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Oral Health–Related Quality of Life in Patients with
Temporomandibular Disorders

Oral health–related quality of life (OHRQoL) measurement
is a well-accepted way of characterizing the impact of a
disease on the subject’s perceived oral health. Using

OHRQoL measurements, it is possible to compare the impact of
different conditions.

The Oral Health Impact Profile (OHIP)1 is 1 of the most widely
used OHRQoL instruments. As a comprehensive instrument, it is
potentially well-suited to characterize patients suffering from tem-
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Aims: To characterize the level of impairment of oral health-related
quality of life (OHRQoL) in a temporomandibular disorder
(TMD) patient population. Methods: OHRQoL was measured
using the German version of the Oral Health Impact Profile
(OHIP-G) in a consecutive sample of 416 patients seeking treat-
ment for their complaints in the masticatory muscles and temporo-
mandibular joints and with at least 1 diagnosis according to the
German version of the Research Diagnostic Criteria for
Temporomandibular Disorders (RDC/TMD). The level of impair-
ment of OHRQoL was characterized by the OHIP summary score
mean and its 95% confidence interval. OHRQoL was described
for each of the 8 RDC/TMD diagnoses (Axis I) and the RDC/TMD
Axis II measures (Graded Chronic Pain Scale [GCPS], jaw disabil-
ity list, depression, and somatization). These findings were com-
pared with the level of impairment of OHRQoL in the adult gen-
eral population derived from a national sample (n = 2,026).
Results: Among the RDC/TMD Axis I measures, all diagnoses
were correlated with much higher impacts compared to the normal
population (means for all diagnoses were 32.8 to 53.7 versus 15.8
in the general population). All diagnoses had a similar level of
impact except for disc displacement with reduction (which had a
lower impact). There were larger differences in mean OHIP-G
scores among subgroups of RDC/TMD Axis II measures than
among subgroups of RDC/TMD Axis I characteristics. The
strongest association was with GCPS, with mean OHIP scores of
33.3 for grade I, 48.1 for grade II, 71.7 for grade III, and 88.5 for
grade IV. Conclusion: OHRQoL was markedly impaired in TMD
patients. The level of OHRQoL varied across diagnostic categories
but more across Axis II, ie, the psychosocial axis; the variation was
reflected especially in their level of graded chronic pain. J OROFAC
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poromandibular disorders (TMD), as pain, func-
tional limitations, discomfort, disability, and hand-
icap affect a substantial part of this population.
The OHIP has been used in a study of craniofacial
pain patients, including TMD patients.2 Substantial
effects were found when 30 of the 49 OHIP items
were included in the investigation. Another study
used a subset of OHIP questions for the develop-
ment of a special abbreviated OHIP for TMD
patients.3 The usefulness of OHRQoL data to
characterize TMD prompted the utilization of
these patients in the development and validity anal-
yses of long4,5 as well as short6 versions of the
OHIP.

Although these studies indicate the interest of
TMD investigators in applying an instrument
which is standardized and widely used for other
oral conditions, TMD has not yet been comprehen-
sively characterized with the full set of OHIP items.
Only this would make results comparable with
results obtained for other oral patient populations,
eg, prosthodontic patients,7 with the full item set.
In addition, the TMD literature suffers from a lack
of standardization of TMD diagnoses, making
findings difficult to compare across studies. The
Research Diagnostic Criteria for Temporo-
mandibular Disorders (RDC/TMD),8 which has at
least 17 language versions,9 overcomes this limita-
tion. It provides a means to characterize TMD in a
standardized and internationally compatible way.
The application of the OHIP to a TMD population
examined and diagnosed with the RDC/TMD will
provide clinically relevant results which are widely
interpretable and generalizable.

The aim of this study was to use the OHIP to
characterize the level of impaired oral health-
related quality of life in a TMD patient population
diagnosed with the RDC/TMD. The specific objec-
tives of the study were to compare results from
this TMD patient group with population norma-
tive data; to compare OHIP scores among diagnos-
tic subgroups of both Axis I and Axis II of the
RDC/TMD; to investigate the correlation between
Axis II measures and OHIP scores; and to investi-
gate age and gender differences for OHIP scores
according to RDC/TMD classification.

Materials and Methods

Subjects, Study Design, and Setting

This cross-sectional study was carried out using a
series of consecutive patients seeking treatment for
the complaints with respect to the masticatory

muscles and the temporomandibular joints at the
Department of Prosthodontics, Martin Luther
University, and the Department of Prosthodontics
and Materials Sciences, University of Leipzig,
Germany. A total of 416 subjects at least 14 years
of age (mean age ± SD: 37.4 ± 16.2 years, 79%
women) took part. The Departments of Prostho-
dontics are both primary care clinics staffed with a
small number of dentists experienced with TMD
management where TMD patients are diagnosed
and treated and, if necessary, referred to other
health providers within and outside the university.
Patients attended by their own initiative or were
referred by their dentist, physician, or physiotherapist.

Inclusion criteria were at least 1 diagnosis
according to the German version10 of the
RDC/TMD.8 To allow assessment of the TMD-
related impact on the subjects, the OHIP scores
from patients were compared with the level of
impaired OHRQoL in a national sample of sub-
jects (n = 2,026, age: 16 to 79 years; mean age ±
SD: 43.2 ± 16.2 years, 52% women) where nor-
mative OHIP data were available.11

Diagnoses and Classification of TMD

Patients were examined using the RDC/TMD. The
German version of the RDC/TMD is identical to
the English-language original, including a Graded
Chronic Pain Scale (GCPS) score, a jaw disability
score, and measures to assess depression and som-
atization. The only difference from the English lan-
guage version is that the latter 2 constructs
(depression and somatization) are assessed accord-
ing to recommendations of the working group on
pain assessment of the German chapter of the
International Association for the Study of Pain.12

The Allgemeine Depressionsskala,13 with 20 items,
is the German translation of the Center for
Epidemiological Studies Depression Scale (CES-
D),14 and is used to assess depression, while the
Beschwerdenliste,15 a 24-item instrument, is used
to assess somatization. Population-based norma-
tive data are available for these instruments that
allow for the classification of “no,” “moderate”
(above 70th percentile on population norms), and
“severe” (above 90th percentile on population
norms) depression or somatization—the catego-
rization recommended by the original English-lan-
guage RDC/TMD. For some of the subjects,
depression was assessed using the Gieβen-Test,16

which, with 6 items, is another well-accepted
instrument in Germany for the assessment of
depression. The Gieβen-Test's population-based
norms allow categories of depression recom-
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mended by the RDC/TMD—no, moderate, and
severe—to be applied. Some patients had missing
data for depression (n = 57, 13.7%) and somatiza-
tion (n = 5, 1.2%) and have been excluded from
the analyses of these 2 constructs. Only subjects
with TMD pain in the 6 months prior to this study
filled in the GCPS (n = 301).

The reliability of the clinical examination for
participating examiners was considered suffi-
cient.17,18 Internal consistency, a measure for the
homogeneity of the assessed construct, was 0.73
for jaw disability, 0.86 for GCPS, 0.90 for somati-
zation, 0.66 for the Gieβen-Test, and 0.90 for
Allgemeine Depressionsskala. 

OHRQoL

OHRQoL was measured using OHIP-G, the
German version4 of the Oral Health Impact
Profile.1 The OHIP-G has 49 items derived from
the English-language OHIP and 4 items specific
for the German population. For each OHIP ques-

tion, subjects were asked how frequently they had
experienced the impact in the last month.
Responses were made on a scale 0 (never), 1
(hardly ever), 2 (occasionally), 3 (fairly often),
and 4 (very often). OHRQoL impairment was
characterized by the OHIP-G summary score
(OHIP-G49)—the sum of all 49 items’ frequencies
contained in the English-language OHIP (the 4
German-specific items were omitted to maintain
international comparability).

Reliability was assessed by calculating
Cronbach’s alpha, a measure of the construct’s
internal consistency (0.95 for TMD patients and
0.98 for the general population subjects).

Statistical Analyses

OHIP-G summary scores are presented as means,
and their 95% confidence intervals for TMD
patients are classified according to RDC/TMD
Axis I (physical diagnoses) and II (psychosocial
measures) classifications as well as the normative
score for general population subjects. Summary
scores are also stratified by gender and age (14 to
39 years versus 40+ years). Differences between
age and gender strata were tested by t tests. To
assess the correlation between the 4 Axis II mea-
sures and OHRQoL, Pearson correlation coeffi-
cients were calculated.

All analyses were performed using the statistical
software package STATA (Stata Statistical
Software: Release 9), with the probability of a type
I error set at the .05 level.

Results

Patients were predominantly women aged 20 to 55
years. When classified according to the
RDC/TMD, 266 patients received 1 diagnosis, 117
had 2 diagnoses, 32 had 3 diagnoses, and 1 had 4
diagnoses because the 8 diagnostic categories are
not mutually exclusive. The distribution of the
Axis I and Axis II diagnostic classifications is pre-
sented in Table 1. 

RDC/TMD Axis I Diagnoses and OHRQoL

Patients with all diagnoses presented considerably
impaired OHRQoL in comparison with the general
population (Fig 1). The mean OHIP score for all
diagnoses was 42.9, compared with 15.8 for the
general population. The lowest OHIP score was
observed for disc displacement with reduction
(32.8), which is often pain free and may be discov-

Table 1 Classification of Subjects According to the
RDC/TMD

Frequency (%)

Axis I measures (physical diagnoses)*
Myofascial pain (Ia) 27.4
Myofascial pain with limited opening (Ib) 21.4
Disc displacement with reduction (IIa) 44.2
Disc displacement without reduction, 6.3
with limited opening (IIb)
Disc displacement without reduction, 4.8
without limited opening (IIc)
Arthralgia (IIIa) 33.2
Osteoarthritis of the TMJ (IIIb) 3.6
Osteoarthrosis of the TMJ (IIIc) 3.4

Axis II measures
GCPS I 25.0
GCPS II 38.0
GCPS III 6.3
GCPS IV 3.1

Jaw disability
0 to 3 limited oral functions 49.5
4 to 6 limited oral functions 38.7
7 to 12 limited oral functions 11.8

Depression
No 46.4
Moderate 17.1
Severe 22.8

Somatization
No 55.1
Moderate 24.8
Severe 19.0

*The percentages do not add to 100% because some subjects received
multiple diagnoses. Data were missing for depression (13.7%) and som-
atization (1.2%). For GCPS, only subjects with TMD pain in the 6
months prior to the study were included.

John.qxd  1/9/07  3:34 PM  Page 48



ered when the patient seeks advice relating to joint
sounds. The lowest OHRQoL level was observed
for disc displacement with reduction (32.8), which
is often pain free (although joint sounds may be
experienced). Other diagnoses did not differ sub-
stantially in mean OHIP scores. When stratified by
gender (Table 2), female patients presented higher
scores for all diagnoses, although the differences
were not statistically significant. In the general pop-
ulation, male subjects tended to have more prob-
lems than female subjects. When stratified into 2
age groups, older patients and population subjects
showed higher scores than younger subjects. In
patients, these differences were statistically signifi-
cant for all diagnoses except for disc displacement
without reduction and without limited opening,
osteoarthritis, and osteoarthrosis—the diagnoses
with the lowest prevalences in the sample.

RDC/TMD Axis II Diagnoses and OHRQoL

Mean OHIP scores differed markedly among sub-
groups classified according to categories of Axis II,
as evidenced by a lack of overlap of 95% confi-
dence intervals for mean OHIP scores for most
measures (Figs 2 and 3). Increasing levels of jaw
disability or GCPS score were associated with
increasingly impaired OHRQoL. The largest

increase was observed for GCPS levels, with OHIP
scores ranging from 33.3 in grade I to 88.5 in
grade IV. The difference between nondysfunctional
pain patients, ie, GCPS grades I and II, and dys-
functional pain patients (grades III and IV) was
larger than OHIP score differences within the 2
groups.

The association between somatization or depres-
sion and OHRQoL was different. Somatization
scores were strongly related to OHIP scores,
depression was weakly related. However, for both
measures, higher scores for depression or somati-
zation were related to higher OHIP scores (Fig 3). 

Correlations between Axis II measures and
OHRQoL were of different magnitudes, but all
were statistically significant (rGCPS: 0.49, rjaw disabil-

ity: 0.39, rsomatization: 0.48, rdepression: 0.12; P < .05
for all correlation coefficients). When adjusted for
the influence of gender or age, (partial) correlation
coefficients and their level of statistical significance
stayed nearly the same. The influence of gender
was statistically significant when incorporated in
the statistical model for the depression-OHRQoL
and somatization-OHRQoL associations (P < .05).
The influence of age was always statistically signif-
icant when the relationship between OHRQoL
and each of the 4 Axis II measures was investi-
gated (P < .05).
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Fig 1 OHIP scores in relation to RDC/TMD clinical diagnoses in comparison with
the general population. Some subjects received multiple diagnoses because the
RDC/TMD physical diagnoses are not mutually exclusive. Ia = myofascial pain, Ib =
myofascial pain with limited opening, IIa = disc displacement with reduction, IIb =
disc displacement without reduction with limited opening, IIc = disc displacement
without reduction without limited opening, IIIa = arthralgia, IIIb = osteoarthritis, IIIc
= osteoarthrosis.
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Discussion

This is the first study to investigate the OHRQoL
of TMD patients (measured using a widely used
instrument, the OHIP), in the context of the diag-
nostic classifications of TMD that were made by
another widely used instrument, the RDC/TMD,
and in the context of the general population.
Although there has been substantial interest in
TMD and its psychosocial impact, the quality of
life of patients suffering from TMD has so far only

been characterized in a few studies. Application of
the Sickness Impact Profile (SIP),19 a generic mea-
sure of health-related quality of life, revealed com-
parable life quality impact in TMD and cardiac
patients.20 The SIP has also been used to compare
several oral conditions, and TMD patients were
shown to be more affected by their condition than
periodontal or denture patients.21 The finding that
denture patients reported fewer problems than
TMD patients is supported by a comparison with a
previous OHRQoL study by the present authors.7

Grade I (n = 104)

Grade II (n = 158)

Grade III (n = 26)

Grade IV (n = 13)

0–3 (n = 206)

4–6 (n = 161)

7–12 (n = 49)

Population (n = 2,026)

Ja
w

 d
is

ab
ili

ty
G

C
P

S

0 10 20 30 40 50 60 70 80 90 100 110 120
OHIP summary score

Mean
95% CI

Fig 2 OHIP scores in groups of TMD patients with different GCPS categories and
jaw disability levels compared with the general population.
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Fig 3 OHIP scores in groups of TMD patients with different states of depression
and somatization. Moderate = above 70th percentile on population norms. Severe =
above 90th percentile on population norms. *Analyses of depression missing for 57
subjects. †Analyses of somatization missing for 5 subjects.
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In this study, not unexpectedly, treatment-seeking
patients had considerably more problems, as
defined by the OHIP, than subjects in the general
population. Even subjects with little or no pain, eg,
patients with disc displacement diagnoses, had
OHIP summary scores twice those of general popu-
lation subjects. Similar to the general population,
older subjects had higher OHIP scores than younger
subjects. In contrast to findings in the general popu-
lation, female patients presented more problems
than male patients. Differences in OHRQoL were
observed between some physical diagnoses. Most
notably, the mean OHIP score for disc displacement
with reduction was lower compared to myofascial
and arthralgic diagnoses. The former is often a rela-

tively painless condition, with treatment often being
sought because of the joint sounds, and the differ-
ence observed here may reflect the importance of
pain as an influence on OHRQoL. Nevertheless, the
raised OHIP scores seen in patients with disc dis-
placements indicated that care-seeking may have a
substantial influence on OHRQoL.

In contrast to the physical diagnoses of Axis I,
which are categorical in nature, the Axis II mea-
sures are ordinal, with increasing scores represent-
ing increasing levels of severity. Given that this is
the case, it is reassuring that 3 of the 4 measures
(GCPS, jaw disability, and somatization) showed
strong “dose-related” responses when measured
against OHIP, particularly GCPS, which is a pain-

Table 2 OHIP Scores in Groups of TMD Patients Stratified by Age and Gender and in a General Population Sample

Gender Age

Men (n = 88) Women (n = 328)        14–39 y (n = 241) 40–85 y (n = 175)

Mean 95% CI Mean 95% CI Mean 95% CI Mean    95% CI

Patients – Axis I (physical diagnoses)
Myofascial pain (Ia) 49.7 37.8–61.7 52.7 46.1–59.3 43.3 36.5–50.1 60.7 51.9–69.5
Myofascial pain with limited 42.5 32.0–53.1 55.6 48.3–62.9 47.8 39.4–56.2 61.9 52.3–71.6
opening (Ib)
DD* with reduction (IIa) 30.0 23.5–36.6 33.6 30.0–37.1 30.0 26.6–33.4 38.7 32.5–45.0
DD* without reduction, with lim. 44.2 28.6–59.8 48.9 31.6–66.2 37.4 26.2–48.5 58.8 36.6–81.1
opening (IIb)
DD* without reduction, w/o lim. – – 51.9 37.8–66.1 42.8 26.1–59.5 62.9 38.6–87.1
opening (IIc)
Arthralgia (IIIa) 40.2 30.6–49.8 53.5 47.6–59.3 45.3 38.7–51.8 57.8 49.9–65.7
Osteoarthritis of the TMJ (IIIb) 39.5 36.6–42.4 39.8 23.7–56.0 23.0 12.3–33.7 45.9 28.5–63.4
Osteoarthrosis of the TMJ (IIIc) 27.0 2.9–51.1 44.5 30.2–58.7 36.1 16.7–55.6 46.8 32.8–60.9

Patients – Axis II (psychosocial measures)
GCPS
I 27.9 20.6–35.2 34.7 30.1–39.4 30.9 26.3–35.5 37.0 29.8–44.2
II 46.7 39.9–53.4 48.6 43.9–53.2 42.7 38.5–46.9 56.0 49.0–63.0
III 57.3 47.1–67.6 73.5 60.8–86.2 52.1 38.0–66.3 78.8 65.3–92.3
IV – 88.3 70.5–106.0 93.0 64.5–121.5 83.3 69.1–97.6

Jaw disability
0–3 limited oral functions 28.8 23.2–34.5 34.4 30.3–38.5 27.0 23.6–30.4 41.7 35.5–48.0
4–6 limited oral functions 47.2 38.7–55.8 48.3 43.5–53.1 41.4 36.9–45.9 57.4 49.9–64.9
7–12 limited oral functions 55.9 41.4–70.4 69.9 60.1–79.7 67.1 53.7–80.6 67.6 56.9–78.2

Depression
No 36.9 28.6–45.3 41.1 36.7–45.5 31.7 27.3–36.1 50.8 44.7–56.9
Moderate 33.2 25.6–40.8 50.3 41.6–58.9 39.2 31.5–46.9 52.1 41.1–63.2
Severe 47.2 36.8–57.6 48.4 41.5–55.2 43.7 36.7–50.6 56.5 44.7–68.2

Somatization
No 28.8 22.8–34.9 32.3 29.0–35.6 28.0 24.9–31.1 38.8 33.0–44.6
Moderate 41.2 29.0–53.5 53.3 47.3–59.4 47.9 41.2–54.7 55.3 46.4–64.1
Severe 54.4 47.7–61.1 69.5 61.3–77.8 63.4 53.4–73.4 67.0 58.5–75.5

Population† 17.2 15.7–18.7 14.5 13.3–15.8 11.1 10.0–12.2 19.7 18.2–21.2

*DD = disc displacement.
†In the general population, there were 979 men, 1,047 women, 919 subjects less than 40 years old, and 1,117 subjects at least 40 years old.

John et al

Journal of Orofacial Pain 51

John.qxd  1/9/07  3:34 PM  Page 51



John et al

52 Volume 21, Number 1, 2007

related measure. This lends support to the impor-
tance of the concept of “dysfunctional pain,” a
concept propagated by Turk, Rudy, and col-
leagues.22,23 Dysfunctional pain patients showed
higher levels of pain severity, pain interference,
and affective disturbance, as well as lowered activ-
ity levels. Treatment outcome is related to the
presence of dysfunctional pain.24 The present find-
ing that perceived oral health is also related to
somatization, jaw disability, and, to a lesser
extent, depression, is not unexpected and has led
to several questionnaires characterizing related
aspects of OHRQoL,25–29 indicating the impor-
tance of such aspects in TMD patients. OHIP
scores were related much more weakly to depres-
sion than to the other components.

OHIP’s conceptual model is based on Locker’s
framework of oral health.30 The model was
recently supported empirically31 and should be able
to comprehensively assess the variety of functional
and psychosocial consequences of TMD pain. In a
sense OHIP is another Axis II measure and, as an
ordinal or quasi-interval summary score, appears to
capture 3 of the 4 components of Axis II quite
effectively and demonstrates the potential for dif-
ferent psychosocial impacts to be related to specific
Axis I diagnoses. It is a considerable advantage of a
standardized internationally compatible instrument
that results can be compared across studies. This
opportunity is limited when abbreviated OHIP ver-
sions are used, because total scores no longer have
the same range. However, single items reflecting
specific problems that occur frequently in TMD
(eg, difficulty chewing or felt tense) are still compa-
rable and have provided easily interpretable and
clinically relevant information.32 Combinations of
items which form subscales, domains or dimensions
of the instrument would provide a useful means to
characterize important aspects of OHRQoL across
studies. However, there is still controversy regard-
ing how many of these OHRQol factors exist and
which items belong to them. The number of such
domains ranges from seven1,3 to four.33 Using such
domains, it was found that patients with muscu-
loskeletal facial pain, ie, TMD patients, had
OHRQoL levels comparable to those of neurologi-
cally-based facial pain patients.2 It was also found
that TMD patients presented more impaired
OHRQoL than patients with Sjögren’s syndrome,
patients with burning sensations and pain in the
oral mucosa with or without lesions, or patients
with skeletal malocclusion.5 These findings suggest
that patients with TMD experienced more
decreased OHRQoL than patients in almost any
other dental subgroup. 

Diversity of TMD and Importance of Psychosocial
Aspects

TMD patients are a heterogeneous group in terms
of their physical signs and diagnoses; they are
probably even more heterogeneous in their psy-
chosocial characteristics.34–36 Differences in per-
ceived oral health among clinical TMD subgroups
are probably to be expected. In this study, patients
with myogenous pain diagnoses presented (slightly)
higher OHIP scores than patients with arthroge-
nous pain diagnoses. This is in line with other stud-
ies using the Pain Disability Index where higher
impacts were observed for patients with myoge-
nous complaints compared with those with discal
disorders37 and for myofascial pain and dysfunc-
tion patients than patients suffering from temporo-
mandibular (joint) pain.38 In this context, the
marked differences between subdiagnoses are wor-
thy of mention. The impact on OHRQoL of disc
displacement with reduction was low compared to
other disc displacement categories, while arthralgia
scored quite high compared with other arthroge-
nous conditions. 

Strengths and Limitations

RDC/TMD and OHIP are standardized measures,
each with several language versions besides the
English-language originals (eg, Chinese,39 Swedish5).
Reports about the translation process, the calibra-
tion of clinical examiners, and the evaluation of 
psychometric properties have been published for the
RDC/TMD.18,40 For OHIP, evidence of cross-
cultural equivalence is available.41 Therefore, the
findings of this study should be widely generaliz-
able. Some diagnoses were rare in the present study,
such as osteoarthritis and disc displacement without
reduction without limitation, and this has also been
observed in multicenter studies.42

While the distribution of physical diagnoses in
the present study was not much different from
other TMD studies, the distribution of Axis II
diagnoses may be different among TMD clinical
centers around the world; thus, the absolute bur-
den in a particular TMD population on perceived
oral health may differ from setting to setting. For
example, the prevalence of dysfunctional chronic
pain has ranged from 5%43 to 20%,35 findings
which would heavily influence impaired OHRQoL
in a particular TMD patient population. The
authors’ clinic is mainly a primary care center,
where the psychosocial impact of TMD is proba-
bly less pronounced than in secondary or tertiary
care centers.
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The present study investigated a particular aspect
of TMD-related perceived oral health impact. The
impact in subjects with specific diagnoses was char-
acterized. Although this “impact” was measured in
subjects with the condition, the “impact” was not
necessarily due to the specific condition. A substan-
tial number of TMD patients have multiple diag-
noses, including many in this study, and therefore
the impact of 1 diagnosis is mixed with those of the
other diagnoses, which probably tends to dilute the
differences in OHIP scores between individual diag-
noses. In this context, the differences that were
measured are particularly noteworthy. 

Clinical Implications

The results of this study emphasize the importance
of perceived health status and psychosocial assess-
ment (RDC/TMD Axis II measures) in the evalua-
tion of TMD patients. The measurement of
OHRQoL by means of the OHIP can be recom-
mended to characterize and measure this impact in
a simple and internationally compatible way. In
addition to the original instrument with 49 ques-
tions, abbreviated versions with 14 or 5 items6,44

are also available. 
The present study in TMD patients adds com-

patible information to the widely available litera-
ture reports from other populations in dentistry.
The popular use of OHIP as a measure of psy-
chosocial impact across oral conditions makes the
instrument attractive as a single, unified measure
of psychosocial impact in dentistry.   
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