these terms are not included in the DC/TMD or the ICOP. 

More recently, however, morphological  and mechanical properties of the muscles were better 

described, changed electrical properties recorded and local biochemical changes reported28.   A 
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better understanding of the biochemistry underlying peripheral and central sensitization of the 

nervous system, and the complex interaction between the anatomical and physiological state of 

muscles with nociceptive input upon the tissues29, has clarified the clinical observations and effects 

regarding chronic primary myofascial pain (for review see 30).  As in most chronic pain syndromes, 

also disturbances of the autonomic nervous system 31, psychological factors (like anxiety or 

depression) and behavioral, environmental and genetic components contribute to its etiology and 

pathophysiology. In this regard, chronic primary myofascial pain fits in the model that was originally 

suggested by Diatchenko et al. 32 and convincingly supported by the results of the OPPERA studies33. 

Toothache in the maxillary or mandibular teeth is often reported by patients having chronic primary 

myofascial pain of the masticatory system34. The diagnosis of this referred pain is made by palpation 

of  the jaw closing muscles, reproducing the familiar tooth-pain in the patient. Local anesthesia of the 

muscle traditionally is used both in the diagnosis and treatment of myofascial pain, although hard 

evidence is still lacking. In addition, management  includes behavior modification, local therapy 

(massage, warmth), physical therapy, needling, splint therapy35, 36,37, 38 ,39. 

2. Trigeminal neuropathic pain. 

The ICOP combines previous classifications of the IASP/ICD11 and the IHS/ ICHD 13 . Neuropathic pain 

is defined as “ pain arising as a direct consequence of  a lesion or disease affecting the 

somatosensory system” 40. A distinction is made in Trigeminal neuralgia and Trigeminal neuropathic 

pain.  

Trigeminal neuralgia may be of the “classical” type (in a pure paroxysmal form or concomitant with 

continuous facial pain), secondary to e.g. multiple sclerosis, a space-occupying lesion, some 

underlying disease,  or idiopathic.  

Trigeminal neuropathic pain can result  from a viral infection (trigeminal post-herpetic neuralgia), 

trauma (post-traumatic trigeminal neuropathic pain,  PTTNP) or from unknown origin (idiopathic 

trigeminal neuropathic pain). In PTTNP, neuroanatomically confined somatosensory abnormalities 

are mandatory, and these may be signs of hyper- or hypoesthesia 13. This characteristic is not 
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required for other entities that have been described more recently : Persistent Dento-Alveolar Pain 

(PDAP) and persistent idiopathic facial pain (PIFP). The latter is the motivation to not classify PDAP 

and PIFP as orofacial neuropathic pains (ICOP 13).   

 . Non-odontogenic toothache might occur in especially 3 of the above subgroups  : classical 

trigeminal neuralgia (CTN),  post-traumatic trigeminal neuropathic pain (PTTNP) and PDAP/PIFP.  

 

a. Classical trigeminal neuralgia (CTN) 41  

Patients with CTN typically exhibit unilateral attacks of short, sharp, excruciating, shock-like pain of 

very high intensity over the trajectory of the 2nd and/or 3rd branch of the trigeminal nerve. The 

attacks may occur spontaneously, but mostly are triggered by innocent stimuli like touching a trigger 

zone, talking, chewing, cold or wind. In up to half of the patients, the paroxysms are superimposed 

on a more constant, dull, throbbing or burning pain of lower intensity. Regarding pathophysiology, 

amongst other theories,  compression of the trigeminal nerve by an arterial or sometimes venous 

structure (“neurovascular compression,  NVC”) at the dorsal root entry zone is considered a major 

etiological factor, and this has been confirmed in many imaging and surgical studies 42 .  

Since also chewing, tooth brushing and even gustatory stimuli (sweet or salt food 43) may act as 

trigger, differential diagnosis with dental pain can be difficult. This warrants a thorough dental 

examination of each patient with a tentative diagnosis of CTN, and at the same time caution to 

engage in dental treatment without very convincing indication44. Indeed, patients often  tend to 

blame a tooth in the concerned region and urge the dentist for extraction in view of pain intensity. 

Unfortunately, shortly after the extraction, the pain attacks start again45. CTN initially is managed 

using carbamazepine or oxcarbazepine. If these sodium-channel blockers are insufficient, add-ons 

like lamotrigine, baclofen, gabapentin or valproate and phenytoin have been suggested 46. In case 

pharmacological treatment is unsuccessful or has too many side-effects, several surgical techniques 

are available (microvascular decompression, radiosurgical techniques, percutaneous destructive 

neurosurgical techniques)47.  
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b. Post-traumatic trigeminal neuropathic Pain (PTTNP).  

Non-odontogenic toothache may present at the onset or as part of a painful neuropathy developing 

after trauma or injury of a peripheral branch of the trigeminal nerve. Traumatic insults may be 

macrotrauma as in zygomatic fractures, but also implant surgery, removal of mandibular third 

molars, and even  local anesthetic blocks  or root canal therapy. Depending on the initiating 

procedure, incidences of 1 to 5 % were reported 48. Even after comparable injuries, the onset of the 

pain and its characteristics may vary considerably, probably due to genetic, environmental and 

psychosocial factors 49. The pain is mostly unilateral, confined to the dermatome of the nerve 

involved in the traumatic event, of moderate to severe  intensity and mostly  continuous with a 

burning or shooting character. Usually, the pain is accompanied with sensory disturbances (hypo- or 

hyperesthesia) that can be examined. In research settings,  quantitative sensory testing (QST) may 

further elucidate the pathophysiology  and  validate further subgrouping based on the underlying 

mechanism, but this technique is difficult and laborious to employ in a classical clinical setting.  In 

daily practice, however, it is still possible to gain important information regarding the nervous system 

(e.g. bilateral comparison regarding mechanical, thermal, pain thresholds) using  readily available 

instruments. The development of PTTNP is thought to  involve a series of events where 

inflammation, peripheral sensitization, ectopic firing of injured neurons, active involvement of glial 

cells and progressively increasing central sensitization (“wind up” ) play an important role (for review 

see 50).  

Management of PTTNP is difficult, and even if pharmaca will improve quality of life and sleep, 

reduction of the pain was reported in only 11 % of patients 51.  In case topical application of lidocaine 

or capsaicin does not  provide effective relief, classical systemic medication (antidepressants, 

anticonvulsants) is used 52.  

c. Persistent idiopathic facial pain (PIFP)  – Persistent dento-alveolar pain (PDAP)  

For some decades, Atypical Facial Pain and Atypical Odontalgia were included in the pain 

classifications, representing a very heterogeneous group of patients not fulfilling the diagnostic 
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criteria for a more established diagnosis. Atypical Odontalgia was used for intraoral pain 

manifestations, while Atypical Facial Pain included the extraoral pains. More recently, in the ICOP, 

and as a result of better discrimination with other orofacial pains, the old definition of Atypical Facial 

Pain is abandoned and replaced by Persistent Idiopathic Facial Pain (PIFP), while also for its intraoral 

counterpart, the term Persistent Idiopatic Dento-alveolar Pain (PIDAP) describes more clearly the 

nature of this diagnosis.  Both groups are very diverse in their characteristics : unilateral or bilateral, 

quasi continuously present, sometimes exacerbating in attacks or not, mostly not confined to a 

particular nerve trajectory (in contrast to CTN or PTTNP) 53,50. Some controversy remains regarding 

the pathophysiology of PIFP and PDAP : while there is no indication of a NVC or major traumatic 

event in the history, the amount of sensory deficits recorded using QST and the abnormalities in 

brain-stem mediated reflexes or excitability were not consistent in all studies 54 ,55. Since, in contrast 

to PTTNP, no neuroanatomically confined somatosensory abnormalities are mandatory, they are not 

considered neuropathic pains.  The overall management and care of these patients is problematic 

and unsatisfactory 56. Little evidence regarding treatment of PIFP is available, but usually 

antidepressant medication (tricyclic or selective serotonin/noradrenaline reuptake inhibitors) in 

combination with behavioral therapy reinforcing coping strategies, is advocated 57. Some studies also 

report partial success using invasive approaches (gamma-knife surgery or thermocoagulation of the 

Gasserian Ganglion)58.  

 

3. Orofacial pain resembling presentations of primary headaches. 

Primary headaches  include the multiple types of migraine and the trigeminal autonomic cephalalgias 

(TACs). The diagnostic criteria for migraine in its diverse variants have been extensively described in 

the International Classification of Headache Disorders59. In general, the symptoms associated with 

these types of migraine 13  like nausea, photo- or phonophobia, fatigue, lacrimation, rhinorrhea, 

conjunctival injection, facilitate the diagnosis.  Differences in duration and frequency of the attacks 
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and the  accompanying signs and symptoms, allow to differentiate between subtypes, but most of 

them share the anatomical location of the frontal, periorbital, temporal, parietal or occipital regions. 

Irradiation of the pain to the maxillary teeth is not uncommon 19 . If the orofacial area is the focus of 

the pain, the newly developed ICOP refers to “Orofacial Migraine” and “Trigeminal autonomic 

orofacial pain”.  

Benoliel et al.60 reported that half of a group of patients with orofacial migraine did not satisfy the 

criteria of the  ICHD classification, since the irradiation pattern was the lower 2/3 of the face. This 

prompted these authors to introduce the term Neurovascular Orofacial Pain (NVOP), previously also 

described as “lower facial migraine”. In the new International Classification of Orofacial Pain 13, NVOP 

is one of the subtypes of Orofacial Migraine, and further subdivided in a shortlasting and a 

longlasting type, depending on an attack duration of less or more than 4 hours 13 . The distinct nature 

of this group is described with following characteristics : mostly unilateral episodic attacks of 

intraoral pain, lasting from minutes to hours, mimicking toothache, with a throbbing character that 

may awake the patient from sleep, but without any dental pathology. In contrast to migraine, 

patients are older at the time of onset and even more predominantly female with a 3 : 1 ratio. 

Frequently there is cold allodynia of several teeth, and there is at least one autonomic sign like 

lacrimation, cheek swelling,  rhinorrhea etc.  Evidently, differential diagnosis with dental pain or 

pulpitis is difficult and necessitates careful dental examination. While NVOP may respond to NSAIDs, 

management is more efficient using amitriptyline,  propranolol or the treatment algorithm for 

migraine 61.  

 

Also the group of Trigeminal Autonomic Orofacial Pains (TAOP) may present clinically as toothache or 

may be interpreted as such. Especially Orofacial Cluster Attacks, Chronic Paroxysmal Hemifacial Pain 

and SUNFA (short lasting unilateral facial pain attacks with autonomic signs) should be considered  in 

the differential diagnosis.  
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Orofacial cluster attacks, previously called Cluster headache is rare, occurs 4 times more in males 

than females, and usually presents unilaterally in the periorbital or fronto-temporal region. In the 

vast majority of patients, the attacks occur in clusters episodically : at least 2 clusters of 7 days to a 

year, separated by a pain-free period of at least a month. 15 % of these Cluster-patients suffer from 

the chronic form, in which the attacks last more than a year without or with shorter pain-free 

intervals 62. The attacks of excruciating sharp, throbbing or pressure-like pain occur unilaterally, two 

to 8 times per day, last mostly 30-60 minutes and are accompanied by autonomic signs. In more than 

half of the patients nocturnal attacks occur about 90 minutes after falling asleep. The pain 

concentrates especially in the periorbital region and in the eye, but radiation to teeth, jaws and the 

ear is very common63. Alcohol can act as a trigger for an attack, as well as nitroglycerin 

administration, in these patients who in general are heavy smokers. Attacks may be aborted by 

inhaling pure oxygen or the use of abortive medication for migraine (triptans). Prophylactic 

medication includes verapamil, valproic acid and topiramate and sometimes prednisolone  is added 

during the first weeks necessary to allow the prophylactic medication to take effect 64.  

 

The clinical features of Chronic Paroxysmal hemifacial pain 65 are quite similar to Orofacial Cluster 

attacks, but the attacks are shorter (seconds to 30 minutes) and more frequent. Also here the pain 

occurs unilaterally, but autonomic phenomena may be bilateral and the frequency is equal in men 

and women. While also in paroxysmal hemifacial pain the main location of the pain is periorbital and 

periauricular, irradiation to the teeth, the neck, shoulder and arm has been reported. In contrast to 

orofacial cluster attacks, oxygen does not abort attacks while typically indomethacine (150-225 

mg/day) is very effective after 1-2 days, and even can be considered a confirmation of the diagnosis.  

A third variant of the TAOP to be considered in the differential diagnosis of toothache, are the Short-

lasting unilateral neuralgiform facial pain attacks (SUNPA). These attacks constitute the shortest 

attacks of the TAOPs, and are being described as a series of short stabs 66. There should be at least 20 

attacks (lasting from few to 600 seconds) in at least 1 period per day. The attacks are accompanied 
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by autonomic signs : if there is also conjunctival injection and lacrimation, one uses the definition 

“Short lasting unilateral neuralgiform headache attacks with conjunctival injection and tearing”  

(SUNCT). if only one or none of these two autonomic signs are present, it is called “Short-lasting 

unilateral neuralgiform attacks” (SUNA). The localization of SUNPA pain is similar to the other TAOPs, 

i.e. especially periorbital, with potential referral to the maxillary teeth. The classical treatment 

approach is lamotrigine, while also some effect has been reported using anticonvulsants 

(carbamazepine, topiramate, gabapentin).  

Most importantly, in the framework of this paper’s topic, the dentist or orofacial pain specialist must 

be sufficiently aware of the existence and importance of the neurovascular types of pain, in order to 

prevent unnecessary invasive dental treatment and unnecessary delays.  The occurrence of 

autonomic signs and symptoms associated with the reported “toothache” should inspire to more 

detailed anamnesis and in case of suspicion of neurovascular pain or headache, this should be 

explored more in depth. The differential diagnosis between the different forms of migraine or TACs 

as well as the pharmacological approach may probably better be managed by a neurologist.  

4. Sinus disease.  

Periapical infection of the maxillary teeth may lead to painful odontogenic sinusitis or – in chronic 

form – to mucosal hyperplasia of the maxillary sinuses, that is only seldom painful. However, also the 

reverse is possible : irritation by a sinusitis or mucosal disease of the maxillary sinuses can irritate 

branches of the maxillary division of the trigeminal nerve that,  in addition to the maxillary teeth, also 

serves the maxillary sinuses and the anterior two-third of the nose 8, 20 .  Symptoms of this referred 

pain from the sinus include continuous pressure or pain of several upper teeth on one side, that 

increases while chewing, clenching, bending over, application of cold, walking the stairs or increasing 

pressure in the sinuses by coughing or sneezing 67. Often, the toothache is accompanied by a (frontal) 

headache and ENT-symptoms like nasal congestion, evacuation of fluid or pus from the nose. The 

diagnosis of this sinogenic tooth pain is made on basis of the history and influencing factors, the 
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absence of clear dental pathology, the accompanying ENT signs and symptoms, imaging of the area 

and a consultation with an ENT-specialist for further examination (e.g. endoscopy) and management 

(clearing of the sinuses, culture of nasal fluid or pus, NSAIDs or antibiotics according to the 

diagnosis). Frequently, a multidisciplinary approach allows for more precise and faster diagnosis and 

management for this type of referred toothache. And again, the major role of the dentist or orofacial 

pain specialist is to be aware of the differential diagnosis and, because they are not typically trained 

to evaluate sino-nasal structures, to organize a prompt referral to the ENT-specialist 20.  

5. Cardiac problems.  

Myocardial infarction or cardiac ischemia may refer pain to the orofacial region, the throat and the 

teeth. While orofacial pain was never reported as the sole symptom of myocardial infarction in a 

study involving an emergency care unit 68, two studies in different populations 20,69 concluded that 

throat pain and orofacial pain occurred in 4 out of 10 patients with cardiac ischemia. In these studies, 

the orofacial/throat location was more commonly reported than the “classic” pain in the left arm, in 

those patients where no chest pain was present. Mostly, the orofacial pain is associated with pain in 

other locations (chest, back, arm, throat). Whether occasionally it might be present as sole symptom 

of cardiac pathology is still debated 70. The pain is mostly described as pressing or burning, in contrast 

to dental pain that is throbbing and aching 71. Bilateral pain was found 6 times more often than 

unilateral pain. Physical exercise evidently may be a provoking factor for the pain. If the combination 

of the anamnestic information concurs with the clinical absence of any dental origin, immediate 

referral to a cardiologist for examination, ECG and further management is very important.  

6. Toothache attributed or secondary to a psychological disorder  

 While the interaction between chronic pain and psychological factors has been widely accepted and 

documented in the framework of the biopsychosocial model, there is no evidence that psychological 

or emotional factors can induce tooth pain. Rarely, somatoform disorder or schizophrenia  may be 

expressed as pain in teeth 23. In those patients, pain is present in multiple teeth with a sharp, 
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stabbing and intense character. The teeth appear sensitive to temperature without any identifiable 

dental pathology. this kind of  toothache may be more probable in case of association with 

hallucinations or  delusions 72. For the dentist or orofacial pain specialist, it is important not to 

engage in (extra) dental treatment but to refer to the neuropsychiatrist. 

7. Neoplasia.   

Toothache as a result of neoplasia is rare but existent. While several primary tumors (Schwannoma, 

lymphoma or pontine tumors interfering with the course of the trigeminal nerve 22) may be 

accompanied by tooth pain, especially metastatic cancer has been described as originating factor 

(breast carcinoma 73,  metastatic renal cancer 74). In addition, also chemotherapy may cause 

toothache75. In cases with a potential neoplastic etiology for dental pain, the anamnestic and clinical 

information usually does not point in a specific direction and often also neural functions in the region 

are compromised.  A multidisciplinary approach supported by specific imaging techniques (CT, MRI), 

may result in early adequate diagnosis and management.  

 

Conclusion  

The wide range of etiological factors for odontogenic and non-odontogenic pain may complicate the 

differential diagnosis. A dental pain should always be excluded first, using systematic history taking 

and thorough dental, periodontal and intraoral examination. At least one overview picture of the 

orofacial region should allow to exclude local pathology. The anamnesis is crucial : listening to the 

patient, inquiring in a systematic way on the onset, course, intensity, character of the pain, the 

provoking and soothing factors, the associated symptoms.  All possibilities should be kept open, and 

if needed the examination techniques should be expanded. However, doctor’s delay should be 

prevented and consequently there should never be any doubt to work together with other medical 

disciplines. 
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