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Pain-related limitations in activities of daily living are presented for
272 patients reporting orofacial pain of the temporomandibular
region using the seven-item Pain Disability Index. Results showed
that tbe factor structure for orofacial pain patients differed little
from tbe factor structure for outpatients visiting cbronic pain clinic
settings. Analysis of pain diagnostic subgroups sbowed tbat
patients suffering myogenous complaints bad higher scores for four
of seven daily-living activities that involved pain-related ¡imitations
than patients suffering discal disorders. The factor analytical find-
ings indicated tbat these patients share common pain-related limi-
tations in activities of daily living. These findings are also consis-
tent with previous results indicating greater pain in orofacial pain
patients diagnosed with pain complaints primarily myogenous in
origin than in pain patients having discal disorders.
J OROFACIAL PAIN 1995;9:57-63.

Human pain has sensory, affective, and cognitive qualities.'"^
Pain in its chronic form has been characterized as having
no clear hiologic function indicative of actual or impend-

ing tissue damage and as lasting one month beyond the expected
course of an acute process.' It has been defined as a malefic force
that often imposes severe emotional, physical, and social stresses
on an individual and the individual's family, and it is one of the
most costly health problems in society.'

Chronic pain significantly impacts an individual's ability to per-
form instrumental acts and to carry out behaviors associated with
activities of daily living (ADLs). In turn, an individual's awareness
that ADLs can accentuate pain results in emotional distress and suf-
fering. A Medline search employing the key words "pain" and "dis-
abihty" identified 1,027 entries between 1985 and 1994. Of these,
17 involved the oral and temporomandibular region. Fewer of these
were concerned with ADLs in such pain patients. One study that did
focus on these issues in 30 orofacial pain patients employed a ques-
tionnaire for quality of life indicators." Over a treatment period of 6
months, temporomandibular joint (TMJ) pain and associated anxi-
ety proved more sensitive indicators of social dysfunction than per-
ceived functional disorders, such as joint sounds and biting ability.

The degree to which pain interferes with an individual's ability
to engage in various life activities has been evaluated with the Pain
Disability Index (PDl).'" The PDI consists of seven items that quan-
tify the interference produced by pain on specific ADLs, and it
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measures the patient's perception of disability, not
actual physical disability. Studies concerned with
the psychometric properties of the PDI, when
applied to general medical outpatients and inpa-
tients with chronic pain, have shown it to have
internal consistency with good reliability.'"*
According to the authors of the present study, this
instrument has not been applied to patients with
chronic orofacial pain complaints.

Temporomandibular disorders (TMD) comprise
heterogenous musculoskeletal disorders of which
orofacial pain is rhe chief characteristic.'"'-Usually,
most of the pain arises from the muscles surrounding
the TMJ. Pain from the TMJ proper contributes lirtle
to discomfort in the temporomandibular region."
Mandibular motions tend to augment the pain.

Painful TMD has been broadly diagnosed as
myogenous disorders including myofascial pain
dysfunction (MPD) of the masticatory muscles;
arthrogenous disorders including arthritides and
internal derangements (ID) or abnormal discal dis-
orders of the )oint proper'-'"; typical tngeminal neu-
ralgia defined as episodic, triggerable, lancinating
pain; and atypical trigeminal neuralgia'"" or idio-
pathic orofacial pain," an overlap syndrome char-
acterized by both episodic and constant pain. No
one has assessed if these diagnostic subgroups differ
in terms of rhe effect of chronic pain on ADLs.

The authors of the present study wanted to see if
the factor structure of the PDI in patients with TMD
would parallel the findings obtained from patients
with other types of chronic pain." Since there is no
reason for the psychometric properties of the PDI
concerned with the impact of pain on ADLs to differ
in chronic TMD and other types of chronic pain
patients, it was hypothesized that the factor structure
would be identical to that obtained in other studies,**
though patients from other referral sources might dif-
fer in overall level of pain-related impairment. It was
also hypothesized that TiVID patients reporting con-
tinuous (versus intermittent) pain would report
greater pain-related limitations in ADLs than patients
reporting less frequent pain and that TMD patients
reporting pain from multiple sources would manifest
the highest PDI scores. The authors also evaluated the
specific items as indicators of pain-related interfer-
ence in ADLs in relation to diagnosis and compared
these results to those published in the literature for
Other chronic pain populations.

Materials and Methods

The sample consisted of 272 consecutive patients
(220 females, 51 males) with signs and symptoms

of orofacial disorder who were admitted to the
Virginia Commonwealth University Temporo-
mandibular Joint-Orofacial Pain C î-nter, Rich-
mond, Virginia, because previous treatment had
failed. The mean age was 38.9 ± 14,1 SD (range
14 to 89) years. The mean duration of pain was
3.5 * 5.2 SD years.

As part of an overall assessment, each patient
signed a consent form and completed a health ques-
tionnaire that included questions about the nature
of their pain. They rated items on each scale of the
PDI. Ratings were added and averaged to yield a
mean PDI rating. The same examiner (EMB) met
with patients to explain any uncertainties.

The patients were requested to locate the source
of their pain, according to the |aw, head, neck, and
teeth. While 92% of the patients localized their
pain to the jaw region, many reported secondary
pains occurring in the head (59%), neck (50%),
and teeth {36%). Patients reporting tooth pain
lacked dental decay and complained of minor ther-
mal sensitivity.

Because of the presence of secondary symptoms,
more information was requested about the tempo-
ral characteristics of these pains. Forty-one percent
judged the pain to be continuous, and 24% rated
the frequency at least once or more daily. Twenty-
two percent reported continuous pain with severe
flareups, and 12% reported weekly pain. Eighty-
six percent of the patients reported headache: 35%
had some form of generalized headache on a daily
basis; 35% had a headache at least once weekly;
and 16% had headaches infrequently.

Diagnoses were based on a complete history
and clinical evaluation, including radiologie anal-
ysis, measurement of mandibular limitation on
motion, digital palpation of TMJ and masticatory
muscles, and recording of joint sounds. Detailed
description of these procedures has been pub-
lished elsewhere," The same examiner (FMB) per-
formed all examinations. The diagnostic criteria
used to classify 248 individuals into four distinct
subgroups are presented (Table 1). The remaining
24 patients shared overlapping symptoms and
signs characterized as combined muscular and
joint disorders.

Diagnosis of the 248 patients with clearly defin-
able clinical disorders indicated that 59% suffered
from primarily myogenous pain surrounding the
TMJ (Table 1), The next most common pain was
arthrogenous in nature: 17% had primarily discal
disorder (internal derangement = ID) and 4% had
osteoarthritis of the TMJ. Approximately 20% of
the sample consisted of patients suffering from atyp-
ical trigetninal neuralgia or idiopathic facial pain.
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Table 1 Diagnostic Criteria for Classification of Pain-Related Subgroups and
Numbers of Patients Witb a Primary Diagnosis

Subgroup' inclusion criteria Exclusion criteria
Myogenous
(n = 146)

Arthrogenous
Drsk disorder
(n = 41)

Osteoarthritis
(n = 10)

Atypical tngeminal
rieuralgia

Pain wit il in the region of the TMJ
or
pain in tlie rnasticatory muscles or
mandibular movement
and/or
pain of tile mastioatory mjscles or
palpation

Clicking/popping
and
pain in the Joint on mandibular mouemenl
and/or
transient joint locking
Crepitation on joint movement
and
pain restricted to the joint or mandibular
movement and radiographie joint pathosis

Pain localized to tiie jaw or face

Radiographie joint patiiosis
and/or
crepitation of joint
or
evidenoe of dental disease

Asymptomatic clicking/popping
and/or
pattern of diffuse masticatory
muscular pain on palpation

Pain diffusely spread m the
masticatory muscles
and
pattern of diffuse rnasticatory
muscular pain on palpation
Pronounced pain on palpation of
the masticatory muscles and joints
on palpation
and
evidenoe of dental disease

-The classificatton of patients - BB%. The s r than the overall sample due to missing data.

Results

Scrutiny of tbe psycbometric properties of tbe PDI
in orofacial pain patients confirmed tbe bypotbesis
thar tbe factor loadings compared favorably witb
loadings described beretofore for medical patients
wirb otber forms of chronic pain wbo visited a
multidisciplinary pain center (MDPC"| (Table 2).
Factor loadings for patients witb orofacial pain
revealed tbat a one-factor solution was obtained,
accounting for 67.70% of tbe total variance (eigen-
value = 4.74]. All items loaded bighly on tbe single-
factor analysis, with loadings ranging from 0.61 for
life support to 0.91 for family/home activities.

A second analysis was done to force a two-fac-
tor solution (Varimax) because tbe findings on
patients visiting tbe MDPC* suggested a two-
factor solution (Table 2). Tbe second factor in the
present case consisted of two items, those of social
activity and tbose of life support, which accounted
for 10.40% of tbe total variance (eigenvalue =
0.73). Self-care and life support comprised the sec-
ond factor in patients wbo visited tbe MDPC
(Table 2).

Tbe total PDI score, which can range from 0 to
70, was 20.7 s 18.0 SD for tbe 272 patients. Fifty-
five patients bad a score of 0. Tbe PDI score for

Table 2 Factor Loading for Principal Components
Analyses Contrasting Results From an Orofacial
Pain Center (ORPC, n = 272) Witb Those Prom a
Multidisciplinary Pain Center (MDPC)*

Variable

Family/home
Recreation
Social activity
Occupation
Sexual behavior
Self-care
Life support
Eigenvalues
% variance

Analysis I

ORPC
factor

1

0.91
0.89
0.86
0.89
0.81
0.74
0.61
4.74

67.70

MDPC
factor

1

0,72
0.61
0 72
0.91
0.82
0.56
0 62
3.92

56.00

Analysis I I (Varimax]

ORPC
factors

1

0.90
0.87
0.69
0.85
0.80
0 7 1
0 22
4.74

67,70

2

0,21
0.24
0,53
0.30
0.19
0.24
0.96
0.73

10.40

MDPC
factors

1

0.89
0.80
0.91
0.68
0.90
0.15
0.06
3.92

56.00

2

0.21
0 18
0.20
0.01
0.16
0.91
0.90
0 90

12.80

"DatafrornTaitetal.

tbe sample was unaffected by gender (F[l,270] =
2.52; P = .11). Mean scores for the subgroups
were myogenous disorders, 21.4 + 16.4 SD; atypi-
cal trigeminal neuralgia, 21,7 ± 19.7; artbroge-
nous/disc disorder, 13,2 ± 17.6; arthrogenous/
osteoarthritis, 14.5 ± 10.1. Scores for the four
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Home Activities

Leisure

Social I nie tact

Work

Sexuai Activity

Sell-Care

Life Support

1 2 3 4

Individual Scaie Scores

Fig 1 Comparison of PDI
scores for patients with myo-
genous pain (MPD) and
patients suffering from pain
associated with discal disot-
ders(lD) {'•? < ,05, "'? < m.

diagnostic subgroups were statistically different
(F[3,247] = 2,87;f = ,04).

Further tests conducted oti patients suffering
pure TMJ pain showed those wich well-defined
myogenous paiti differed significantly (F[1,185J =
7.75; P = ,006) from patients with pain-related
discal disorder (ID) (Fig 1), Patients with myoge-
nous disorders, compared to pattents wtth discal
disorders, had higher scores for four of the seven
activities: home/family scale (F|l,185] = 7,20; P =
.008); leisure scale (F[l,185] = 7.71; P = .004);
soctal scale (F[l,185] = 5.08; P = ,02); and work
scale (F[l,1851 = 13,05; P = ,0004). No statisti-
cally significant difference was found for sexual
behavior (F[l,1851 = 3,46; P = .06), self-cate
(F[l,185] = 2,73; P = .10), or life support
(F[l,185] = 0,22; P = .64) between these two
groups. The gender of patients dtd not differ
between these two diagrtostic categories, chi-
square (x̂  = ¡df = lj = 2.32; P = .13), Because so
few patients were diagnosed with osteoarthritis
and because the atypical ttigeminal neuralgia
patients represented possible multiple diagnostic
subgroups, further tests were eschewed.

The hypothesis was supported that the greater
the number of pain locations reported, the higher

the PDI score (F[4,246] = 8.94; P = .0001). The
Duncan post-hoc range test showed that patients
with five locations scored higher on disability thati
patients with three and fewer sites. The score was
30.02 for five sites and 26,2, 20,8, 16.1, and 12,7
for lesser number of sites, respectively. Patients with
four sites scored significantly higher than patients
with either two or one site, and patients wirh three
sites scored higher than patients with one site.

The hypothesis was confirmed that the temporal
qualities of pain influenced the report of disability
or impairment. Patients with either continuous
orofacial pam or continuous pain with flareup had
significantly higher PDI scores (28.6 and 23.4,
respectively) than patients with this pain either
occasionally (one episode per month), weekly, or
once daily (10,1, 16.4, and 11,4, respectively)
(F[4,2441 = 11.88;P = ,0001).

Since information about prior treatments that
failed was limited, data concerned with duratioti
were eliminated for patients who suffered pain for
less than 1 year. For patients who suffered pain
greater than 1 year, the mean duration of impair-
ment was 5.64 years. The chronicity of orofacial
pain in these subjects bore no statistically signifi-
cant relationship to PDI score, r = - .157.
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Discussion

The present study showed that the PDI instrument
performed similarly in our patients as had been
found previously in outpatients suffering other
forms of chronic pain. The total tnean PDI score of
20.7 for our patients compared favorably with the
total mean PDI score of 18.5 for 36 chronic pam
outpatients tested at a comprehensive pain treat-
ment center/ The orofacial pain scores were less
by a factor of one half compared with 37 inpa-
tients treated at that center.' Details were lacking
about the source of pain-related limitation in
ADLs by both the outpatients and inpatients who
visited the treatment center.' An assumption is that
the inpatients suffered more chronic pain than the
outpatients or presented with more complicated
evaluation or treatment problems that could influ-
ence ADLs.

While the PDI is labeled as a disability index,
several different definitions exist for the term "dis-
ability." The Committee on Pain and Disability of
the Institute of Medicine (IOM) has defined it as a
disadvantage for a given individual that limits or
prevents fulfillment of a role that is normal for the
individual, which is termed a "handicap" by the
World Heaith Organization (WHO}.'^ Disability
has been defined by WHO as any restriction or
lack of ability to perform activity in a way or
within a rat!ge considered normal that results from
an impairment. This same definition is also termed
"functional hmitation" by IOM, Finally, disability
has been termed an inability ro engage in gainful
(daily living) activities because of impairment."
"Impairment" has been defined both by IOM and
WHO as any loss or abnormality of psychologic,
physiologic, or anatomic structure or function.

The PDI comprises six specific questions con-
cerning limitations in activities of daily living by
most active individuals. Question seven is a com-
posite of several basic activities necessary to sup-
port life. In the present study, the PDI scores on
four of the seven scales were significantly higher in
patients with myogenous orofacial pain compared
with patients having discal disorder. This finding is
consistent with previous results that these groups
differ in the same direction in regard to the level of
pain report." Importantly, the score for life sup-
port did nor differ between the subgroups. Thus, a
more parsimonious interpretation of these scales is
in terms of the information provided concerning
pain-related limitations in ADLs (PRL-ADLs).

The inreractions among pain intensity, pain-
related suffering (emotional distress), and PRL-
ADLs have been reported to be significantly

related to depression, employment status, and
medication usage." These findings highlight the
need for systematic evaluation of the complex
interactions of factors which moderate the pain
distress-suffering relationship.'*"'"

The 55 patients with a PDI score of 0 likely fall
into a category which has been designated Axis II,
Grade 1. The TMD patients categorized Axis II
have been subdivided into Grades I and II based on
intensity of pain and level of disability.-' Patients
belonging to Grade I have low disability and low
pain intensity, whiie patients belonging to Grade II
have low disability and high pain intensity. It
would be of considerable interest to determine pain
intensity in these patients with a PRL-ADL score of
0 as well as specific reasons why the pain was suffi-
cient for seeking a diagnosis and treatment in the
face of no impact on daily activities.

The present study found that higher PRL-ADL
scores occurred in patients reporting increased
numbers of pam locations. Parients reporting one
pain site had lower PDI scores than patients with
three or more sites. This finding is consistent with
previous observations made about patients visiting
a Puget Sound, Washington, health maintenance
organization.-'" Nevertheless, limited activity was
described as less in that study for TMD pain com-
pared with abdominal, back, chest, and headache
pains in another study.--

The temporal effect for headache in the present
study has been confirmed in other studies. The
range test showed that patients with daily headache
or headache at least once weekly had significantly
higher PDI scores (27.0 and 21.0) than patients
reporting infrequent or no headache (13.9 and
13.4) lFf3,258] = 8.51; P = .0001). In other studies,
ratings of pain showed that headache at its worst
was more severe than TMJ pain at its worst.''

Endorsement of multiple pain sites ¡n the jaw
region was associated with increased PRL-ADLs in
our sample. Increased impairment as a function of
number of pain complaints parallels the finding
that risk of major depression is a function of num-
ber of pain complaints in different regions of tbe
body."' The causal relation among pain sites, pain
intensity, pain-related disability, and depression is
currently unclear. It is likely that two distinct pop-
ulations of orofacial pain patients with pain-
related disability exist. One group is composed of
individuals who might best be considered as reac-
tive depressive due to pain and a second group in
which the pain complaint and depression are rela-
tively independent. It would not be surprising to
find elevated levels of disability in both groups,
but for different reasons.
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Impaired function due to pain significantly
impacts ADLs concerned with social, psychologic,
and self-maintenance activities.'*-' Clearly, TMD
patients suffer varying degrees of impairment asso-
ciated with their disorder. The impairment in PRL-
ADLs is reflected in symptom presentation and
may relate to objective indexes of illness behavior
exhihited by the patient. The possible relationships
are poorly understood in subjects with orofacial
pain, though an important relationship has been
found between levels of muscle tension and overt
pain behavior in patients with MPD.-° Patients
with high electromyographic (EMG) recordings of
masseter muscle activity displayed more guarding
and bracing and exhibited greater total pain
behavior than patients with low EMC muscle
activity. It would be interesting to explore the use-
fulness of the PDI in relation to behavioral obser-
vational techniques, such as guarding and bracing.'*
A change in PRL-ADL scores to an unimpaired
level (likely approximately 0) after successful treat-
ment of the pain complaint would be good indica-
tion that this simple, easily understood instrument
has value in clinical outcome evaluations.

Certain limitations must be considered in the
present study. The patients presenting to orofacia!
pain clinics likely represent a biased sample and
their disorders may not generalize those of the pop-
ulation at large. The concern about prior treatment
failure and chromcity was minimized by the finding
of no significant relationship between duration of
pain and PDI score. Although the etiolog}' of many
orofacial pains is frequently ohscure, causing ambi-
guities in diagnosis, this problem was compensated
for by assigning a primary diagnosis to patients
with the most dominant symptoms and signs even
though they could have been assigned secondary
diagnoses. Unknown is the degree to which self-
report of PRL-ADLs is due to physical dysfunction
produced by pain in contrast to perceived disability
secondary to psychologic factors, such as predispo-
sition to somatization."'

Although the PDI has proved reliable for measur-
ing PRL-related impairment, future research is
needed to develop an instrument specific for mea-
suring orofacial PRL impairment. The PDI measure-
ments of patients with oral dysfunction, such as
inability to chew, bite, or speak effectively, would
be particularly relevant in patients with TMD.

Conclusions

The finding that the PDI factor structure for
patients with chronic orofacial pain compared

favorably with the structure found for outpatients
suffering from other forms of chronic pain suggests
that level of limitation in PRL-ADl/: for orofacial
pain patients is comparable to previously described
levels for pain outpatients in clinical settings.

The PDI appears to be a brief, useful instrument
for assessing the impact of orofacial pain and may
be quite valuable for assessing treatment outcome
and quality of life in pain patient populations. In
its present form, the PDI does not differentiate suf-
ficiently hetween obligatory and voluntary ADLs.
Specifically, future studies with this instrument in
orofacial pain patients should focus on expanding
questions dealing with life support.

References

1. Melzack R. TTie Puîile of Pain. New York; Basic Books,
1973.

2. Price DD. Harkins SW. The aifective-motivational dimen-
sion of pain: A two-stage model. APSJ 1992;l:229-239.

3. Bonica JJ. The Management of Pain, ed 2. Philadelphia:
Lea & Febiger, 1990:19-20.

4. Reisine ST, Weber J. The effects of temporomandibular
joint disorders on patients' quality of life. Community
Dent Health 1989;6;257-271.

5. Piillard CA. Preliminary validity study of Pair Disability
Index. Percept Mot Skills 1984;59;974.

6. Tait RC, Pollard CA, Margolis RB, Duckro PN, Krause
SJ. The Pain Disability Index: Psychometric and vahdity
data. Arch Phys Med Rehabil 1987;68:438-44].

7. Tait RC, Chihnall JT, Krause S. The pain disability index:
Psychometric properties. Pain 1990;40,171-182.

8. Jerome A, Gross RT. Pain disability index: Construct and
discriminant validity. Arch Phys Med Rehahil 1991;72:
920-922.

5. Bell WE. Classification of TM disorders. In: Laskin DM.
Greenfield W. Gale E, et al (eds¡. The President's Con-
ference on the Examination, Diagnosis and Management
of Temporomandihular Disorders. Chicago: American
Dental Association, 1983:24-29.

10. Bush PM. Occlusal etiology of myofascial pain dysfunc-
tion syndrome. In: Laskin DM, Greenfield W, Gale E, et al
(eds). The President's Conference on rhe Examination,
Diagnosis and Management of Temporomandihular
Disorders. Chicago: Atncrican Dental Association,
1983:95-103.

11. Bush FM, Whitchill JM, Martelli ME. Pain assessment in
temporomandihular disorders. J Craniomand Pract 1989;
7:137-143.

12. Bush EM, Dolwick ME. The Temporomandibular Joint
and Related Orofacial Disorders. Philadelphia: JB
Lippincott, 1994 (in press).

13. Sharav Y. Orofacial pain. Int Wall PD, Meliack R (eds).
Textbook of Pain. Edinburgh, New York: Churchill
Livingstone. 1994:563-582.

14. Greene CS. Temporomandibular joint disorders. In: Clark's
Clinical Dentistry, voi 2. Pbiladelphia: JB Lippincott,
1984:1-12.

15. Burchiel KJ. Trigeminal neuropathic pain. Acta Neurochir
[Suppll (Wien) 1993í58:145-149.

62 Volume 9. Number 1, 1995



Bush/Harkins

15, Feinmann C, Peacfidd R, Orufackl neuralgia. Diagnosis
and treatment guidelines, Dmes 1993;46;263-268,

17, Osterweis M, Kleinmann A, Mechanic D, Pain and DLsabiliP/=
Clinical, Behavioral, and Public Policy Perspectives,
Washington, DC: National Academy Press, 1987:17,

18, Doeee TC, American Medical Association Guides to the
Evaluation of Permanent Impairment, ed 4, Chicago:
American Medical Assuciarion, 1993,

19, Elliott TR, HarkLns SW, Psychosocial concomitants of
persistent pain among persons with spinal cord injuries
Neurol Rehabil 199];1:9-16,

20, Harkins SW, Price DD, Buih FM, Small RE, Geriatric pain
in: Wall PD, Mckack R (eds). Textbook of Pain. Edin-
burgh, New York: Churchill Livingstone, 1994;769-7S4,

21, Dworkin SF, LeResche L, Research Diagnostic Criteria for
Temporpmandibular Disorders: Review, Criteria, Exami-
nations and Specifications, Critique. J Craniomandib Disord
Facial Oral Pain 1992;6;301-355,

22, Von Korff M, Dworkin S, LeResche L, Kruger A, Epide-
miology of temporomandibular disorders, IL TMD pain
compared to other common pain sites. In: Duhner R,
Gebhart GF. Bond MR (eds). Proceedings of the Vth World
Congress on Pain, Amsterdam: Elsevier, 1988:506-511,

23, Dworkin SF, Von Korff M, LeResche L, Multiple pains and
psychiatnc disturbance. Arch Gen Psychiatry 1990;47:239-244,

24, Stewart AL, Ware JE Jr (edsl. Measuring Functioning and
Well-heing, The Medical Outcomes Study Approach,
Durham, NC: Durham Univ Press, 1992:102-104.

25, Reisine ST, Grady KE, Goodenovi C, Fifield J, Work dis-
ability among women with rheumatoid artbritis. The rela-
tive importance of disease, social, work and family fac-
tors. Arthritis Rheum 19B9;32:S38-543,

26, Keefe FJ, Dolan EA, Correlation of pain behavior and
muscle activity' in patienti with myofascial pain-dysfunc-
tion syndrome, J Craniomandib Disord Facial Oral Pain

Resumen

Limitación relacionada al dolor en las actividades de la
vida diaria de pacientes con dolor orofacial crónico:
propiedades psicométricas de un Indice de Incapacidad

Se presentan las limitaciones (relacionadas ai dolor) en las
actividades de la vida diaria de 272 pacientes que sufrian de
dolor orofaciai de la región tenipcromandibular. por medio del
uso del índice de incapacidad que consta de siete artiouios Los
resuitados indicaron que la estructura circunstanciai de los
pacientes con dolor orofaciai se diferenció muy poco de ia
estructura circunstancial de ios pacientes de consulta extema
qje Visitaban ias clínicas de dolor crónico Ei anáiisis de los sub-
gnjpos diagnósticos de doior demostró que ios pacientes que
se quejaban de problemas míógenos tenian mayores puntajes
en cuatro de siete actividades de la vida drana que envoMan iim-
itaciones reiacionadas al doicr, en comparación a pacientes que
sufnan de desórdenes del disco. Los hailazgos analíticos circun-
stanciales indicaron que estos pacientes comparten limitaciones
comunes relacionadas al doior en actividades de la vida diana
Estos hallazgos son consistentes también con los resuitados
previos que indicaban un mayor dolor eri pacientes ccn dclor
orofaciai. diagnosticados con prcbiemas de dolor de ongen fun-
damentaimente miógeno en comparación a pacientes con doior
que presentaban desórdenes del disco

Zusammenfassung

Schmerzbedingte Einschränkung von Aktivitäten des
täglichen Lebens bei Patienter mit chronischen cro-
faziaien Schmerzen: Psycho m et rise he Eigenschaften
eines Schmerzbehinderungsindex

Es werden schmer^bedingle Einschränkungen von Aktivitäten
des taglichen Lebens (ADD bei 272 Patienten mit orofazialen
Scbmer?en der lemporomandibuiären Region präsentiert Es
wurde ein Schmerzbehinderungsindeü mit 7 Punkten verwendet.
Die Resuitate !eigten, dass sich der Faktor "Struktur" bei
Patienten mit orofaîialen Schmerzen vjenig vom Faktor
"Struktur" bei ambuianten Patienien unterschied, weiche eine
Klinik für chronische Schmerzen besuchten. Die Anaiyse von
schmerïdiagnostischen Untergruppen zeigte, dass Patienten mit
myogenen Beschwerden bei vier von sieben ADL, welche
schmerzbedingte Einschränkungen beeinhaiteten, höhere Werte
erreichten als Patienten mit Diskopathien. Der Faktor
"Analytische Ergebnisse" zeigte, dass diese Patienten gemein-
same Einschränkungen von ADL aufweisen Diese Ergebnisse
slimmen mit früheren fiesuilaten ubereln, nach weichen
Patienten mit orofaziaiem Schmer; pnmär mycgenen Ursprungs
mehr Schmerzen haben als Patienten mit Diskopatbien.
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