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ABSTRACT 

The overall aim of this thesis was to investigate symptoms and signs of 

temporomandibular disorders (TMD) and orofacial pain in the Swedish female 

population in relation to some other health factors.  

The thesis includes four cross-sectional studies. The specific aim of Study I was to 

analyze the relationship between chronic, severe orofacial pain in women aged 38 and 

50 years and signs of depression, anxiety, sense of coherence (SOC) and oral health-

related quality of life (OHRQoL). The aim of Study II was to analyze whether 

screening questions can be valid in estimating TMD prevalence in epidemiological 

research. The aim of the longitudinal Study III was to analyze the prevalence and 

incidence of radiographic signs of degenerative joint disorder (DJD) in the 

temporomandibular joint (TMJ). The aim of Study IV was to analyze whether 

osteoporosis has any relationship with radiographic or clinical signs of TMD in the 

elderly. 

The results showed that 15 % of the women responded positively to questions about 

TMD-related pain in questionnaires (II). The validity of screening questions about 

TMD pain was considered acceptable (II). Of the almost 8 % who reported chronic, 

severe orofacial pain, it was noted that a larger proportion had signs of depression, 

anxiety, low SOC and poor OHRQoL. The likelihood of having severe orofacial pain 

increased if the SOC was low, if there were signs of depression, and if the OHRQoL 

was affected (I). Any clinical diagnosis of TMD was noted in 45 % of the women 38, 

50 and 80 years of age, and a pain diagnosis in 21 %. The 80-year-old women rated 

their pain as less intense. A function diagnosis was found in around 31 % (II + IV). 

DJD in the TMJ, assessed on panoramic radiographs, was noted in 18 % at the age of 

38 years, gradually increasing to 38 % at the age of 62 years and stable in older age 

groups at around 45 %. Usually, only one side was affected. The highest incidence of 

new DJD was seen between 55 and 65 years of age (III). Signs of osteoporosis had no 

association with DJD or a clinical TMD diagnosis (IV). 

It can be concluded that screening questions are useful in indicating signs of TMD pain 

in middle-aged women. Orofacial pain that is frequent and intense has a relationship 

with psychosocial factors. TMD-related pain was reported by 15-20 % in women aged 

38, 50 or 80 years, with the elderly reporting a lower intensity. The prevalence of DJD 

in the TMJ increases with age and the condition usually occurs around the age of 60. 

Osteoporosis seems to be unrelated to TMD.  

Keywords: Degenerative joint disorder, Epidemiology, Oral health-related quality of 

life, Osteoporosis, Psychological distress, Radiography panoramic, Screening, 

Temporomandibular joint. 
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Sammanfattning på svenska 

Det övergripande syftet med avhandlingen var att öka kunskapen om förekomsten av 

smärta och funktionsstörning i käkarna inom en representativ del av den kvinnliga 

befolkningen i Sverige samt att undersöka möjliga samband med några  

andra hälsorelaterade faktorer. I avhandlingen ingår fyra tvärsnittsstudier. Syftet med 

Studie I var att analysera hur kronisk, frekvent och intensiv ansiktssmärta 

sammanhänger med 38- och 50-åriga kvinnor avseende tecken på depression, ångest, 

känsla av sammanhang (SOC) samt oral hälsorelaterad livskvalitet. Syftet i Studie II 

var att analysera om frågor som används i frågeformulär är användbara för att 

uppskatta hur vanligt ansiktssmärta och funktionsstörning i käkar är. Den 

longitudinella Studie III hade syftet att analysera hur vanligt radiologiska tecken på 

artros i käkled är samt när i livet som detta oftast drabbar kvinnor. Syftet i Studie IV 

var att analysera om osteoporos har något samband med radiologiska tecken på 

käkledsartros eller smärta och funktionsstörning i käkarna.  

Resultaten visade att andelen medelålders kvinnor som svarade positivt angående 

ansiktssmärta i frågeformulär var 15 % (II). Frågornas validitet i förhållande till klinisk 

diagnos bedömdes vara acceptabel (II). Av de nästan 8% som angav kronisk, svår 

ansiktssmärta noterades en högre andel med tecken på depression, ångest, låg SOC 

samt sämre oral hälsorelaterad livskvalitet. Sannolikheten att ha svår ansiktssmärta 

ökade om SOC var låg, om det fanns tecken på depression samt om oral hälsorelaterad 

livskvalitet var påverkad (I). Klinisk diagnos på smärta eller funktionsstörning i käkar 

kunde noteras hos 45% av kvinnorna, 38, 50 och 80 år, varav en smärtdiagnos hos 

21%. De 80-åriga kvinnorna bedömde smärtan som mindre intensiv än  

de yngre (II+IV). Tecken på artros i käkled, bedömd utifrån översiktsröntgen, 

noterades hos 18% vid 38 år, gradvis ökande till 38% vid 62 års ålder och  

runt 45 %, stabilt över tid i äldre åldrar. Oftast var enbart en sida drabbad. Den högsta 

andelen av nytillkomna formförändringar inträffade mellan 55-66 år (III). Förekomst 

av osteoporos hade inget samband med käkledsartros bedömd från översiktsröntgen 

eller diagnos på smärta eller funktionsstörningar i käkar. (IV).  

Slutsatserna är  att screeningfrågor är användbara bland medelålders kvinnor för att få 

en indikation om hur vanligt smärta, relaterad till käksystemet, är. Knappt en av fem 

medelålders och äldre kvinnor rapporterar smärta i käksystemet. Ansiktssmärta som är 

frekvent och intensiv har ett samband med psykosociala faktorer. Artros i käkled är 

vanligt förekommande och uppkommer vanligen runt 60-årsåldern. Osteoporos 

förefaller inte ha något samband med smärta och funktionsstörning i käksystemet.  
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1 Introduction 

The intention of this thesis was to contribute to the scientific knowledge about 

temporomandibular disorders (TMD) in the population. The first starting point 

for the thesis was to investigate whether other common health conditions, such 

as osteoporosis, served as a negative influence in the management of TMD-

related pain. 

The concepts of orofacial pain and TMD are closely interrelated [1]. Orofacial 

pain deals with pain in the oral and facial areas and the diagnoses of TMD pain 

from the masticatory muscles or the temporomandibular joint (TMJ) are 

regarded as orofacial pain. Pain is a part of the multidimensional concept of 

general health, which includes oral health [2, 3]. General health does not only 

refer to the absence of disease, but also the ability to recover from illness and 

other problems [3].    

Persistent TMD-related pain may be associated with impaired general health 

and may lead to impaired quality of life [4-6]. Co-morbidity with common 

mental conditions, such as anxiety and depression, is often found, but much of 

the information comes from findings in patients in tertiary clinics with referred 

patients and not from population-based studies [7,8].  

1.1 Epidemiology I 

Epidemiology is the study of how often diseases occur in different groups of 

people and why. One of many definitions is ‘the study of the distribution and 

determinants of health-related states or events’ [9].  

A very important component of epidemiology is the measured outcome in 

relation to a population at risk. Furthermore, there is also the assumption of a 

target population about which conclusions are to be drawn. In a majority of 

cases, observations can only be made on a study sample, which is selected in 

some way from the target population. To exemplify: in a survey of TMD and 

its possible associations with other conditions, the target population was all 

potential TMD sufferers. The study population was defined as all women from 

an urban area, and a sample of subjects was randomly selected for investigation 

from this study population. Further extrapolation to the target population; for 

example, men, remains a matter of judgment. This design is free from 

systematic sampling error. Furthermore, the epidemiological methodology 

changes continuously and is adapted from other disciplines, such as 

mathematics and statistics [10, 11].  
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The prevalence is the proportion of individuals with a defined condition in a 

defined population at a given point of time, and it can be captured with a cross-

sectional approach. The incidence is the proportion of new cases of a condition 

within a defined timeframe. Incidence is often reported as the proportion of 

new cases or as an annual risk. Population-based longitudinal studies are 

therefore useful for the prediction of individuals at risk, information on 

associations, and expectations of progress. The observations primarily relate 

to groups of people.  

When reporting a relationship between two conditions, a central issue is to find 

possible confounders; the confusion of effects. This means that the effect of a 

condition is mixed with the effect of another variable, leading to bias. When 

evaluating possible confounders, it is important to know the material and the 

subject. Many of the factors reported from health research involve 

socioeconomic status as a confounder [12, 13]. There are different ways to 

measure socioeconomic status [14]. Common determinants are educational 

level, social class, income and marital status. Education is an important factor 

with regard to employment status and income [15]. An assessment of the 

occupation as an indication of social class has been widely used in research, 

but since working life has differences between countries, cultures, and over 

time it has been found that social class is increasingly difficult to determine 

with this approach [14, 16].  

Questionnaires about a number of different conditions are often used in large 

population-based surveys. To ensure that the burden to participants is not 

larger than necessary, it is important that the questions or instruments used are 

validated; i.e., that the researcher knows that the answer is reliable in relation 

to the condition of interest. Studies in tertiary clinics deal with care-seeking 

persons, and not a random sample. Data from both population-based groups 

and care-seeking groups with a higher prevalence are important to expand the 

understanding and treatment of TMD and orofacial pain [8, 17, 18]. 

1.2 Temporomandibular Disorders 

Temporomandibular disorders (TMD) is a collective term that embraces a 

number of clinical problems that involve the masticatory muscles, the 

temporomandibular joint (TMJ) and associated structures [19, 20]. TMD have 

a musculoskeletal origin and relate to jaw function [19-21].   

The most common complaint in care-seeking for TMD is pain, originating 

from the cheeks, the temporal area or the peri-auricular area. Other symptoms 

of TMD could be limitation of jaw movements or joint sounds following from 

intra-capsular derangement or degenerative bony changes in the TMJ [21]. 
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1.2.1 Pain 

Pain is a subjective experience and is linked to reactions, both psychological 

and emotional. The reactions occur regardless of whether or not there is tissue 

damage. A widely used definition of pain from The International Association 

for the Study of Pain (IASP) states that “pain is an unpleasant sensory and/or 

emotional experience associated with actual or potential tissue damage, or 

described in terms of such damage” [22].  

Pain is regarded as chronic, or long-lasting when it persists beyond the 

expected healing timeframe; longer than three to six months is a  

guideline [1, 23]. The underlying reasons for chronic pain are often difficult 

 to trace. The consequences of pain in a psychosocial framework are  

complex and multifactorial, since there is a sensory part, an affective  

part, and a cognitive part [24, 25]. 

1.2.2 Musculoskeletal chronic pain 

Musculoskeletal pain is normally the body’s warning signal about a need for 

recovery and it is therefore not viewed as a disease. On the other hand, long-

lasting pain affecting quality of life is common. About 20 % of the adult 

population in Europe report moderate to severe low back pain and 25 % report 

work-related neck/shoulder pain [26, 27].  

The transition from an acute to a chronic pain condition is not fully understood 

and, hence, treatment is difficult [28]. A strong predictor is previous other 

chronic pain [29, 30]. Long-lasting pain produces changes in the CNS, 

affecting memory, among other functions [31].  

Guidelines and definitions have been developed to identify altered central pain 

modulation after findings that chronic widespread pain is related to impaired 

modulatory mechanisms of neurobiological origin [31-33]. In addition, 

disability due to chronic pain may also be the result of psychological factors, 

such as fear avoidance, catastrophizing and depression [24, 34, 35].  

1.2.3 Sex and gender differences in pain 

The response to pain is different between men and women [36]. 

Musculoskeletal pain, including TMD, has a higher prevalence among women 

of reproductive age than in other age groups or in men [17, 25, 37]. The factors 

behind this are contradictory, but biological factors, such as sex hormones, 

endogenous opioid functions and different genotypes may influence the 

sensitivity and the level of pain severity in women [38, 39]. Psychosocial 

causes, for example stress exposure, also affect pain, which perhaps can be 

captured by the expression female gender instead of female sex [30, 40, 41].  



Temporomandibular disorders in women 

8 

1.2.4 TMD epidemiology and risk factors 

TMD is a musculoskeletal disorder that is prevalent in the population [42]. The 

patient with acute pain in dental care is often suffering from toothache, whereas 

chronic pain is more often caused by TMD [43]. Overall, about 10 % of the 

adult population suffer from painful TMD with middle-aged women 

predominating [17, 44-48]. Complaints of TMD are rare during childhood, but 

during adolescence (12-19 years), the prevalence increases, especially in girls 

[49, 50]. An intra-capsular/disc derangement in the TMJ has been found to 

have a peak below the age of 30, whereas the degenerative bony changes in the 

TMJ seem to peak above the age of 50 [37]. Persistent TMD have been  

found to be twice as common in women as in men in the general  

population and in those seeking help for TMD, the predominance of women is 

even greater [8, 46, 51].  

The annual incidence of TMD pain is reported to be in the range of 2-4 % and 

transition into more chronic symptoms has been seen in around half the studied 

groups [52, 53]. TMD can start as an acute condition with some cases turning 

into intermittent complaints, and it is common that reports of TMD fluctuate, 

both in adolescents and in adults [52, 54-57].  

The etiology and risk factors of TMD are not clearly understood, but chronic 

TMD seem to have mechanisms that are interrelated with those who report 

suffering from other chronic musculoskeletal pain conditions, for example 

fibromyalgia, irritable bowel syndrome and low back pain [53,58-61]. 

However, the etiology may vary in different groups. Altered pain processing 

pathways in the nervous system, psychosocial factors, local trauma,  

bone and connective tissue disorders and negative mood are found to  

be predictors of TMD [21, 33, 53, 62-69].   

1.2.5 Clinical diagnosis of TMD  

Historically, the clinical examination and diagnostic system regarding TMD 

have undergone changes. In Scandinavia, there was rapid development in the 

1960s and 1970s, to which, among many others, T. Krogh-Paulsen, U. Posselt, 

G.E. Carlsson and M. Helkimo contributed. A parallel network, the American 

Academy of Orofacial Pain (AAOP), has regularly published an  

international, diagnostic system which has covered many aspects of possible 

conditions [20]. There was a paradigm shift in the field in 1992, with  

the incorporation of psychosocial aspects in the TMD assessment, when the 

Research Diagnostic Criteria for Temporomandibular Disorders (RDC/TMD) 

were developed for research purposes [46, 70]. The ongoing work with 

reliability and construct validity has transformed the diagnostic system into the 

Diagnostic Criteria for TMD (DC/TMD) [42, 71]. The DC/TMD criteria  
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have high sensitivity and specificity for the most common pain-related  

TMD diagnoses, as well as for some of the intra-articular disorders [72].  

The dual-axis system with psychosocial evaluation has a natural position,  

both in modern TMD research, in clinical practice and in the  

system recommended by the AAOP. However, the definitions of orofacial pain 

are an ongoing project [1, 23].  

The DC/TMD diagnoses are based on a clinical examination of the jaw-joint 

system with confirmation by self-reported symptoms during the last 30 days. 

An important difference between the RDC/TMD and the DC/TMD in 

diagnosing is that any provoked pain in the DC/TMD examination should be 

familiar to the subject [42].  

The most common TMD diagnoses in samples from both population-based 

studies and tertiary clinics are related to jaw function, such as disc 

displacement with reduction, which is usually not painful. A clinical 

characteristic of disc displacement with reduction is a popping sound during 

jaw movement. The most common pain diagnosis found in studies is myalgia, 

pain located to the masticatory muscles [8, 46, 51, 73, 74]. 

1.3 Oral Health-Related Quality of Life 

Quality of Life (QoL) is a concept outlining individual perceptions about 

positive and negative aspects of life. Life satisfaction deals with many things, 

including health [75]. In the medical field, the term Health-Related Quality of 

Life (HRQoL) is used [76]. Health problems and clinical conditions do not 

always impact QoL and individual attitudes may vary and are modified by 

different factors, for instance, adaptation, coping, and expectancy [77].   

Impacted QoL is a common patient-reported research outcome and is evaluated 

with psychometric instruments. Within odontology, the term Oral Health-

Related Quality of Life (OHRQoL) is used [2, 78]. This concept is considered 

to include the following main components: functioning (mastication, speech), 

pain/discomfort (acute, chronic), psychological aspects (appearance, self-

esteem) and social aspects (intimacy, communication) [79, 80].  

OHRQoL has been measured with different instruments. One of the most 

widely used since the 1990s is the Oral Health Impact Profile (OHIP) [81]. The 

OHIP is based on Locker’s oral health model [82]. Initially, it included 49 

questions but the shorter form, the OHIP-14, was developed after a few  

years [83]. The OHIP-14 is a well-validated version that has been translated 

into several other languages [84]. From 2006, a shorter version, the OHIP-5, 

has been used; however, not as widely as the OHIP-14. This version is also 
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validated and is considered to relate to the different dimensions in OHRQoL 

[85, 86]. The OHIP-5 consists of five questions concerning functional 

limitation, pain, psychological discomfort and physical disability. Symptoms 

of TMD and a reduced number of teeth are some of the known aspects of oral 

health that are often associated with poor OHRQoL, together with 

psychological distress, especially somatization and depression [4-6, 87, 88]. 

1.4 Psychological aspects 

1.4.1 Anxiety and depression 

Psychological distress is a general term that is used to describe unpleasant 

feelings or emotions that impact the level of functioning. Mental conditions, 

such as anxiety and depression, are common in the population. In a Swedish 

population study, Johansson et al. found anxiety in 14 %, and depression  

in 5-10 %, with a higher proportion among women, and with a common co-

morbidity of anxiety and depression [89]. There are some reports that 

socioeconomic status influences psychological distress [90]. Persons with 

TMD-related pain are found to exhibit more signs of depression and anxiety 

than those who are pain-free [91, 92].  

Anxiety disorders are, in part, reactions to anticipation of a future threat. They 

are characterized both by fear and anxiety and typically include magnification 

of the danger the individual fears or avoids. Anxiety is often associated with 

muscle tension. The subject’s body prepares for the expected future danger or 

resorts to avoidant behavior [93].  

Depressive disorders have features of sadness, a sense of hollowness or 

irritable mood. The individual’s capacity to function may be affected; for 

example, cognitive impairment accompanied by somatic changes, such as 

unexplained long-lasting pain or more vague, debilitating symptoms [93].  

There are numerous instruments to measure anxiety and depression. A widely 

used combined instrument measuring both anxiety and depression, is the 

Hospital Anxiety and Depression Scale (HADS). The HADS was originally 

developed in 1983 as a screening instrument [94]. The purpose was to find 

subjects with clinically significant anxiety and depression in medical non-

psychiatric patients.  

1.4.2 Sense of Coherence.  

The “salutogenic” theory is a social health-related theory, aimed at exploring 

the correlations between health, stress, and coping [95, 96]. The theory focuses 

on health rather than disease. Sense of coherence (SOC) is a central concept in 
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salutogenic theory and is a measure of the capability to use existing resources 

in order to overcome difficulties and cope with life stressors [95, 97]. The 

concept consists of three dimensions: comprehensibility, manageability and 

meaningfulness. SOC interrelates with common mental conditions and an 

individual with a low SOC often shows signs of anxiety and  

depression [98, 99].  

Since the 1990s, the concept of SOC has been studied with the aim to explore 

possible associations with different aspects of health [100]. According to the 

salutogenic theory, the SOC develops during young adulthood. Studies have 

shown that high SOC scores are related to a higher socio-economic position, 

perceived good health, good OHRQoL and less chronic pain,  

including TMD [98, 100-104].  

The relationship between HRQoL and SOC for many specific diseases reports 

a strong protective effect of the SOC against poor HRQoL; for instance, 

rheumatic disorders, irritable bowel syndrome and mental illness [105, 106]. 

Regarding OHRQoL, studies have shown that poor OHRQoL is associated 

with lower SOC scores. The association was independent of other explanatory 

factors of poor OHRQoL, such as poor self-reported oral health, irregular 

dental care and socioeconomic factors [102, 107]. 

1.5 Degenerative Joint Disorder 

The most common low-inflammatory joint disease in the body is 

osteoarthritis/osteoarthrosis [108]. The condition, also called degenerative 

joint disorder (DJD), includes the acute phase (osteoarthritis), leading to a 

degenerative process in the joint. The more chronic phase of low-inflammatory 

osteoarthritis/osteoarthrosis is considered to be less painful [109], and the 

changes in the shape of the joint on a radiograph remain during the longer, not 

painful, state, osteoarthrosis [108-110]. Around 2-4 % of the population has 

the rarer high-inflammatory arthritic condition, with a rheumatic component 

and more long-lasting pain-related signs [108].   

DJD most commonly affects the knee, hip and hand joints. Women are affected 

more often than men [108, 111]. Age, as in being older than 50 years, is  

another known risk factor. The etiology of DJD has not been fully  

elucidated, but biomechanical overload (“wear and tear”), genetics and  

general disorders are regarded as contributory factors. DJD affects  

the bone, supporting tissues and articular cartilage of the joint and the  

TMJ can also be involved [108, 112, 113].  
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There is no, or a weak, relationship between pain and signs of DJD in the TMJ 

on radiographs [111, 114]. Radiographically, DJD in the TMJ is characterized 

by findings, i.a., of osseous erosion, osteophyte formation, subchondral bone 

cysts, flattening of the articular surface, and sclerosis [115, 116].  

Clinical diagnosis of DJD in the TMJ  

A clinical diagnosis of not painful DJD (osteoarthrosis) in the TMJ is made 

from findings of crepitus during jaw movement. Reduced function may be 

present. In the RDC/TMD system, the diagnosis of osteoarthrosis is made from 

clinical findings of coarse crepitus and a painless joint [70]. In the DC/TMD 

system, the diagnosis is made on the basis of the combination of the subject’s 

report of crepitus and clinical findings of crepitus [42]. The diagnosis in both 

systems can be verified by radiographic findings and it is reported that this 

increases the reported prevalence [117].  

The painful DJD phase (osteoarthritis) is associated with the clinical diagnosis 

of arthralgia or arthritis, most often not (yet) visible on a radiograph. In the 

RDC/TMD system the diagnosis of arthralgia requires pain on palpation of the 

TMJ and a pain history located to the joint area or pain during function. In the 

DC/TMD system, the diagnosis of arthralgia requires the subject’s 

confirmation of familiar pain on palpation of the joint or during jaw movement. 

The diagnosis of arthritis in the DC/TMD requires additional history-taking 

and findings of swelling, edema and/or a lateral open bite. The treatment of 

painful joint signs and symptoms aims to shorten the painful phase and reduce 

the degree of change in the shape of the TMJ [112, 113]. 

Prevalence of DJD in the TMJ  

When reporting the prevalence of any DJD, the information generally comes 

from population-based radiographic surveys [109]. The reports of the 

prevalence of DJD in the TMJ varies in the literature. Studies have reported 

frequencies of DJD between 22 % and 70 % [112, 115]. The divergence in data 

can be explained by the fact that the studies are often based on clinical  

patient material (tertiary clinics) and a mix of radiographic signs of DJD, 

clinical symptoms of DJD and the chosen radiographic method. The most 

reliable method to evaluate DJD in the TMJ is considered to be computed 

tomography (CT) [118]. Other methods could be cone-beam computed 

tomography (CBCT), Magnetic Resonance Imaging (MRI), panoramic 

radiograph (PAN) and tomographs, which all have their own justification and 

place as methods [114, 119-122]. 
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  Figure 1 CT showing the TMJ.  

To the left. CT showing the TMJ in a 92-year-old woman, not participating in 

the PPSWG, with no signs of arthrosis. The oral radiology specialist suspects 

signs of osteoporosis in the trabecular bone,. To the right. CT showing the TMJ 

with signs of arthrosis in a 48-year-old woman 

1.6 Osteoporosis 

Osteoporosis is a common disorder that is characterized by reduced bone mass, 

resulting in an increased risk of fragility fractures, especially in the hip. This 

systemic, metabolic disorder shows defects in the microarchitecture of the 

bone and the bone remodeling is changed; i.e., bone resorption exceeds bone 

formation [123-125]. Normal aging results in osteoporosis in both men and 

women. The shared risk factors include low body mass index, smoking, 

corticosteroid therapy, genetics and physical inactivity [126]. There are few 

subjective symptoms, except pain and disability from fractures. Around 21 % 

of the Swedish female population are classified as osteoporotic with increasing 

prevalence with age [123]. 

Women are usually more afflicted than men and it is generally believed to be 

related to estrogen deficiency after the menopause [123]. Even though 

osteoporosis and DJD both affect the bone quality, it is reported that the 

conditions are inversely connected [127, 128]. There are anthropometric 

differences in persons suffering from osteoporosis compared with DJD [127]. 

This is not shown regarding DJD in the TMJ, since the loading of the TMJ is 

not related to body composition.  

The diagnosis of osteoporosis is established by measuring bone mineral 

density (BMD). The recommended method is dual energy X-ray 

absorptiometry (DXA) where the T-score is established, defined as the number 
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of standard deviations (SDs) above or below the mean BMD value for young 

(aged 25–45 years) adults of the same sex. A T-score below -2.5 is regarded as 

osteoporosis. Osteopenia, a milder form, is rated if the T-score is -1 to -2.5. 

The bone is considered normal at a T-score above -1. [124] 

The relationship between oral health and osteoporosis is unclear. The skull 

bone may represent a different class of bone [129]. Individuals with 

osteoporosis may have an increased risk of oral manifestations. However, such 

a risk has not been definitively proven [130]. It has been found that a person 

with osteoporotic bone may have difficulty healing after an operation, due to 

medication, and more often has a reduced number of teeth [131, 132]. 

Regarding implant survival, periodontal disease, periapical lesions and DJD in 

the TMJ, the reports are inconclusive [133-138]. The visually sparse 

trabeculation and cortical erosion of the mandibular bone could be a predictor 

of the fracture incidence in other bones [139]. 

1.7 Epidemiology II  

Screening methods are commonly evaluated on the basis of the reliability and 

validity of the test used. The difference between validity, the accuracy of the 

method, and reliability, the reproducibility of a certain method, is  

important [140].  

1.7.1 Validity 

There are different types of validity. The issue of whether the test measures 

what it is supposed to measure or not is called construct and content validity 

and is partly a subjective assessment.  

The diagnostic accuracy of a test, such as a screening method, is commonly 

further evaluated with the criterion validity, in comparison with a reference 

test. The ‘true positives’ and ‘true negatives’ are calculated from a two-by-two 

table. The reported sensitivity is “the ability of an index test to define correctly 

a positive test result when disease is present”, and the specificity is “the ability 

of a test to define a negative test result when disease is absent” [140, 141]. 

Positive and negative predictive values can be calculated from the values of 

sensitivity and specificity. The predictive values are affected by the 

prevalence.  

The estimated 10 % with TMD pain is regarded as a relatively low prevalence. 

The validity analysis in these settings will probably show high specificity and 

a high negative predictive value (NPV). Studies have suggested that diagnostic 

tests for TMD should have a sensitivity of > 70 % and a specificity of > 95 % 

to be regarded as accurate for the condition [142, 143]. If the sensitivity is high, 
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the classification of the TMD pain is more particular, and with a lower 

sensitivity, the classification as “healthy” is more often wrong. If the TMD test 

is performed in a clinical setting, low sensitivity could prolong the suffering 

and low specificity could lead to unnecessary treatment.  

In calculating the intrarater and interrater reliability, the Kappa value, 

calculated from the two-by-two table is commonly used. When analyzing the 

accuracy of an assessment method, for example a radiographic method, the 

Kappa value is reported together with the sensitivity and the specificity [11]. 

1.7.2 Assessment of TMD 

Epidemiological research into TMD in population-based groups should 

distinguish between questions related to TMD pain and questions related to 

TMD function [45, 54, 144-146]. Hence, the criterion validity should be 

checked against two different reference standards, pain and function. Another 

issue is the ability to discriminate between TMD-related pain and pain from 

other structures. However, if a TMD screener is used in general practice, the 

main problem is to find the persons that could benefit from an extended 

examination and treatment or a referral. For this reason, the questions mainly 

refer to pain as this is the most common concern when patients seek help. Since 

about ten years, two validated sets of screening questions that focus on pain 

during the last month have been available, the Pain screener and the 3Q/TMD, 

where the validity is checked in relation to an updated clinical TMD diagnosis 

system [54, 144, 145]. Their ability to find subjects with TMD pain in general 

practice is regarded as good. The Pain Screener includes three or six questions 

about pain and the 3Q/TMD includes two questions about pain and one 

question about catching of the jaw. With a positive answer in the 3Q/TMD the 

subject reports a frequency of once a week or more.  

From the 1990s, the TMD field has more often reported results from clinical 

examinations, but in epidemiological surveys, one or more questions were used 

[8, 45, 146-148]. One of the first epidemiological indices in the TMD field was 

Helkimo’s index from 1974, with one part about the participant’s evaluation 

of the impact of TMD, and another part with objective clinical findings, both 

pain and function [149]. Helkimo’s index was widely used, also as a reference 

standard, when another set of screening questions in a mail survey was reported 

by Locker et al. in the 1980s [150]. These questions included the intensity and 

also the frequency of the pain with the aim to identify pain from the teeth, jaws, 

oral mucosa and temporomandibular joint without clinical examination. The 

validity analysis of the TMD questions by Locker et al. in relation to the 

reference standard showed good accuracy [151].   
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1.8 Rationale for the thesis 

Epidemiological studies are needed to assess the different, potentially negative, 

consequences of chronic TMD. Many factors influence the prevalence of TMD 

pain; for instance, well-known factors such as female sex and other bodily pain. 

However, other aspects also interact with TMD, among them different social 

and psychological factors. Women are the key population in the majority of 

these conditions.  

A better understanding of how psychological and health factors interact with 

TMD can lead to improvements in the understanding of women’s assumptions 

in the treatment situation. In the long run, this may contribute to direct the 

attention to risk factors and, hence, to the well-being of both the individual and 

society. The screening questions in epidemiological research about TMD have, 

in some respects, unknown validity. This thesis further aims to elucidate the 

development of DJD over time. 

 

 

 

 

 

 

 

 



Karin Bäck 

17 

2 Aim 

The overall aim of this thesis work was to gain epidemiological knowledge 

about temporomandibular disorders (TMD) in a population-based group of 

women, with regard to the prevalence of signs and symptoms. A further aim 

was to evaluate methods and explore the possible relationship with some other 

common health conditions.  

2.1 Specific aims 

Paper I 

To investigate the relationship between subjective symptoms of long-lasting TMD-

related pain and oral health-related quality of life, as well as psychological distress, in 

a population-based group of middle-aged women.  

Hypothesis: Severe orofacial pain has an association with psychosocial factors, but 

the characteristics of the relationship may be different from that in patient-based 

samples. 

Paper II 

To explore the agreement between TMD-related screening questions used in 

questionnaires in epidemiological studies and in the 3Q/TMD, and a clinical diagnosis 

using the DC/TMD system in a population-based group of middle-aged women.  

Hypothesis: Screening questions are an applicable method to identify women with 

signs of TMD-related symptoms within epidemiology. 

Paper III 

To determine the prevalence and incidence of radiographic changes in the 

temporomandibular condyle, regarded as signs of DJD/osteoarthrosis, in a 

representative population of middle-aged and older women.  

Hypothesis: Signs of DJD are most common among older women. 

Paper IV 

To elucidate whether osteoporosis is linked to signs and symptoms of TMD, 

specifically signs of DJD, in a population-based cohort of elderly persons.  

Hypothesis: There is no relationship between osteoporosis and DJD in the TMJ or 

other TMD signs. 
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3 Patients and Methods 

3.1 Study population 

This thesis is based on the ongoing Prospective Population Study of Women 

in Gothenburg (PPSWG), Sweden. 

This systematic, cross-sectional and longitudinal study of middle-aged and 

elderly women was initiated in 1968. Uniquely, the study combined medical 

and dental health examinations of women. At the age of 70, the women in the 

PPSWG were also enrolled in a parallel study, the geriatric and gerontological 

population study called the H70. 

The study area, Gothenburg, on the west coast of Sweden, is the second largest 

conurbation in the country. In 1968, the population was 680 000 and in 2016 

it was 988 000 [152]. The total population of Sweden in 2016 was 9.9 million. 

Sweden is the world’s 91st largest country, and situated in the northern part of 

Europe. 

3.1.1 Prospective Population Study of Women in Gothenburg 

The initial purpose in 1968 was to investigate anemia and health factors related 

to the menopause, and the PPSWG was one of few studies with only female 

subjects at the time. The study was based at the University of Gothenburg and 

included women aged 38-60 years. Regularly since then, new cross-sectional 

studies have been performed, at least every twelve years, inviting new women 

aged 38 and 50 years.  

A systematic randomized sampling procedure was used to select women living 

in the area of Gothenburg from the Swedish Population Register. Women born 

on specific dates were invited (day 6, 12, 18, 24, 30). In 1968, the study invited 

1462 women aged 38, 46, 50 and 60 years [153]. Follow-up examinations have 

been performed using the same procedure in 1980-81, 1992-1993, 2004-2005 

and 2016-2017, with new, younger cohorts [154, 155]. 

The women selected from the Population register were sent an invitation letter. 

In later surveys, information was also given by phone. The women were 

offered a free health examination, including oral health. After accepting to 

participate in the study, they received a letter with a number of questionnaires. 

The health examinations were performed in premises arranged by the 

researchers. The participants met different medical and dental personnel. The 

examinations carried out included blood sampling, electrocardiography and 

panoramic radiographic examination of the jaws, among others. During the 
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examination day, the women completed additional questionnaires. The 

systematic procedure and a high participation rate indicated that the PPSWG 

was representative of the female population in 1968-1992 [154]. The 

questionnaires have been changed as little as possible between each  

survey. The number of participating women and the participation rates in the  

dental examinations are shown in Table 1 and 2.  

 

 

 

 

 

 

 

Table 1. Number of women, cohorts younger than 70 years of age, participating in 

the dental part of the PPSWG, including year of birth and age. (*including women 

who have moved to Gothenburg after the previous study). The total number of invited 

women and the participation rates are shown. **In 2016, 1038 women were invited, 

but 195 could not be reached. If these women are included, the participation rate 

was 55 %. 

 

 

In the subsequent surveys, after 1968, the same women have been re-invited, 

in a longitudinal design. New cohorts of 38-year-olds have been invited and in 

the cohorts of 50-year-olds, women who had moved to the area after the 

previous survey were also invited with the same inclusion criteria.  

The PPSWG comprised physical, social and psychological circumstances, 

hence, providing information on general and oral health in middle-aged and 

older women. The study has been able to establish knowledge about changes 

over time in both individuals and in the population, and also possible 

determinants in illnesses noted in older ages. 

3.1.2  H70/Geriatric and Gerontological Population Study 

This, still on-going, study was initiated in 1971 with a cohort of men and 

women, aged 70 years [156]. The purpose was to contribute to the knowledge 

of normal aging processes and of normal social and medical conditions within 

the age group. Longitudinal studies have been performed in cohorts of high 

2016-17 2004 1992-93 1980-81 1968-69 

Born age (n) age (n) age (n) age (n) age (n)

1908 60 (78)

1914 66 (125) 54 (172)

1918 62 (295) 50 (390)

1922 58 (305) 46 (421)

1930 62 (268) 50* (323) 38 (356)

1942 50* (98) 38 (109)

1954 50* (293) 38 (66)

1966 50* (310) 38 (207)

1978 38 (263)

Total 38-50 (573) 38-50 (500) 38-62 (432) 38-66 (1157) 38-60 (1417)

Invited 843** 848 604 1591 1622
Participation rate 68.0 % 59.0 % 71.5 % 72.7 % 87.4 %
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age [157]. The sampling procedure was the same as in the PPSWG. Women 

from the PPSWG older than 70 years of age participated in 1992, 2000, 2005 

and 2010 as a part of the H70 study. Participation rates in the dental 

examinations are shown in Table 2. 

 

 

 

 

 

Table 2. Number of participating women in the dental part of the PPSWG and H70 

after 1992. Age cohorts 70 years and older, including year of birth and  

age (**including women who have moved to Gothenburg after the previous study). 

The number of invited women as well as the participation rates are shown. 

 

3.1.3 Non-participation analysis 

To analyze possible differences between participants and non-participants, 

information from the local fiscal authority together with inpatient and 

outpatient records were obtained. Some of the information could also be 

collected through telephone calls or by mail. Income, marital status, mortality, 

number of teeth and smoking habits were included in the analyses [154, 155, 

158]. Among the non-participants in 1968/69, single women were over-

represented [153]. A larger proportion of the non-participating women were 

smokers but showed no significant differences concerning socioeconomic 

status. [154, 158]. The non-participants, aged 38 and 50 years, in 2004/05 had 

lower income and more often a background of immigration [155].  

Dental status has been followed longitudinally. The non-participants in the 

follow-up studies were reported to have fewer teeth and the remaining teeth 

had fewer restorations [158, 159].  

In the analysis of the aging participating cohorts, the initial participants were 

largely characteristic of the general population, even after a long follow‐up 

period [154]. The long‐term survival was lower among the initial refusers than 

the initial participants. In 2000-2001, 64 % of the original participants were 

alive [160]. 

2010 2005 2000 1992 1980

Born Age (n) Age (n) Age (n) Age (n) Age (n)

1908 92 (2) 84 (16) 72 (41)

1914 86 (20) 78 (70)

1918 87 (124) 82 (101) 74 (201)

1922 88 (48) 83 (178) 78 (143) 70** (275)

1930 80 (173) 75 (225) 70 **(248)

Total 80-88 75-87 (527) 70-92 (514) 70-84 (562) 72 (41)

Invited (n) 516 807 1103 954 64

Participation rate 23.4% 65.3% 46.6% 59.0 % 64.1%



Karin Bäck 

21 

3.2 Study methods and measurements 

Within the oral health part of the PPSWG, the participants have responded to 

questionnaires followed by a dental screening examination and further 

supplemented with a panoramic radiograph. In 2016, there were 127 questions 

in the oral health questionnaire.  

As a part of the questionnaires used in the 1992, 2004 and 2016 surveys, the 

women made an assessment of subjective pain in the jaws and/or head during 

the last month, based on studies published by Locker et al. in the 1980s with 

good accuracy in relation to the reference standard used [151]. The PPSWG 

questionnaires had four questions about pain in the jaw, face and head. One 

question about stiff jaws as a sign of milder TMD symptoms was also added. 

The women rated the questions about pain in the jaw, face and head from three 

aspects. Firstly, they rated the frequency (never/once a month/once a 

week/many times per week/daily); secondly, they evaluated the intensity on a 

0-100 numerical rating scale (NRS), where 100 is the worst, and thirdly, they 

rated for how long the pain was noted (less than a week/one week to one 

month/one to six months/over six months); see formulations in Table 3 and the 

Swedish version in Appendix. Since three evaluations were made for each pain 

question, a positive answer did not have obvious characteristics. As a 

consequence, four groups with varying inclusion criteria, especially regarding 

pain frequency, were formed and analyzed in Study I and II, see Table 4. 

 

 

 

 

 

  

 

 

 

Table 3. The questions, used in the PPSWG, Paper I and II. Based on  

different combinations of frequencies, intensity and chronicity, four groups were put  

together: “any TMD symptom”, “TMD pain”, “TMD pain and headaches” and “severe 

orofacial pain”. 

1 Are your jaws and muscles tired/tender/stiff when

waking up or moving the lower jaw? (yes/no)

2 Do you have pain in your jaw when you chew?

3 Do you have pain in your face in front of the ear?

4 Do you have pain in your jaw when you open wide?

5 Do you have headaches? 

Questions 2-5 about pain were three-folded. Firstly, rating how often the pain was 

noted (never/once a month/once a week/ many times per week/daily). Secondly, rating 

the intensity on a 0-100 numeric rating scale (NRS) where 100 is the worst. Thirdly, 

rating for how long the pain was noted (less than a week/one week to one month/one 

to six months/over six months).

Questions about symptoms during the past month
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3.2.1 Paper I 

In a cross-sectional design, the paper reports on women aged 38 and 50 years 

in the PPSWG studies in 2004 and 2016. The number of included women is 

related to the number of completed instruments. 

Orofacial pain was measured as a part of the larger self-reported questionnaire 

on oral health; see Table 3 and 4. Women with reported long-lasting pain of 

the jaw and head, with a frequency of many times a week or daily, and an 

intensity ≥ 40 on the NRS were included in the group “severe orofacial pain”. 

The women with severe headaches in the group had simultaneously “any TMD 

symptoms”, otherwise not included in the “severe orofacial pain” group. 

Oral Health-Related Quality of Life, OHRQoL, was measured with the five-

item Oral Health Impact Profile (OHIP-5); see Appendix for the Swedish 

version [85, 161]. Each item in the OHIP-5 has five choices on an ordinal rating 

scale: 0 (never) up to 4 (very often), to indicate the degree of severity and the 

influence on the woman’s life. The OHIP-5 has a sum of scores between 0 and 

20. Higher values indicate poorer OHRQoL. The mean score was calculated 

and the OHIP-5 was also dichotomized into good OHRQoL (scoring 3 or 4 on 

no more than one item) vs. poor OHRQoL (scoring 3 or 4 on at least two items) 

[162]. 

Sense of Coherence, SOC, was measured with a questionnaire. The version 

used is the SOC-13; see the Swedish version in Appendix [95-97]. Each item 

was scored on a scale from 1-7 points, giving a total range of 13 to 91 points 

for the SOC score. A higher score indicates a stronger sense of coherence. 

There are no known cut-off scores. The SOC was also divided into tertiles; 

three groups based on the individual scores in the total group [104]. 

Anxiety and depression were measured using the Hospital Anxiety and 

Depression Scale (HADS); see Appendix for the Swedish version [94, 163]. It 

comprises seven questions on anxiety and seven questions on depression, each 

with four choices, giving scores from 0-3, maximum 21, on HADS-A and 

HADS-D, respectively. Anxiety (HADS-A) and depression (HADS-D) are 

scored separately and higher scores indicate a higher degree of psychological 

distress. Mean scores, as well as a commonly used cut-off score, ≥ 8, were used 

to indicate psychological distress [164]. 
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Marital status was self-reported and stated as not living together (i.e., living 

alone, unmarried, divorced, widowed or married but not living together), or 

living together (i.e., co-habiting, married or in a partnership). 

Educational level was self-reported and based on years of school attendance. 

Three levels; low (1-9 years), medium (10-12 years), and high level (≥ 13 

years) of education were reported. 

 

 

 

 

 

 

 

 

 

 

TMD pain and headaches (II). Positive to TMD pain, question 2-4 in Table 3, added with positive 

to headache, question 5 (criterion: frequency ≥ once a week) and simultaneous “any TMD 

symptom”. Severe orofacial pain (I). Long-lasting pain = pain noted longer than one month and 

≥ 40 on the NRS. Positive in questions 2-4 in Table 3 (criterion: frequency), added with positive 

to headache question, question 5, with the criterion of frequency ≥ many times a week and 

simultaneous “any TMD symptom”.  

 

 

Table 4 The four groups that was set up from the PPSWG questionnaire; “any TMD 

symptom”, “TMD pain”, “TMD pain and headaches” and “severe orofacial pain” that 

were analyzed in Paper I and II. See formulations of the questions in Table 3. 

 

 

Any TMD 

symptom

TMD headaches TMD pain
Severe 

TMD headaches

Severe 

TMD pain 

TMD symptom  - Positive 

answer on question 1
Yes Yes Yes

TMD pain - Any positive 

answer on question 2-4, 

with different frequencies

Yes, 

≥ once a month

Yes, 

≥ once a month

Yes, 

≥ once a week

Yes, 

≥ once a month

Yes, 

many times a 

week/daily

Headache - Positive 

answer on question 5

Yes≥ Once a 

week

Many times a 

week/daily

Paper I and II

TMD Pain & Headaches
Severe Orofacial Pain                     

Long-lasting and NRS ≥ 40 

Paper II Paper I
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3.2.2 Paper II 

This paper reports on women, 38 and 50 years old, in a cross-sectional design, 

in a subsample from the PPSWG study in 2016. 

A power analysis at a 0.8 % level, sensitivity minimum 0.5, and an estimated 

prevalence of 10 %, revealed a preferred sample size of 200. 

Screening questions for TMD 1, were measured as a part of the larger self-

reported questionnaire on oral health, see Table 3 and 4. In relation to reported 

frequency of pain, three different groups were set up and analyzed. In the “any 

TMD symptom” group, any positive answer to four questions in Table 3 about 

TMD symptoms and pain was included, the criterion being once a month or 

more often. Included in the group “TMD pain” were positive answers to any 

of the three TMD pain questions but with the frequency criterion once a week 

or more often. In the “TMD pain and headaches” group, the women with 

headache once a week or more often were added to the TMD pain group if they 

reported symptoms of any TMD at the same time. The intensity was rated on 

an NRS scale of 0-100.  

Screening questions for TMD II were measured in the form of the 3Q/TMD 

and asked verbally [145]. Each of the three questions should be answered with 

a yes or no. The questions were formulated as follows: Q1: ‘During the past 

month, did you have pain in your temple, face, jaw or jaw joint once a week or 

more?’; Q2: ‘During the past month, did you have pain once a week or more 

when you open your mouth or chew?’; Q3: ‘During the past month, did your 

jaw lock or become stuck once a week or more?’. The questions were analyzed 

in different combinations. See the Swedish version in Appendix. 

Clinical examination. All participants underwent the standardized clinical 

examination according to the DC/TMD protocol, axis I [165, 166], and two 

groups were set up. One group included individuals with any pain diagnosis 

(myalgia, myofascial pain, headache related to TMD, arthralgia, arthritis), and 

a second group included the women with any TMJ dysfunction diagnosis (disc 

displacement with and without reduction, DJD). The women could be included 

in both groups, depending on their diagnoses. The pain diagnosis group was 

used as the reference standard in the validity analysis. The intensity of the pain 

was rated with the CPI [167, 168]. 

3.2.3 Paper III 

This paper reports on the panoramic radiographs from the women in the 

PPSWG dental examinations in 1968-2011. It is a repeated, cross-sectional and 

longitudinal cohort study in women aged 38-84 years.  



Karin Bäck 

25 

Panoramic radiographs (PAN). The radiographs were evaluated in digital 

form, and all analog radiographs from the PPSWG were scanned. The presence 

of flattening (loss of smooth convexity), osteophyte (bony process on the 

anterior condyle) and erosion (area with diminished cortical density) was 

evaluated as positive (1) or negative (0) on each side. A summarized 

assessment, “radiographic normal condyle” or “radiographic signs of DJD”, 

was noted for each radiograph. In the dichotomization, any of three possible 

alterations of the mandibular condyles could be present and included if both 

TMJs were rated as readable. Co-training and calibration were performed by 

an oral radiology specialist, co-author Margareta Ahlqwist (MA), before the 

evaluations were made. 

Computed Tomography (CT). Evaluations of radiographic signs of a change 

in the shape of the TMJ on CTs for 60 women, aged 38 years and older and not 

connected to the PPSWG, were made by MA [118]. The corresponding PANs 

were evaluated by KB, in the same way as with the PANs from the PPSWG. 

The radiographs were performed and evaluated in 2014-2015. 

 

 

 

 

 

 

 

 

 

  
 

 

 

 

 

 

Figure 2. Examples of condylar alterations on panoramic radiographs.  
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3.2.4 Paper IV 

In a cross-sectional design, this paper reports on a subsample of men and 

women, born in 1930, and aged 75 and 80 years, from the PPSWG and the H70 

study in 2005 and 2010, respectively.  

Osteoporosis was measured in the form of whole-body Bone Mineral  

Density (BMD) with dual-energy X-ray absorptiometry (DXA), in the  

form of T-scores. In the analysis, the inclusion criterion in the group regarded 

as having low BMD was a T-score of ≤ -1 (osteopenia/osteoporosis) [169]. The 

T-score groups (< -2.5 (osteoporosis), -2.5 - -1 (osteopenia), and > -1 (normal 

BMD) were also analyzed.  

Panoramic radiographs (PAN) The radiographs were evaluated in the same 

way as in Paper III, resulting in a dichotomous variable, where signs of 

radiographic change in the condylar form (DJD) were noted.  

 

 

 

 

 

 

 

 

 

Figure 3. Panoramic radiograph (PAN) performed in 2010 on a woman 

aged 80 years. Assessed as having no alteration.  

Clinical examination The participants in 2010 underwent a clinical 

examination according to the RDC/TMD [70]. According to the criteria, the 

diagnosis of osteoarthrosis, RDC III c, assumes no inflammatory disorder, a 

painless joint and coarse crepitation and/or positive tomographic findings. As 

tomograms were not performed, one group with clinical findings of 

osteoarthrosis and/or condylar alteration, as judged from panoramic 

radiographs, was formed and named the ‘arthrosis group’. Two groups were 
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set up with the persons with a clinical RDC/TMD diagnosis. One group with 

any pain diagnosis (myofascial pain, arthralgia, arthritis) and one group with 

any function diagnosis (disc displacement with and without reduction, 

osteoarthrosis (DJD)).  

3.3 Statistics 

The statistical analyses in all papers were made with SPSS (versions 19 – 24) 

and included descriptive statistics, determination for normality, proportions, 

standard deviation and 95 % confidence intervals (CI). The chi-square test was 

used for categorical data and a significance level of p < 0.05 was used.  

Paper I. Positives in the group “severe orofacial pain” were analyzed in 

relation to the non-case group. The t test was used for continuous data. A 

Bonferroni correction, using alpha less than 0.0036, was applied.  

A multivariable logistic regression analysis was performed using an enter 

procedure. The dependent variable was the “severe orofacial pain” group and 

the independent variables the dichotomized HADS-A, HADS-D, age, 

examination year, marital status and education (3 levels). The OHIP-5 and 

SOC-13 were included in the regression analysis as continuous variables. The 

variables were checked using the Spearman correlation and cross-tabulation. 

Associations were presented as odds ratios. 

Paper II. The t test was used in the analysis of mean values of continuous data. 

In the validity analysis, the reference standard was the DC/TMD pain diagnosis 

group. Sensitivity, specificity, positive predictive value (PPV), negative 

predictive values (NPV) and likelihood ratios were calculated for the groups 

of women with reports of TMD-related pain from the PPSWG questionnaires 

and from the 3Q/TMD.  

Paper III. Intrarater reliability and interrater reliability were calculated with 

kappa statistics. One hundred and fifty PANs were randomly selected for a 

second independent evaluation by both KB and MA, two months after the first 

evaluation.  

In the evaluation of the PAN radiographic method to detect signs of condylar 

alterations, the CTs of the TMJ were used as the reference standard. Sensitivity 

and specificity were calculated.  

The incidence was calculated both as the cumulative proportion in each age 

cohort that was evaluated as developing condylar alterations between two 

examination years, and also with life tables, using the actuarial method. 
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Paper IV. The relationships between the osteopenia/osteoporosis group and 

the radiographic condylar alterations group, the arthrosis group and an 

RDC/TMD diagnosis were analyzed. The t test was used in analyzing 

continuous data.  

The radiographs were evaluated on two occasions by the two authors, KB and 

MA. If no consensus was achieved between these two, a third evaluation was 

performed.  

3.4 Ethics 

 

The Regional Ethical Review Board in Gothenburg, Sweden, has approved the 

surveys performed by the Population Study of Women in Gothenburg, Sweden 

(D-nr 65-80, 179-92, Ö402-99, S377-99, S227-00 S069-01, 123-04, 134-05, 

T453-04, Ö564-03, 075-09, T257-09, 258-16).  

Participation in the studies was voluntary. After information verbally and in 

writing about the purpose of the studies, all participants provided written 

informed consent. All participants were given an individual code that is 

administered by the University of Gothenburg. The participants were assured 

that they could withdraw from the study at any time, without explaining the 

reason why, and that this would not influence their future medical or dental 

care. 
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4 Results 

All reported statistical results in this section are statistically  

significant (p < 0.05), unless otherwise stated. There are no significant 

differences between the cohorts aged 38 years and 50 years, unless otherwise 

stated. 

4.1 Number of participants 

In Paper I, 1059 women, 464 aged 38 years and 595 aged 50 years, examined 

in 2004 or 2016, were included. In Paper II, 239 women participated in the 

clinical examination. The subsample included 104 women aged 38 years and 

135 women aged 50 years. In Paper IV, 114 men and women were included 

in the radiographic analysis. In the clinical examination there were 48 women 

and 40 men, 80 years of age. In Paper III, the radiographs from 2383 female 

participants in the different examination years were evaluated. In the analysis 

of prevalence and incidence, 4501 PAN´s, of the total of 5234 radiographs, 

were used. 

4.2 Symptoms of TMD. Paper I, II, IV 

The “severe orofacial pain” group, reported in Paper I, had a prevalence  

of 7.7 % with a mean pain intensity on the NRS of 60. The women had a 

frequency of pain many times a week or daily, and three quarters of them had 

experienced the pain longer than six months. Of the total of 82 women included 

in the group, 35 had pain located only to the face. Women aged 50 years 

reported more symptoms; however, not significantly more.  

The two sets of screening questions for TMD from the PPSWG and the 

3Q/TMD, used in the subsample in Paper II, are shown in Figure 4, with the 

PPSWG groups “any TMD symptom”, “TMD pain” and “TMD pain and 

headaches”. The proportion of the “any TMD symptom” group in Paper I  

was 29.4 % (95 % CI 26.6-32.1). When analyzing a higher frequency of pain, 

as in “TMD pain” and “TMD pain and headaches” groups in Paper II, a mean 

pain intensity of 51 on the NRS was found. In the 3Q/TMD, a positive answer 

to Q3 was more common among the 50-year-olds.  
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Figure 4. Proportions of positives in the PPSWG groups and proportions of 

positive answers to the 3Q/TMD reported by 239 middle-aged women in Paper 

II. 

 

 

Figure 4. Proportions of positives in the PPSWG groups, and of positive answers 

to the 3Q/TMD reported by 239 middle-aged women in Paper II.  

 

In Paper II, a validity analysis of the screening questions was performed. The 

groups from the PPSWG questionnaires and the 3Q/TMD were analyzed in 

relation to a reference standard, a clinical diagnosis of TMD pain. The 

specificity was high and the sensitivity moderate in all groups. When judging 

the best accuracy in relation to the reference standard, prevalence, pain 

estimates, PPV, NPV and likelihood ratios were considered. Among the 

PPSWG groups, the “TMD pain” and “TMD pain and headaches” groups were 

highlighted, and among 3Q/TMD, the Q1 and/or Q2 group. See Table 5.  

In the validity analysis of the screening questions in relation to a pain 

diagnosis, the sensitivity of any combinations of positive to the pain questions 

in 3Q/TMD, Q1 or Q2, was between 0.46 and 0.65. The specificity was 

between 0.91 and 0.98. The number of women having a TMJ dysfunctional 

diagnosis, such as disc displacement with reduction with intermittent locking 

and disc displacement without reduction with limited opening was  

five and,  therefore, the validity analysis of the Q3 question was not performed. 

In the validity analysis, the groups “TMD pain and headaches”, 14.6 %, and 

“Q1 and/or Q2”, 16.7 %, were regarded as comparable. The “Q1 and/or Q2” 

group in relation to “TMD pain and headaches”: sensitivity: 0.80,  

specificity: 0.98, see Table 5. 
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Table 5. Sensitivity, specificity, positive predictive values (PPV), negative predictive values 

(NPV), positive likelihood ratio and negative likelihood ratio, for the screening questions. 

Reference standard was 48 women in the DC/TMD pain diagnosis group. The table also shows 

the values for the “TMD pain and headaches group” in relation to the “Q1 and/or Q2” group.  

 

4.3 Clinical diagnosis of TMD. Paper II, IV 

Clinical TMD diagnoses, that is, signs of TMD, were obtained in Paper II and 

IV from women aged 38, 50 and 80 years. The groups with a pain diagnosis 

and a function diagnosis are shown in Table 6.  

The most frequent diagnosis among the middle-aged women was disc 

displacement with reduction, 24 %, while the most frequent diagnosis in the 

80-year-olds was DJD, 17 % (diagnosis IIIc in the RDC/TMD).  

A diagnosis of muscular origin was found in 16 % of the 38-year-olds,  

in 14 % of the 50-year-olds and in 20 % of the 80-year-olds. The 38-year-olds 

had lower proportions of DJD and arthralgia.  

The evaluated intensity of pain on the CPI had a higher mean value in  

the middle-aged women (51, SD 9) than in the 80-year-olds. Within the  

Sensitivity Specificity PPV NPV 

Positive 

likelihood 

ratio

Negative 

likelihood 

ratio

PPSWG 

TMD pain 0.35    0.98 0.85    0.86 22.6 0.66

n = 20 (0.22-0.49) (0.97-1.0) (0.69-1.0) (0.81-0.90) (6.9-73.8) (0.53-0.81)

TMD pain and 

headaches 0.52    0.95     0.71    0.89 7.6       0.56     

n = 35 (0.38-0.66) (0.92-0.98) (0.56-0.86) (0.84-0.93)  (5.1-19.2) (0.37-0.68)

3Q/TMD

Q1 and/or Q2 0.62    0.95    0.75    0.91    11.9      0.36   

n = 40 (0.49-0.76) (0.91-0.98) (0.62-0.88) (0.87-0.95) (6.3-22.7)  (0.27-0.57)

Reference standard: 48 women in the DC/TMD pain diagnosis group

TMD pain and 

headaches/
0,57 0.98 0.80 0.93 28.5 0.40

Q1 and/or Q2 (0.39-0.75) (0.97-1.0) (0.64-0.98) (0.88-0.98) (7.6-72.4) (0.27-0.53)

TMD pain and headaches in relation to Q1 and/or Q2

Values are given with 95% CI
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pain diagnosis group, the proportion with a CPI ≥ 50 was 58 %, 76 % and  

14 %, respectively, in the three age cohorts.  

In relation to the non-case group, the pain diagnosis groups had a lower mean 

opening capacity value; however, not significantly lower among the women 

aged 38 and 50 years. All middle-aged women with an opening capacity less 

than 40 mm had a pain diagnosis.  

There were no significant differences in proportions between men and women 

aged 80 years with regard to having any RDC/TMD diagnosis or having a pain 

diagnosis; however, a higher proportion of the elderly women had signs of 

DJD. 

 

 

 

 

 

 

 

 

 

Table 6. The pain diagnosis and function diagnosis groups in women, aged 38, 50 

and 80 years. The examination was performed according to the DC/TMD system in 

cohorts aged 38 and 50 years and according to the RDC/TMD in the 80-year-old 

cohort. 

 

4.4 Degenerative Joint Disorder. Paper II, III, IV 

To facilitate the reading of the following paragraph, the RDC/TMD diagnosis 

IIIc, osteoarthrosis, in Paper IV will be referred to as the degenerative joint 

disorder (DJD) diagnosis, almost similar to the DC/TMD diagnosis of DJD in 

Paper II.  

Kolumn1 38 years old 50 years old 80 years old

Participants (n) 104 135 48

Any diagnosis 43, 41.3 % 66, 48.9 % 20, 41.7 %

(31.9-50.8) (40.5-57.3) (27.7-55.6)

Pain diagnosis
1 19, 18.3 % 29, 21.5 % 11, 23.0 %

(10.9-25.7) (14.6-28.4) (11.0-34.8)

Function diagnosis
2 33, 31.9 % 51, 37.8 % 10, 20.8 %

(22.8-40.7) (29.6-46.0) (9.3-33.2)

Combined pain
1
 and function

2 

diagnosis 9, 8.6 % 14, 10.4 % 1, 2.1 %

(3.3-14.1) (5.2-15.5) (0-6.2)

Values are given with n, %, (95% CI)
1
Pain diagnoses are myalgia, myofascial pain, referred pain, arthralgia, arthritis.

2
Function diagnoses are disc displacement with  reduction, disc displacement without reduction,

degenerative joint disorder (DJD)/osteoarthrosis
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A clinical diagnosis of the non-painful diagnosis of DJD in Paper II and IV 

was found in 3 % of the 38-year-olds, 14 % of those aged 50 years and  

in 17 % of the 80-year-olds. When the clinical diagnosis among the women 

aged 80 years was supplemented with women with signs of radiographic 

condylar alteration (arthrosis group), their prevalence increased to 48 %.  

A clinical diagnosis of painful arthralgia or arthritis was found in 5 % of the 

38-year-olds, in 13 % of the 50-year-olds and in 4 % of the 80-year-olds.  

Radiographic findings of condylar alterations/DJD in Paper III were found 

in 18 % at the age of 38 years, 27 % at the age of 50 years and then gradually 

increasing. At ages older than 70 years, the prevalence was stable around 45 

%. Bilateral findings were uncommon. Flattening was the most prominent 

finding. Both flattening and osteophytes increased over the years while erosion 

was a rare finding. There was no difference in prevalence between the cohorts 

born at the beginning or in the middle of the century. The incidence rate 

between the examination years was between 15 and 24 % and was found to be 

highest around the age of 60.  

In the evaluation of the PAN radiographic method, the sensitivity was 0.59  

and the specificity was 0.91. The intrarater reliability of interpreting PAN was  

κ = 0.76 and the interrater reliability was κ = 0.63. 

4.5 Other health conditions. Paper I, IV  

Headache of any frequency was reported by 52.5 % of the 1059 women in 

Paper I, and 53 % of these women had headache once a month, the others more 

often. There was a significant relationship between reports of “any TMD 

symptom” and reports of headache.  

Oral health-related quality of life, reported in Paper I as the mean score on 

the OHIP-5, was found to be higher in the group with long-lasting severe 

orofacial pain than in the non-case group. The mean score was 4.5, SD = 3.8, 

effect size 0.46. The mean score on the OHIP-5 in the total group was 2.2 

(SD=2.5). In the five questions/items of the OHIP-5, the severe orofacial pain 

group had a greater proportion of the highest scores (3 or 4) than the non-case 

group. Figure 5 shows the proportion of women with high scores (3 or 4) on 

two or more of the five questions. In the regression analysis, the OHIP-5 

revealed a significant association with severe orofacial pain, with an OR of 1.2. 

Sense of coherence, the mean value on the SOC-13 score in Paper I, was found 

to be higher in the group with long-lasting severe orofacial pain. The mean 

score was 59, SD = 14.2, effect size 0.45. Figure 5 shows the proportion of 
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women with a score of ≤ 66 (the lowest third in the total group). These 

significantly different proportions are only presented here and not in Paper I. 

The mean score on the SOC-13 in the total group was 69.9 (SD = 12.1). In the 

regression analysis, SOC-13 revealed a significant association with severe 

orofacial pain, with an OR of 0.95. 

Anxiety, rated as the mean score on the HADS-A in Paper I, was found to be 

higher in the group with long-lasting severe orofacial pain. The mean score 

was 8.1, SD = 4.6, effect size 0.38. Figure 5 shows the proportion of women 

with signs of anxiety (score ≥ 8). The mean score on the HADS-A in the total 

group was 4.8 (SD=5.1). In the regression analysis, signs of anxiety were not 

significant in explaining the aspect of severe orofacial pain.  

Depression, rated as the mean score on the HADS-D in Paper I, was found to 

be higher in the group with long-lasting severe orofacial pain. The mean score 

was 5.8, SD = 4.2, effect size 0.39. In the regression analysis, women with 

signs of depression (score ≥ 8) were twice as likely as women without signs of 

depression to exhibit severe orofacial pain. Figure 5 shows the proportion of 

women with signs of depression. The mean score on the HADS-D in the total 

group was 3.1 (SD = 3.1). 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. Proportions of poor OHRQoL (score 3 or 4 on more than two items 

on the OHIP-5), low SOC (within the lowest tertile in the total group), signs of 

anxiety (HADS-A, score ≥ 8), and signs of depression (HADS-D, score ≥ 8) in 

Paper I, in 1059 middle-aged Swedish women in the total, non-case and severe 

orofacial pain group. 
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In the regression analysis in Paper I, the level of education, marital status, age 

and participation year were not significant in terms of explaining severe 

orofacial pain. The proportion of women in the total group with high education 

was 60 % with the highest numbers among the 38-year-olds in 2016. Of the 

women in Paper I, 48.8 % were living with a partner.  

Osteoporosis, signs of low BMD, in Paper IV was found in 47.6 % of the 

women aged 80 years, significantly more often than in men with 21.6 %. No 

association in relation with radiographic signs of DJD or clinical diagnoses of 

TMD was found. 
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5 Discussion 

The basis for this thesis was to report on findings of TMD in a population-

based female sample and the relationship with other conditions. The screening 

questions were designed with the intention to recognize individuals with 

different impact from pain. The different frequencies of reported TMD pain 

seemed to influence the accuracy between positive answers to the questions 

and a DC/TMD pain diagnosis.  

Findings of depression, low OHRQoL and low SOC scores were related to an 

elevated risk of experiencing severe orofacial pain. The pattern from prevalent 

frequent pain symptoms resembles other musculoskeletal pain conditions. 

Findings of anxiety did not result in an elevated risk of orofacial pain and this 

aspect may be a part of the psychological conditions leading to care-seeking 

behavior.  

TMD pain was reported in the screening questions by 10-16 % of the middle-

aged women. Middle-aged and elderly women had a clinical TMD diagnosis 

of the same degree, but the pain was regarded as milder in intensity by the 

elderly women.  

DJD in the TMJ and osteoporosis, two common conditions in older ages with 

approximately the same proportions, do not seem to have any relationship. 

Radiographic alterations in the TMJ gradually increased during adult life, with 

only one side affected in most cases. The incidence rate was highest in the 

older middle-aged women. 

5.1 Methodological considerations 

The systematic sampling method in the PPSWG is considered to be a good 

method. The participation rates in the studies up until 1992 were high. In the 

two latest studies, in 2004 and 2016, with the 38-year-old and 50-year-old 

cohorts, the participation rate has declined.  

Participation rate in epidemiological research in general are calculated to be 

40-60%, with these figures applying to dial surveys [170]. Therefore, the 

participation rate in the two surveys in 2004 and 2016 can be regarded as 

acceptable. In the PPSWG, the women are asked to attend at least half a day, 

plus the time required to fill out the questionnaires. There is no economic 

compensation, and this may influence the willingness to participate. On the 

other hand, the free health examination, including dental health, may be 

motivating. Also, many women appreciate the idea of contributing to 

knowledge about both health and illness. Lissner et al. have highlighted the 
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importance of home visits to the elderly cohorts to avoid non-participation 

among those with poor health [160]. This was also applied to the dental part of 

the PPSWG, with the consequence of there being no PANs for some subjects, 

although a clinical dental screening examination was performed.  

Cohorts of women aged 38 and 50 years may differ with regard to the 

menopause; hence, the pain experience may be decreased in the older cohort, 

as mentioned in the introduction about the relationship with hormonal effects. 

In the analyses in Paper I and II, there were no such differences, the 50-year-

olds reported more symptoms, although not significantly more, than the 38-

year-old women. In 1992, 15 % of the 50-year-old women had experienced the 

menopause, but this analysis remains to be performed in the 2004 and 2016 

surveys. The menopausal age in cohorts with a high proportion of women with 

earlier or active hormonal therapy is unclear. There seems to be a trend of 

increasing menopausal age [171]. Furthermore, in Sweden, a woman aged 50 

years, just as a woman aged 38, may perceive work-related stress with high 

mental demands on time and with responsibility for children under 18 [172].  

The chosen criteria for the severe orofacial pain group reported in Paper I were 

in line with the aim to find the subjects with a pain experience that probably 

influenced their life. To find high-impact pain cases in epidemiological studies, 

many factors have to be considered, especially when choosing psychometric 

tests, screening questions and whether a clinical examination should be 

performed or not [173]. The criteria for choosing the rating ≥ 40 on NRS aimed 

at catching the expression “moderate to severe pain”. If the 0-100 NRS is 

divided into 3, 4 or 5 categories instead of a continuous scale, the NRS 40 

excludes the lower categories ones and catch the higher ones [174-176]. Within 

the field of TMD, von Korff´s graded chronic pain scale (GCPS) is widely used 

and the included CPI uses 50 as the distinction between grade I and II, whereas 

others have considered using ≥ 30 [145, 167, 174].  

The radiographic method with panoramic radiographs has obvious drawbacks. 

Only condylar changes can be evaluated with any confidence and with good 

specificity but low sensitivity. The temporal components are assessed with 

insufficient accuracy. In diagnosing DJD, the reference standard is usually CT 

and signs of DJD are flattening, osteophytes and erosion. In the definition of 

DJD/OA, especially of the knee, Kellgren’s definitions are often used [108]. 

There are no clear definitions of the noted alterations in the shape of the TMJ, 

but remodeling is seen, in part, as a result of normal function [118]. The 

discussion about the best or acceptable technique and criteria is ongoing. When 

studying a PAN, due to the low sensitivity, it is not possible to distinguish 

between remodeling and more definite signs of DJD. There are ethical 

considerations with the radiation dose if CT is used in a population-based 



Temporomandibular disorders in women 

38 

sample [120]. In an epidemiological survey there are also practical and 

economic issues that could favor PAN. Generally, when studying the 

prevalence of DJD in other joints in the body, radiographic changes are 

reported. If a clinical examination is added, the aim is to report the difference 

in prevalence between painful and not painful joint signs. 

5.2 Assessment and prevalence of TMD 

The validity analysis showed that reports of TMD pain in two different sets of 

screening questions could be regarded as being accurate in relation to the 

reference standard. The analysis was positive, both with regard to the questions 

formulated earlier (PPSWG), and those formulated more recently (3Q/TMD). 

The prevalence of TMD pain in middle-aged women could be estimated 

to be 14 - 16 %.  

The analysis showed an acceptable probability that a pain diagnosis was not 

present when the answer to the pain questions was negative. There was high 

specificity and a high NPV but a moderately low negative likelihood ratio. The 

probability that a pain diagnosis was present when the answer to the pain 

question was positive was regarded as acceptable. The PPV and the positive 

likelihood ratio were high, even though the sensitivity was low.  

When comparing the two sets of questions about TMD-related pain, the 

PPSWG questions are more detailed, with five questions instead of two and 

with more choices than the 3Q/TMD. For this reason, they are more difficult 

to comprehend and analyze. Other epidemiological screening instruments, 

with more questions, mix questions about pain, function and impact from 

behavior [45, 146]. Another alternative is to choose a single question, as in the 

large US study published in 2008; however, the Pain Screener with high 

sensitivity recommends a minimum of three questions [144, 147]. 

In recent population-based studies from Sweden and Finland, positive answers 

to Q1 and/or Q2 from middle-aged women are reported with a prevalence of 

15 % and 25 %, respectively [73, 177]. The studies by Lövgren et al., regarding 

the validity analysis of the 3Q/TMD, report findings similar to those in the 

present study [178].  

TMD include functional disturbances and not only pain. This includes noise 

from the TMJ during jaw movement, such as clicking and crepitation. TMD 

also cover conditions that hamper jaw function. To identify those conditions, 

questions other than pain-related are required. The Q3 in the 3Q/TMD is 

constructed by experts in the field, and the intention of Q3 was to find subjects 

with intermittent or definite TMJ locking. In Paper II, the validity analysis of 
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Q3 could not be performed, since there were few women with these TMJ 

dysfunctions. The women with positive answers to Q3, most of them 50-year-

olds, referred to functional limitation, but its nature is unknown.  

The findings of radiographic alterations as signs of DJD in the longitudinal 

Paper III increased with age; one in five at ages around 40 years and two in 

five at ages around 60, where the highest incidence was found. This is in line 

with earlier findings, both in other joints and regarding the TMJ [179]. The 

underlying reasons for DJD is unknown, since it is not an inflammatory 

disorder. It could be speculated that findings of DJD in the younger cohorts 

could be caused by other mechanisms than in older ages. In the reported 

suggestions for criteria for DJD by Ahmad et al., remodeling is regarded as a 

reaction to normal function or age but due to the low sensitivity of a PAN, this 

will probably not be shown [118].  

The findings in Paper IV, that the prevalence of DJD increased when a 

radiographic analysis completed the clinical diagnosis, is in line with other 

findings [117]. The radiographic evaluations were considered to be performed 

with acceptable reliability and validity.  

There are reasons to believe that the TMD clinical examinations were made 

with sufficient stringency. Using RDC/TMD criteria, as in Paper IV, intra-

examiner reliability is regarded as adequate [180]. The DC/TMD was chosen 

in Paper II due its reported reliability and validity for the most common TMD 

diagnoses. It was considered that the DC/TMD could be used as the reference 

standard also for the criterion validity analysis since the system is structured in 

detail [72].  

Among the 20 % with a pain diagnosis, myalgia was the most common, with 

elderly women reporting less impact. As mentioned in Paper II, other studies 

with reports by middle-aged women have a slightly lower prevalence but a 

tendency of increasing awareness of the jaw system over time [47, 73, 74, 145]. 

Chronic pain is common in elderly, but TMD in the elderly seem to be a minor 

issue [37, 181-183]. As mentioned, this may reflect an increased coping ability 

with age. Additionally, it could reflect the effect of changed hormonal levels 

in women after the menopause, since, in this study, there were no gender 

difference regarding TMD diagnoses. The diagnosis of muscular pain in the 

elderly would probably have had a lower reported prevalence if the women had 

been examined in the DC/TMD system instead of the RDC/TMD.  

Based on the findings from all three clinically examined age groups, it seems 

that an opening capacity below 40 mm is related to a pain diagnosis. The 

diagnoses of DJD and arthralgia differed between the 38, 50 and 80-year-old 

women. The escalated prevalence of arthralgia among the 50-year-olds, as a 
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sign of possible ongoing formation of DJD, is in line with other studies in 

relation to incidence age as well as increasing findings of DJD with age [46, 

117, 184, 185]. 

5.3 Psychological and other health aspects 

The observed prevalence of TMD and orofacial pain among the women can be 

related to biological, psychological and social factors [60]. The biological 

factors, as discussed earlier, are genetic variations and hormonal  

factors [62, 186]. The social context and general health status may contribute 

to both TMD and related psychological distress [59,162]. This could affect the 

treatment of persons with these conditions [28, 187]. The findings in Paper I 

indicate that women with orofacial pain and HADS scores pointing to signs of 

anxiety or depression and the SOC score had a significant relationship. 

However, the effect sizes showed low-to-moderate strength. Findings from the 

regression analysis regarding the severe orofacial pain group were that signs 

of anxiety were not significant, in contrast to the OHIP score, the SOC  

score and signs of depression. The relationship between pain and  

psychological distress, such as anxiety and depression, is  

bi-directional. Psychological distress is a risk factor for experiencing pain and 

pain is a risk factor for psychological distress [188-190]. Treating one of these 

conditions may contribute to milder symptoms in the other. On the other hand, 

it is found that depression can influence the outcome of the  

treatment [33, 188, 189]. Knowing the patient and the different psychological 

factors provides an opportunity to customize the treatment [28, 191].  

As previously found, catastrophizing and somatization are high-risk conditions 

to experience chronic pain [24, 34, 64, 192]. If treatment could be addressed 

to the probable cause of pain, together with the apparently most severely 

affected psychological dimension in a personalized way, the improvement in 

quality of life, could perhaps be even greater [28, 68, 193]. Pain is one of the 

most frequent symptoms in care-seeking for TMD and impacts QoL 

negatively [6, 8, 46]. Pain intensity is recognized as one of the dominant factors 

and in most circumstances, its assessment relies primarily on the patient’s self-

reporting, as in the NRS and CPI. It is difficult to capture what constitutes 

meaningful improvement of pain to an individual patient and it is not known 

what the “clinically most significant” reduction in pain relief among TMD 

patients is. The most frequently reported outcome of relief in musculoskeletal 

pain is suggested to be a reduction ≥ 2 points on a 0-10 scale, or a 33-37 % 

overall reduction in pain intensity [194, 195]. The setting up of the severe 

orofacial pain group in Paper I aimed at capturing the women with moderate 

and severe chronic pain and the mean values on the NRS were 60. On the other 

hand, the mean value in the subsample from 2016 in Paper II with broader 
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inclusion criteria was 51. This relatively small difference in evaluated mean 

intensity between the groups could be an indication that a middle-aged woman 

recognizes (frequent) pain only when it is of high intensity. The pain intensity 

among younger women is unknown.  

The severe orofacial pain group in Paper I had an association with depression 

and low SOC scores. The salutogenic perspective (measured by SOC) refers to 

the use of general resilience and encouraging measures to gain and preserve 

good health [100]. Among middle-aged women, a stronger SOC was related to 

a lower risk of severe orofacial pain. It is possible to speculate that lower SOC 

scores reflect difficulties to cope successfully with pain and that higher SOC 

scores reflect a strength to cope with threats and stressors rather than problems 

and illness. There are no guidelines for the interpretation of the individual’s 

SOC level and SOC is formed by life experiences [95, 100]. Interventions to 

decrease depression and anxiety or increase coping ability may be seen as a 

good health investment [35]. As shown in Paper I, the association between 

orofacial pain and psychological distress in the population is similar to that in 

comparable clinical groups [7, 92, 196]. The aspect of signs of anxiety did not 

have a significant relation with orofacial pain in the regression analysis and 

this feature might be linked to care-seeking behavior.  

Orofacial pain was found to affect OHRQoL, independently of socioeconomic 

factors. Reports have found that both the OHIP 5 and the OHIP 14 cover the 

aspects of OHRQoL in TMD equally well [5, 85]. It is of value to report further 

on the associations between TMD and OHRQoL in population-based studies 

[78]. Moreover, van der Meulen et al. reported that OHIP 14 was the version 

to be applied in TMD cases, but recommended more research [87]. In view of 

the burden of questions in the PPSWG—127 questions about oral health with 

the addition of others in the medical part—the shorter OHIP-5 version was 

preferred.  

After whole-body BMD measurements for signs of osteoporosis and crude 

radiographic evaluations of the condyles for signs of DJD, no association could 

be found. The clinical TMD examinations did not indicate a correlation either. 

These findings are in line with the hypothesis and also with the results from 

general studies of the relationship between osteoporosis and DJD [127]. The 

study by Klemetti et al., relating to clinical diagnoses of orofacial pain and 

levels of bone density found no associations either [138]. The findings of 

osteoporosis/osteopenia in 46 % of the elderly women were in line with the 

expected prevalence at this age [123]. 
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5.4 Limitations and strengths.  

A limitation of this thesis is that the observations are limited to women of this 

age in Sweden. Furthermore, due to the cross-sectional design, the associations 

cannot be seen as causal. In Paper I, II and IV, pain from other conditions were 

not controlled for. If the results are generalized to other groups, caution must 

be observed. In Paper I, it may be speculated that the effect of socioeconomic 

status has been underestimated [13]. However, with respect to age and gender, 

the prevalence of psychological distress in the group of 1059 women was 

similar to that in other epidemiological studies.  In the subsample in Paper II, 

the PPSWG questionnaire was answered separately but the 3Q/TMD and 

DC/TMD examination were performed verbally. The three different, yet 

related sets of questions, followed one another in a rather limited timespan. 

This may have led to an increasing focus on facial pain among the women and, 

hence, impacted the prevalence of positive findings in the study [197].  

Defining alterations in the TMJ with PAN, as in Paper III and IV, is not the 

recommended method, as stated earlier. On the other hand, it is unlikely that a 

population-based study would get ethical approval to perform CT, in view of 

the large and repeated number of evaluated (healthy) TMJs. In Paper IV, the 

frequencies of the conditions of osteoporosis and osteoarthrosis, were 

considered to be high enough to indicate a statistical power in the whole group 

of men and women, even though there was a risk of type II errors. The BMD 

examination was performed with other medical considerations but with a 

random selection of the participants in the H70.   

A positive characteristic of the studies was that the PPSWG did not focus on 

TMD, as the surveys are population-based with the main focus on health. There 

were moderate to high participation rates in addition to the systematic random 

selection of a large number of women. Moreover, the cross-sectional design 

was repeated over a long time period. 
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6 Conclusion 

The overall conclusion of this thesis is that TMD pain was found in 15 % of 

a representative sample of women aged 38 and 50 years. More frequent and 

intense orofacial pain was reported by 8 % of the women. A clinical diagnosis 

of TMD pain was found in 20 % of the women aged 38, 50 and 80 years. The 

elderly rated a lower pain intensity. The proportion of a clinical diagnosis of 

DJD was lower than the findings of radiographic alterations. Screening 

questions aimed at finding subjects with TMD pain in epidemiological surveys 

were found to have sufficient accuracy. Orofacial pain was associated with 

more signs of psychological distress and a poorer oral health-related quality of 

life. TMD and osteoporosis do not appear to be associated.  

Paper I. Orofacial pain was associated with poorer OHRQoL and signs of 

psychological distress. In interpreting the value of the SOC, women with 

orofacial pain also appear to have a poorer adaptive capacity. The aspect of 

anxiety may be linked to care-seeking behaviour.  

Paper II. Positive answers to screening questions about TMD-related pain in 

questionnaires and in the 3Q/TMD were indicative of a pain diagnosis from 

the DC/TMD system in middle-aged women.  

Paper III. The prevalence of radiographic signs of DJD in the TMJ evaluated 

on PAN, including remodeling, increases substantially with age. Around one 

in five middle-aged women and almost every second woman of older age had 

some radiographic alteration in the TMJ. The highest proportion with new 

findings of OA was found among older middle-aged women.  

Paper IV. The prevalence of osteopenia/osteoporosis does not appear to be of 

importance for radiological or clinical findings of DJD in the TMJ.   
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7 Future perspectives 

Further investigations of these cohorts of women could elucidate additional 

secular trends in TMD symptoms as well as in the other psychometric 

instruments.  

A longitudinal study of the reported pain and the possible relationship with the 

menopause would provide new insights. In epidemiological research, reports 

are often performed on cohorts of 10 years, starting at 20 years of age. A 

conclusion to be made in relation to the menopausal age is that the reports on 

the women could benefit from another breakdown age. The ages before and 

after 55 might be a better choice in order to show the possible age differences 

related to the menopausal age in women.  

Further research on the prevalence and criteria of DJD, as well as the 

underlying reasons, is important.  

A discussion about the preferred information to be obtained about TMD in 

epidemiological research is also important. What do we want to know about 

function and how do we ask about that? TMD pain is obviously one of the most 

important parts. It appears that positive answers in the 3Q/TMD Q1 and/or Q2, 

completed with an evaluation on a 0-10 NRS, may be a suitable combination 

of questions in large epidemiological surveys.  

Further analysis of OHRQoL is important. The dichotomized value could 

perhaps be used in evaluating TMD treatment outcome. How does OHRQoL 

change in a longitudinal analysis of TMD?   

 

 



 

45 

Acknowledgement 

Firstly, my sincere gratitude to all the participants in the population studies. 

Without you and your contributions, this thesis would not have been possible. 

I particularly wish to convey my sincere and deepest thanks to my head 

supervisor and co-author, associate professor Lars Dahlström, who believed in 

me and my capability. You have encouraged, introduced and guided me 

through different aspects of research, and you have always, with kindness and 

patience, found a way in times of doubt.  

Thank you everyone who made this possible for me, and to everyone who has 

supported me.  

Professor Magnus Hakeberg, my co-supervisor and co-author, who has 

encouraged me and shared his great knowledge of research, epidemiology and 

statistics. There is always a solution and positive thinking.  

Associate Professor Margareta Ahlqwist, my co-author, who guided me and 

supported the interpretation of the radiographs, always with a good mood.  

Professor Ulla Wide, my co-author, who has shared her expertise in the field 

of psychology and contributed with valuable comments on research, given with 

kind support, encouragement and profound knowledge.  

Professor Cecilia Björkelund and Associate professor Dominique Hange, my 

co-authors, who have encouraged me and contributed with different medical 

aspects on the data from the population studies.  

All my past and present colleagues in our doctoral room (“the compartment of 

joy and sighs”); the interesting discussions, the laughter and the air of support 

in there is great.  

All my colleagues in the specialist clinics of orofacial pain and jaw function, 

in Västra Götaland, but especially in Gothenburg. I am thankful and really 

appreciate your support and having been given this opportunity. To all my 

colleagues, past and present, thank you for your encouragement and your 

pushes forward towards improved knowledge and understanding of the aspects 

of TMD and orofacial pain. 



Temporomandibular disorders in women 

46 

Birgitta Ahlström, always positive and patient, who helped me with tables, 

figures, posters and administration.  

Anna Truedsson; without you, our friendship, and your invaluable, never-

ending support, I don´t think this thesis work would have been finished. 

Special thanks go to Harriet Borgman and Cecilia Ödman Bresin, for your 

comprehensive knowledge about how to cheer me up and help me. Charlotte 

Andrén Andås, thank you for the reading, your kind comments and the 

“thumbs up”.  

To all my family and all my friends, you are so important in my life. Thank 

you for the joy, support, companionship and adventure.  

To Gustav and Sofia, my wonderful children. Nothing else matters in the end. 

Thank you for believing in me, for understanding, for your love and 

acceptance.  

To Peter, my husband and best friend. This thesis work has lasted as long as 

our life together, but our journey will last “for-ever”. Thank you for always 

being supportive and loving. 

 

The paper works were supported by 

 

 The Public Dental Service, Västra Götaland Region. 

 The Local Research and Development Board for Gothenburg 

and South Bohuslän. 

 The Institution of Odontology, Sahlgrenska Academy, 

University of Gothenburg 

 

 

 

 



 

47 

References 

1 Treede RD, Rief W, Barke A, et al. Chronic pain as a symptom or a disease: the IASP 

Classification of Chronic Pain for the International Classification of Diseases (ICD-11). 

Pain. 2019 Jan;160(1):19-27.  

2. Glick M, Williams DM, Kleinman DV, et al. A new definition for oral health developed 

by the FDI World Dental Federation opens the door to a universal definition of oral 

health. Br Dent J. 2016 Dec 16;221(12):792-793. 

3. Organzation WHO. General Health definition. https://www.who.int/about/who-we-

are/frequently-asked-questions.  

4. Dahlstrom L, Carlsson GE. Temporomandibular disorders and oral health-related 

quality of life. A systematic review. Acta Odontol Scand. 2010 Mar;68(2):80-5.  

5. John MT, Reissmann DR, Schierz O, et al. Oral health-related quality of life in patients 

with temporomandibular disorders. J Orofac Pain. 2007 Winter;21(1):46-54.  

6. Miettinen O, Lahti S, Sipila K. Psychosocial aspects of temporomandibular disorders 

and oral health-related quality-of-life. Acta Odontol Scand. 2012 Jul;70(4):331-6.  

7. Canales GT, Guarda-Nardini L, Rizzatti-Barbosa CM, et al. Distribution of depression, 

somatization and pain-related impairment in patients with chronic 

temporomandibular disorders. Journal of applied oral science : revista FOB. 2019 Jan 

7;27.  

8. Manfredini D, Guarda-Nardini L, Winocur E, et al. Research diagnostic criteria for 

temporomandibular disorders: a systematic review of axis I epidemiologic findings. 

Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2011 Oct;112(4):453-62. 

9. Organization. WHO. Epidemiology definition. Available at: 

http://www.who.int/topics/epidemiology/en/.  

10. Rothman KJ. Epidemiology An Introduction. 2nd ed. Oxford:  University press; 2012.  

11. Altman DG. Statistics with confidence : confidence intervals and statistical guidelines. 

2. ed. London : BMJ Books; 2000.  

12. Marmot M. Social justice, epidemiology and health inequalities. Eur J Epidemiol. 

2017 Jul;32(7):537-546. 

13. Phillips SP, Hammarstrom A. Relative health effects of education, socioeconomic 

status and domestic gender inequity in Sweden: a cohort study. PLoS One. 2011;6(6). 

14. Muntaner C, Borrell C, Vanroelen C, et al. Employment relations, social class and 

health: a review and analysis of conceptual and measurement alternatives. Soc Sci 

Med. 2010 Dec;71(12):2130-40. 

15. Galobardes B, Shaw M, Lawlor DA, et al. Indicators of socioeconomic position (part 

1). J Epidemiol Community Health. 2006 Jan;60(1):7-12.  

16. Oskarsson M. Att koda klass. Valundersökningarnas klasschema jämfört med 

European Socio-economic Classification (ESeC). Statsvetenskapliga institutionen 

Göteborgs Universitet; 2007. Swedish. 

17. LeResche L. Epidemiology of temporomandibular disorders: implications for the 

investigation of etiologic factors. Crit Rev Oral Biol Med. 1997;8(3):291-305.  

18. Palla S, Farella M. External validity: a forgotten issue? J Orofac Pain. 2009 

Fall;23(4):297-8.  



Temporomandibular disorders in women 

48 

19. Okeson JP, de Leeuw R. Differential diagnosis of temporomandibular disorders and 

other orofacial pain disorders. Dent Clin North Am. 2011 Jan;55(1):105-20.  

20. De Leeuw R. Orofacial Pain: Guidelines for Assessment, Diagnosis, and Management. 

6th ed. 2018. 

21. Dworkin SF. The OPPERA study: Act One. J Pain. 2011 Nov;12(11 Suppl):T1-3. 

22. Pain. IAftSo. Taxonomy of pain. Available from: http://www.iasp-pain.org/Taxonomy 

- Pain.  

23. Benoliel R, Svensson P, Evers S, et al. The IASP classification of chronic pain for ICD-

11: chronic secondary headache or orofacial pain. Pain. 2019 Jan;160(1):60-68.  

24. Burke AL, Mathias JL, Denson LA. Psychological functioning of people living with 

chronic pain: a meta-analytic review. Br J Clin Psychol. 2015 Sep;54(3):345-60.  

25. Woolf AD, Pfleger B. Burden of major musculoskeletal conditions. Bull World Health 

Organ. 2003;81(9):646-56.  

26. Bongers PM, Ijmker S, van den Heuvel S, et al. Epidemiology of work related neck and 

upper limb problems: psychosocial and personal risk factors (part I) and effective 

interventions from a bio behavioural perspective (part II). Journal of occupational 

rehabilitation. 2006 Sep;16(3):279-302. 

27. Breivik H, Collett B, Ventafridda V, et al. Survey of chronic pain in Europe: prevalence, 

impact on daily life, and treatment. Eur J Pain. 2006 May;10(4):287-333.  

28. Malfliet A, Ickmans K, Huysmans E, et al. Best Evidence Rehabilitation for Chronic 

Pain Part 3: Low Back Pain. Journal of clinical medicine. 2019 Jul 19;8(7).  

29. Fillingim RB, Ohrbach R, Greenspan JD, et al. Psychological factors associated with 

development of TMD: the OPPERA prospective cohort study. J Pain. 2013 Dec;14(12 

Suppl):T75-90. 

30. Edwards RR, Dworkin RH, Sullivan MD, et al. The Role of Psychosocial Processes in 

the Development and Maintenance of Chronic Pain. J Pain. 2016 Sep;17(9 

Suppl):T70-92.  

31. Woolf CJ, Salter MW. Neuronal plasticity: increasing the gain in pain. Science. 2000 

Jun 9;288(5472):1765-9.  

32. Clark J, Nijs J, Yeowell G, et al. What Are the Predictors of Altered Central Pain 

Modulation in Chronic Musculoskeletal Pain Populations? A Systematic Review. Pain 

physician. 2017 Sep;20(6):487-500.  

33. Harper DE, Schrepf A, Clauw DJ. Pain Mechanisms and Centralized Pain in 

Temporomandibular Disorders. J Dent Res. 2016 Sep;95(10):1102-8.  

34. Aaseth K, Grande RB, Leiknes KA, et al. Personality traits and psychological distress 

in persons with chronic tension-type headache. The Akershus study of chronic 

headache. Acta Neurol Scand. 2011 Dec;124(6):375-82. 

35. Westman AE, Boersma K, Leppert J, et al. Fear-avoidance beliefs, catastrophizing, 

and distress: a longitudinal subgroup analysis on patients with musculoskeletal pain. 

Clin J Pain. 2011 Sep;27(7):567-77. 

36. Dao TT, LeResche L. Gender differences in pain. J Orofac Pain. 2000 

Summer;14(3):169-84; discussion 184-95.  

37. Guarda-Nardini L, Piccotti F, Mogno G, et al. Age-related differences in 

temporomandibular disorder diagnoses. Cranio. 2012 Apr;30(2):103-9.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Fear-avoidance+beliefs%2C+catastrophizing%2C+and+distress%3A+a+longitudinal+subgroup+analysis+on+patients+with+musculoskeletal+pain.


 

49 

38. Bartley EJ, Fillingim RB. Sex differences in pain: a brief review of clinical and 

experimental findings. Br J Anaesth. 2013 Jul;111(1):52-8.  

39. Amandusson A, Blomqvist A. Estrogenic influences in pain processing. Front 

Neuroendocrinol. 2013 Oct;34(4):329-49.  

40. Malfliet A, De Pauw R, Kregel J, et al. Gender Differences in the Association of Brain 

Gray Matter and Pain-Related Psychosocial Characteristics. Pain physician. 2019 

May;22(3):E191-e203.  

41. Messing K, Stock SR, Tissot F. Should studies of risk factors for musculoskeletal 

disorders be stratified by gender? Lessons from the 1998 Quebec Health and Social 

Survey. Scand J Work Environ Health. 2009 Mar;35(2):96-112.  

42. Schiffman E, Ohrbach R, Truelove E, et al. Diagnostic Criteria for Temporomandibular 

Disorders (DC/TMD) for Clinical and Research Applications: recommendations of the 

International RDC/TMD Consortium Network* and Orofacial Pain Special Interest 

Groupdagger. Journal of oral & facial pain and headache. 2014 Winter;28(1):6-27.  

43. Lipton JA, Ship JA, Larach-Robinson D. Estimated prevalence and distribution of 

reported orofacial pain in the United States. J Am Dent Assoc. 1993 Oct;124(10):115-

21.  

44. Goulet JP, Lavigne GJ, Lund JP. Jaw pain prevalence among French-speaking 

Canadians in Quebec and related symptoms of temporomandibular disorders. J Dent 

Res. 1995 Nov;74(11):1738-44.  

45. Macfarlane TV, Blinkhorn AS, Davies RM, et al. Oro-facial pain in the community: 

prevalence and associated impact. Community Dent Oral Epidemiol. 2002 

Feb;30(1):52-60. 

46. List T, Dworkin SF. Comparing TMD diagnoses and clinical findings at Swedish and US 

TMD centers using research diagnostic criteria for temporomandibular disorders. J 

Orofac Pain. 1996 Summer;10(3):240-53.  

47. Kohler AA, Hugoson A, Magnusson T. Clinical signs indicative of temporomandibular 

disorders in adults: time trends and associated factors. Swed Dent J. 2013;37(1):1-

11.  

48. Slade GD, Ohrbach R, Greenspan JD, et al. Painful Temporomandibular Disorder: 

Decade of Discovery from OPPERA Studies. J Dent Res. 2016 Sep;95(10):1084-92.  

49. Nilsson IM, List T, Drangsholt M. Prevalence of temporomandibular pain and 

subsequent dental treatment in Swedish adolescents. J Orofac Pain. 2005 

Spring;19(2):144-50.  

50. LeResche L, Mancl LA, Drangsholt MT, et al. Predictors of onset of facial pain and 

temporomandibular disorders in early adolescence. Pain. 2007 Jun;129(3):269-78. 

51. Anastassaki A, Magnusson T. Patients referred to a specialist clinic because of 

suspected temporomandibular disorders: a survey of 3194 patients in respect of 

diagnoses, treatments, and treatment outcome. Acta Odontol Scand. 2004 

Aug;62(4):183-92.  

52. Rammelsberg P, LeResche L, Dworkin S, et al. Longitudinal outcome of 

temporomandibular disorders: a 5-year epidemiologic study of muscle disorders 

defined by research diagnostic criteria for temporomandibular disorders. J Orofac 

Pain. 2003 Winter;17(1):9-20.  



Temporomandibular disorders in women 

50 

53. Slade GD, Fillingim RB, Sanders AE, et al. Summary of findings from the OPPERA 

prospective cohort study of incidence of first-onset temporomandibular disorder: 

implications and future directions. J Pain. 2013 Dec;14(12 Suppl):T116-24.  

54. Nilsson IM. Reliability, validity, incidence and impact of temporormandibular pain 

disorders in adolescents. Swed Dent J Suppl. 2007 (183):7-86.  

55. Wanman A. Craniomandibular disorders in adolescents. A longitudinal study in an 

urban Swedish population. Swed Dent J Suppl. 1987;44:1-61.  

56. Magnusson T, Egermark I, Carlsson GE. A longitudinal epidemiologic study of signs 

and symptoms of temporomandibular disorders from 15 to 35 years of age. J Orofac 

Pain. 2000 Fall;14(4):310-9.  

57. Ohrbach R, Dworkin SF. Five-year outcomes in TMD: relationship of changes in pain 

to changes in physical and psychological variables. Pain. 1998 Feb;74(2-3):315-26.  

58. Yap AU, Dworkin SF, Chua EK, et al. Prevalence of temporomandibular disorder 

subtypes, psychologic distress, and psychosocial dysfunction in Asian patients. J 

Orofac Pain. 2003 Winter;17(1):21-8.  

59. Sanders AE, Slade GD, Bair E, et al. General health status and incidence of first-onset 

temporomandibular disorder: the OPPERA prospective cohort study. J Pain. 2013 

Dec;14(12 Suppl):T51-62.  

60. Suvinen TI, Reade PC, Kemppainen P, et al. Review of aetiological concepts of 

temporomandibular pain disorders: towards a biopsychosocial model for integration 

of physical disorder factors with psychological and psychosocial illness impact 

factors. Eur J Pain. 2005 Dec;9(6):613-33.  

61. John MT, Miglioretti DL, LeResche L, et al. Widespread pain as a risk factor for 

dysfunctional temporomandibular disorder pain. Pain. 2003 Apr;102(3):257-63.  

62. Melis M, Di Giosia M. The role of genetic factors in the etiology of 

temporomandibular disorders: a review. Cranio. 2016 Jan;34(1):43-51.  

63. Raphael KG, Janal MN, Sirois DA, et al. Masticatory muscle sleep background 

electromyographic activity is elevated in myofascial temporomandibular disorder 

patients. J Oral Rehabil. 2013 Dec;40(12):883-91.  

64. Fillingim RB, Slade GD, Greenspan JD, et al. Long-term changes in biopsychosocial 

characteristics related to temporomandibular disorder: findings from the OPPERA 

study. Pain. 2018 Nov;159(11):2403-2413.  

65. Helenius LM, Hallikainen D, Helenius I, et al. Clinical and radiographic findings of the 

temporomandibular joint in patients with various rheumatic diseases. A case-control 

study. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2005 Apr;99(4):455-63.  

66. Auerbach SM, Laskin DM, Frantsve LM, et al. Depression, pain, exposure to stressful 

life events, and long-term outcomes in temporomandibular disorder patients. J Oral 

Maxillofac Surg. 2001 Jun;59(6):628-33; discussion 634.  

67. Reissmann DR, John MT, Wassell RW, et al. Psychosocial profiles of diagnostic 

subgroups of temporomandibular disorder patients. Eur J Oral Sci. 2008 

Jun;116(3):237-44.  

68. Greene CS, Hylander WL, Laskin DM. Temporomandibular disorders : an evidence-

based approach to diagnosis and treatment. Chicago ; London: Quintessence Pub; 

2006.  

 



 

51 

69. Ohrbach R, Fillingim RB, Mulkey F, et al. Clinical findings and pain symptoms as 

potential risk factors for chronic TMD: descriptive data and empirically identified 

domains from the OPPERA case-control study. J Pain. 2011 Nov;12(11 Suppl):T27-45.  

70. Dworkin SF, LeResche L. Research diagnostic criteria for temporomandibular 

disorders: review, criteria, examinations and specifications, critique. J Craniomandib 

Disord. 1992 Fall;6(4):301-55.  

71. Peck CC, Goulet JP, Lobbezoo F, et al. Expanding the taxonomy of the diagnostic 

criteria for temporomandibular disorders. J Oral Rehabil. 2014 Jan;41(1):2-23. 

72. Schiffman E, Ohrbach R. Executive summary of the Diagnostic Criteria for 

Temporomandibular Disorders for clinical and research applications. J Am Dent 

Assoc. 2016 Jun;147(6):438-45.  

73. Jussila P, Kiviahde H, Napankangas R, et al. Prevalence of Temporomandibular 

Disorders in the Northern Finland Birth Cohort 1966. Journal of oral & facial pain and 

headache. 2017 Spring;31(2):159-164.  

74. Rantala MA, Ahlberg J, Suvinen TI, et al. Symptoms, signs, and clinical diagnoses 

according to the research diagnostic criteria for temporomandibular disorders 

among Finnish multiprofessional media personnel. J Orofac Pain. 2003 

Fall;17(4):311-6.  

75. organization WHO. Quality of life; Definition Quality of life. 

https://www.who.int/healthinfo/survey/whoqol-qualityoflife/en/. 

76. Anderson KL, Burckhardt CS. Conceptualization and measurement of quality of life as 

an outcome variable for health care intervention and research. J Adv Nurs. 1999 

Feb;29(2):298-306.  

77. Allison PJ, Locker D, Feine JS. Quality of life: a dynamic construct. Soc Sci Med. 1997 

Jul;45(2):221-30.  

78. Locker D, Allen F. What do measures of 'oral health-related quality of life' measure? 

Community Dent Oral Epidemiol. 2007 Dec;35(6):401-11.  

79. Sischo L, Broder HL. Oral health-related quality of life: what, why, how, and future 

implications. J Dent Res. 2011 Nov;90(11):1264-70.  

80. John MT, Feuerstahler L, Waller N, et al. Confirmatory factor analysis of the Oral 

Health Impact Profile. J Oral Rehabil. 2014 Sep;41(9):644-52. 

81. Slade GD, Spencer AJ. Development and evaluation of the Oral Health Impact Profile. 

Community Dent Health. 1994 Mar;11(1):3-11.  

82. Locker D. Measuring oral health: a conceptual framework. Community Dent Health. 

1988 Mar;5(1):3-18. 

83. Slade GD. Derivation and validation of a short-form oral health impact profile. 

Community Dent Oral Epidemiol. 1997 Aug;25(4):284-90.  

84. Larsson P, List T, Lundstrom I, et al. Reliability and validity of a Swedish version of the 

Oral Health Impact Profile (OHIP-S). Acta Odontol Scand. 2004 Jun;62(3):147-52.  

85. John MT, Miglioretti DL, LeResche L, et al. German short forms of the Oral Health 

Impact Profile. Community Dent Oral Epidemiol. 2006 Aug;34(4):277-88.  

86. Naik A, John MT, Kohli N, et al. Validation of the English-language version of 5-item 

Oral Health Impact Profile. Journal of prosthodontic research. 2016 Apr;60(2):85-91.  

87. van der Meulen MJ, John MT, Naeije M, et al. Developing abbreviated OHIP versions 

for use with TMD patients. J Oral Rehabil. 2012 Jan;39(1):18-27.  

https://www.who.int/healthinfo/survey/whoqol-qualityoflife/en/


Temporomandibular disorders in women 

52 

88. Gerritsen AE, Allen PF, Witter DJ, et al. Tooth loss and oral health-related quality of 

life: a systematic review and meta-analysis. Health and quality of life outcomes. 2010 

Nov 5;8:126.  

89. Johansson R, Carlbring P, Heedman A, et al. Depression, anxiety and their 

comorbidity in the Swedish general population: point prevalence and the effect on 

health-related quality of life. PeerJ. 2013 Jul 9;1:e98. 

90. Kosidou K, Dalman C, Lundberg M, et al. Socioeconomic status and risk of 

psychological distress and depression in the Stockholm Public Health Cohort: a 

population-based study. J Affect Disord. 2011 Nov;134(1-3):160-7.  

91. Fillingim RB, Ohrbach R, Greenspan JD, et al. Potential psychosocial risk factors for 

chronic TMD: descriptive data and empirically identified domains from the OPPERA 

case-control study. J Pain. 2011 Nov;12(11 Suppl):T46-60.  

92. Manfredini D, Ahlberg J, Winocur E, et al. Correlation of RDC/TMD axis I diagnoses 

and axis II pain-related disability. A multicenter study. Clin Oral Investig. 2011 

Oct;15(5):749-56.  

93. American Psychiatric A, American Psychiatric Association DSMTF. Diagnostic and 

statistical manual of mental disorders DSM-5. 5th ed. ed. Arlington, VA: Arlington, VA 

: American Psychiatric Association; 2013. (DSM-5).  

94. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr 

Scand. 1983 Jun;67(6):361-70.  

95. Antonovsky A. The structure and properties of the sense of coherence scale. Soc Sci 

Med. 1993 Mar;36(6):725-33.  

96. Antonovsky A. Unraveling the mystery of health: How people manage stress and stay 

well. Jossey-bass; 1987.  

97. Langius A, Bjorvell H, Antonovsky A. The sense of coherence concept and its relation 

to personality traits in Swedish samples. Scand J Caring Sci. 1992;6(3):165-71.  

98. Lillefjell M, Jakobsen K, Ernstsen L. The impact of a sense of coherence in employees 

with chronic pain. Work (Reading, Mass). 2015 Jan 1;50(2):313-22.  

99. Konttinen H, Haukkala A, Uutela A. Comparing sense of coherence, depressive 

symptoms and anxiety, and their relationships with health in a population-based 

study. Soc Sci Med. 2008 Jun;66(12):2401-12.  

100. Eriksson M, Mittelmark MB. The Sense of Coherence and Its Measurement. In: 

Mittelmark MB, Sagy S, Eriksson M, et al., editors. The Handbook of Salutogenesis. 

Cham (CH): Springer Copyright 2017, The Author(s). 2017. p. 97-106.  

101. Bernabe E, Kivimaki M, Tsakos G, et al. The relationship among sense of coherence, 

socio-economic status, and oral health-related behaviours among Finnish dentate 

adults. Eur J Oral Sci. 2009 Aug;117(4):413-8.  

102. Savolainen J, Suominen-Taipale A, Uutela A, et al. Sense of coherence associates with 

oral and general health behaviours. Community Dent Health. 2009 Dec;26(4):197-

203.  

103. Lundberg O. Childhood conditions, sense of coherence, social class and adult ill 

health: exploring their theoretical and empirical relations. Soc Sci Med. 1997 

Mar;44(6):821-31.  



 

53 

104. Sipila K, Ylostalo P, Kononen M, et al. Association of sense of coherence and clinical 

signs of temporomandibular disorders. J Orofac Pain. 2009 Spring;23(2):147-52.  

105. Eriksson M, Lindstrom B. Antonovsky's sense of coherence scale and the relation with 

health: a systematic review. J Epidemiol Community Health. 2006 May;60(5):376-81. 

106. Freitas TH, Andreoulakis E, Alves GS, et al. Associations of sense of coherence with 

psychological distress and quality of life in inflammatory bowel disease. World J 

Gastroenterol. 2015 Jun 7;21(21):6713-27.  

107. Wennstrom A, Wide Boman U, Stenman U, et al. Oral health, sense of coherence and 

dental anxiety among middle-aged women. Acta Odontol Scand. 2013 Jan;71(1):256-

62. 

108. Hochberg. Rheumatology. Elsevier; 2019.  

109. Arden N, Nevitt MC. Osteoarthritis: epidemiology. Best Pract Res Clin Rheumatol. 

2006 Feb;20(1):3-25. Review.  

110. Felson DT. Developments in the clinical understanding of osteoarthritis. Arthritis Res 

Ther. 2009;11(1):203. 

111. Wiese M, Svensson P, Bakke M, et al. Association between temporomandibular joint 

symptoms, signs, and clinical diagnosis using the RDC/TMD and radiographic findings 

in temporomandibular joint tomograms. J Orofac Pain. 2008 Summer;22(3):239-51.  

112. Zarb GA, Carlsson GE. Temporomandibular disorders: osteoarthritis. J Orofac Pain. 

1999 Fall;13(4):295-306.  

113. Clark G, Dionne, R. Orofacial Pain : a guide to medications and management. 

Chichester: Wiley-Blackwell; 2012.chapter 1 + 18. 

114. Crow HC, Parks E, Campbell JH, et al. The utility of panoramic radiography in 

temporomandibular joint assessment. Dentomaxillofac Radiol. 2005 Mar;34(2):91-5.  

115. Bakke M, Petersson A, Wiesel M, et al. Bony deviations revealed by cone beam 

computed tomography of the temporomandibular joint in subjects without ongoing 

pain. Journal of oral & facial pain and headache. 2014 Fall;28(4):331-7.  

116. Alexiou K, Stamatakis H, Tsiklakis K. Evaluation of the severity of temporomandibular 

joint osteoarthritic changes related to age using cone beam computed tomography. 

Dentomaxillofac Radiol. 2009 Mar;38(3):141-7.  

117. Pantoja LLQ, de Toledo IP, Pupo YM, et al. Prevalence of degenerative joint disease 

of the temporomandibular joint: a systematic review. Clin Oral Investig. 2019 

May;23(5):2475-2488.  

118. Ahmad M, Hollender L, Anderson Q, et al. Research diagnostic criteria for 

temporomandibular disorders (RDC/TMD): development of image analysis criteria 

and examiner reliability for image analysis. Oral Surg Oral Med Oral Pathol Oral 

Radiol Endod. 2009 Jun;107(6):844-60. 

119. Hintze H, Wiese M, Wenzel A. Comparison of three radiographic methods for 

detection of morphological temporomandibular joint changes: panoramic, 

scanographic and tomographic examination. Dentomaxillofac Radiol. 2009 

Mar;38(3):134-40.  

120. Hilgenberg-Sydney PB, Bonotto DV, Stechman-Neto J, et al. Diagnostic validity of CT 

to assess degenerative temporomandibular joint disease: a systematic review. 

Dentomaxillofac Radiol. 2018 Jul;47(5):20170389.  



Temporomandibular disorders in women 

54 

121. Al-Ekrish AA, Alfaleh WM. Comparative study of the prevalence of 

temporomandibular joint (TMJ) osteoarthritic changes in cone beam computed 

tomograms of temporomandibular disorder (TMD) and non-TMD patients: Authors' 

reply. Oral surgery, oral medicine, oral pathology and oral radiology. 2015 

Oct;120(4):534-6. 

122. Schmitter M, Gabbert O, Ohlmann B, et al. Assessment of the reliability and validity 

of panoramic imaging for assessment of mandibular condyle morphology using both 

MRI and clinical examination as the gold standard. Oral Surg Oral Med Oral Pathol 

Oral Radiol Endod. 2006 Aug;102(2):220-4. 

123. Hernlund E, Svedbom A, Ivergard M, et al. Osteoporosis in the European Union: 

medical management, epidemiology and economic burden. A report prepared in 

collaboration with the International Osteoporosis Foundation (IOF) and the 

European Federation of Pharmaceutical Industry Associations (EFPIA). Archives of 

osteoporosis. 2013;8:136. 

124. Kanis JA, Cooper C, Rizzoli R, et al. European guidance for the diagnosis and 

management of osteoporosis in postmenopausal women. Osteoporos Int. 2019 

Jan;30(1):3-44.  

125. Klibanski A, Adams-Campbell L, Bassford TL, et al. Osteoporosis prevention, 

diagnosis, and therapy. J Am Med Assoc. 2001;285(6):785-795. 

126. Marcus R, Feldman D, Dempster DW, et al. Osteoporosis; Fourth Edition. 

Elsevier/Academic Press; 2013.  

127. Dequeker J, Aerssens J, Luyten FP. Osteoarthritis and osteoporosis: clinical and 

research evidence of inverse relationship. Aging Clin Exp Res. 2003 Oct;15(5):426-39.  

128. Bultink IE, Lems WF. Osteoarthritis and osteoporosis: what is the overlap? Curr 

Rheumatol Rep. 2013 May;15(5):328.  

129. Kingsmill VJ, McKay IJ, Ryan P, et al. Gene expression profiles of mandible reveal 

features of both calvarial and ulnar bones in the adult rat. J Dent. 2013 

Mar;41(3):258-64. 

130. Dervis E. Oral implications of osteoporosis. Oral Surg Oral Med Oral Pathol Oral 

Radiol Endod. 2005 Sep;100(3):349-56. 

131. Darcey J, Horner K, Walsh T, et al. Tooth loss and osteoporosis: to assess the 

association between osteoporosis status and tooth number. Br Dent J. 2013 

Feb;214(4):E10.  

132. Khan A, Morrison A, Cheung A, et al. Osteonecrosis of the jaw (ONJ): diagnosis and 

management in 2015. Osteoporos Int. 2016 Mar;27(3):853-859.  

133. Kane SF. The effects of oral health on systemic health. Gen Dent. 2017 Nov-

Dec;65(6):30-34.  

134. Holahan CM, Koka S, Kennel KA, et al. Effect of osteoporotic status on the survival of 

titanium dental implants. Int J Oral Maxillofac Implants. 2008 Sep-Oct;23(5):905-10.  

135. Wang CJ, McCauley LK. Osteoporosis and Periodontitis. Current osteoporosis reports. 

2016 Dec;14(6):284-291.  

136. Lopez-Lopez J, Castellanos-Cosano L, Estrugo-Devesa A, et al. Radiolucent periapical 

lesions and bone mineral density in post-menopausal women. Gerodontology. 2015 

Sep;32(3):195-201.  



 

55 

137. Gruber HE, Gregg J. Subchondral bone resorption in temporomandibular joint 

disorders. Cells Tissues Organs. 2003;174(1-2):17-25. 

138. Klemetti E, Vainio P, Kroger H. Craniomandibular disorders and skeletal mineral 

status. Cranio. 1995 Apr;13(2):89-92.  

139. Jonasson G, Skoglund I, Rythen M. The rise and fall of the alveolar process: 

Dependency of teeth and metabolic aspects. Arch Oral Biol. 2018 Dec;96:195-200.  

140. Bland M. An introduction to medical statistics. 4. ed. ed. Oxford: Oxford : Oxford 

University Press; 2015.  

141. Eusebi P. Diagnostic accuracy measures. Cerebrovasc Dis. 2013;36(4):267-72. 

142. Dworkin SF, LeResche L, Von Korff MR. Diagnostic studies of temporomandibular 

disorders: challenges from an epidemiologic perspective. Anesth Prog. 1990 Mar-

Jun;37(2-3):147-54. 

143. Steenks MH, de Wijer A. Validity of the Research Diagnostic Criteria for 

Temporomandibular Disorders Axis I in clinical and research settings. J Orofac Pain. 

2009 Winter;23(1):9-16; discussion 17-27.  

144. Gonzalez YM, Schiffman E, Gordon SM, et al. Development of a brief and effective 

temporomandibular disorder pain screening questionnaire: reliability and validity. J 

Am Dent Assoc. 2011 Oct;142(10):1183-91.  

145. Lovgren A, Visscher CM, Haggman-Henrikson B, et al. Validity of three screening 

questions (3Q/TMD) in relation to the DC/TMD. J Oral Rehabil. 2016 Oct;43(10):729-

36.  

146. Campos JA, Carrascosa AC, Bonafe FSS, et al. Severity of temporomandibular 

disorders in women: validity and reliability of the Fonseca Anamnestic Index. Braz 

Oral Res. 2014;28:16-21. 

147. Plesh O, Adams SH, Gansky SA. Temporomandibular joint and muscle disorder-type 

pain and comorbid pains in a national US sample. J Orofac Pain. 2011 

Summer;25(3):190-8.  

148. Janal MN, Raphael KG, Nayak S, et al. Prevalence of myofascial temporomandibular 

disorder in US community women. J Oral Rehabil. 2008 Nov;35(11):801-9.  

149. Helkimo M. Studies on function and dysfunction of the masticatory system. II. Index 

for anamnestic and clinical dysfunction and occlusal state. Sven Tandlak Tidskr. 1974 

Mar;67(2):101-21. 

150. Locker D, Grushka M. Prevalence of oral and facial pain and discomfort: preliminary 

results of a mail survey. Community Dent Oral Epidemiol. 1987 Jun;15(3):169-72.  

151. Locker D, Slade G. Association of symptoms and signs of TM disorders in an adult 

population. Community Dent Oral Epidemiol. 1989 Jun;17(3):150-3.  

152. statistics SS. https://www.scb.se/en/finding-statistics/statistics-by-subject-

area/population/population-composition/population-statistics/pong/tables-and-

graphs/yearly-statistics--Swedish Statistics [2019-05-12].  

153. Bengtsson C, Blohme G, Hallberg L, et al. The study of women in Gothenburg 1968-

1969--a population study. General design, purpose and sampling results. Acta Med 

Scand. 1973 Apr;193(4):311-8.   

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Diagnostic+studies+of+temporomandibular+disorders%3A+challenges+from+an+epidemiologic+perspective
https://www.ncbi.nlm.nih.gov/pubmed/?term=Severity+of+temporomandibular+disorders+in+women%3A+validity+and+reliability+of+the+Fonseca+Anamnestic+Index
https://www.ncbi.nlm.nih.gov/pubmed/?term=Severity+of+temporomandibular+disorders+in+women%3A+validity+and+reliability+of+the+Fonseca+Anamnestic+Index


Temporomandibular disorders in women 

56 

154. Bengtsson C, Ahlqwist M, Andersson K, et al. The Prospective Population Study of 

Women in Gothenburg, Sweden, 1968-69 to 1992-93. A 24-year follow-up study with 

special reference to participation, representativeness, and mortality. Scand J Prim 

Health Care. 1997 Dec;15(4):214-9.  

155. Bjorkelund C, Andersson-Hange D, Andersson K, et al. Secular trends in 

cardiovascular risk factors with a 36-year perspective: observations from 38- and 50-

year-olds in the Population Study of Women in Gothenburg. Scand J Prim Health 

Care. 2008;26(3):140-6.  

156. Rinder L, Roupe S, Steen B, et al. Seventy-year-old people in Gothenburg. A 

population study in an industrialized Swedish city. Acta Med Scand. 1975 

Nov;198(5):397-407.  

157. Steen B, Djurfeldt H. The gerontological and geriatric population studies in 

Gothenburg, Sweden. Z Gerontol. 1993 May-Jun;26(3):163-9.  

158. Ahlqwist M. Women's teeth. A cross-sectional and longitudinal study of women in 

Gothenburg, Sweden, with special reference to tooth loss and restorations. Swed 

Dent J Suppl. 1989;62:1-84.  

159. Ahlqwist M, Bengtsson C, Hakeberg M, et al. Dental status of women in a 24-year 

longitudinal and cross-sectional study. Results from a population study of women in 

Goteborg. Acta Odontol Scand. 1999 Jun;57(3):162-7.  

160. Lissner L, Skoog I, Andersson K, et al. Participation bias in longitudinal studies: 

experience from the Population Study of Women in Gothenburg, Sweden. Scand J 

Prim Health Care. 2003 Dec;21(4):242-7.  

161. Larsson P, John MT, Hakeberg M, et al. General population norms of the Swedish 

short forms of oral health impact profile. J Oral Rehabil. 2014 Apr;41(4):275-81. 

162. Wide U, Hakeberg M. Oral health-related quality of life, measured using the five-item 

version of the Oral Health Impact Profile, in relation to socio-economic status: a 

population survey in Sweden. Eur J Oral Sci. 2018 Feb;126(1):41-45.  

163. Lisspers J, Nygren A, Soderman E. Hospital Anxiety and Depression Scale (HAD): some 

psychometric data for a Swedish sample. Acta Psychiatr Scand. 1997 Oct;96(4):281-

6.  

164. Bjelland I, Dahl AA, Haug TT, et al. The validity of the Hospital Anxiety and Depression 

Scale. An updated literature review. J Psychosom Res. 2002 Feb;52(2):69-77.  

165. Diagnostic Criteria for Temporomandibular Disorders: Assessment instruments 

[Diagnostiska Kriterier för Temporomandibulär Dysfunktion (DC/TMD) Klinisk 

Undersökningsmetodik och Utvärderingsinstrument: Swedish Version [2016-08-22].  

166. Ohrbach R. DiagnosticCriteria forTemporomandibularDisorders: Assessment  

Instruments. www.rdc-tmdinternational.org. [2016-08-22].  

167. Von Korff M. Assessment of chronic pain in epidemiological and health services 

research: empirical bases and new directions. In: Turk DC MR, editor. Handbook of 

Pain Assessment, Third Edition. New York: Guilford Press. 2011.; 2011. p. 455 – 473. 

168. Von Korff M, Ormel J, Keefe FJ, et al. Grading the severity of chronic pain. Pain. 1992 

Aug;50(2):133-49.  

 

 

http://www.rdc-tmdinternational.org/


 

57 

169. Rajaei A, Dehghan P, Ariannia S, et al. Correlating Whole-Body Bone Mineral 

Densitometry Measurements to Those From Local Anatomical Sites. Iranian journal 

of radiology : a quarterly journal published by the Iranian Radiological Society. 2016 

Jan;13(1):e25609.  

170. Glass DC, Kelsall HL, Slegers C, et al. A telephone survey of factors affecting 

willingness to participate in health research surveys. BMC Public Health. 2015 Oct 

5;15:1017.  

171. Rodstrom K, Bengtsson C, Milsom I, et al. Evidence for a secular trend in menopausal 

age: a population study of women in Gothenburg. Menopause. 2003 Nov-

Dec;10(6):538-43.  

172. Floderus B, Hagman M, Aronsson G, et al. Self-reported health in mothers: the impact 

of age, and socioeconomic conditions. Women Health. 2008;47(2):63-86.  

173. Miller VE, Poole C, Golightly Y, et al. Characteristics Associated With High-Impact Pain 

in People With Temporomandibular Disorder: A Cross-Sectional Study. J Pain. 2019 

Mar;20(3):288-300.  

174. Collins SL, Moore RA, McQuay HJ. The visual analogue pain intensity scale: what is 

moderate pain in millimetres? Pain. 1997 Aug;72(1-2):95-7. 

175. Ferreira-Valente MA, Pais-Ribeiro JL, Jensen MP. Validity of four pain intensity rating 

scales. Pain. 2011 Oct;152(10):2399-404.  

176. van Wijk AJ, Lobbezoo F, Hoogstraten J. Reliability and validity of a continuous pain 

registration procedure. Eur J Pain. 2013 Mar;17(3):394-401.  

177. Gillborg S, Akerman S, Lundegren N, et al. Temporomandibular Disorder Pain and 

Related Factors in an Adult Population: A Cross-Sectional Study in Southern Sweden. 

Journal of oral & facial pain and headache. 2017 Winter;31(1):37-45.  

178. Lovgren A, Parvaneh H, Lobbezoo F, et al. Diagnostic accuracy of three screening 

questions (3Q/TMD) in relation to the DC/TMD in a specialized orofacial pain clinic. 

Acta Odontol Scand. 2018 Aug;76(6):380-386.  

179. Brooks SL, Westesson PL, Eriksson L, et al. Prevalence of osseous changes in the 

temporomandibular joint of asymptomatic persons without internal derangement. 

Oral Surg Oral Med Oral Pathol. 1992 Jan;73(1):118-22. 

180. Look JO, Schiffman EL, Truelove EL, et al. Reliability and validity of Axis I of the 

Research Diagnostic Criteria for Temporomandibular Disorders (RDC/TMD) with 

proposed revisions. J Oral Rehabil. 2010 Oct;37(10):744-59.  

181. Scherer M, Hansen H, Gensichen J, et al. Association between multimorbidity 

patterns and chronic pain in elderly primary care patients: a cross-sectional 

observational study. BMC Fam Pract. 2016 Jun 6;17:68.  

182. Larsson C, Hansson EE, Sundquist K, et al. Chronic pain in older adults: prevalence, 

incidence, and risk factors. Scand J Rheumatol. 2017 Jul;46(4):317-325.  

183. Schmitter M, Rammelsberg P, Hassel A. The prevalence of signs and symptoms of 

temporomandibular disorders in very old subjects. J Oral Rehabil. 2005 Jul;32(7):467-

73.  

184. Srikanth VK, Fryer JL, Zhai G, et al. A meta-analysis of sex differences prevalence, 

incidence and severity of osteoarthritis. Osteoarthritis Cartilage. 2005 Sep;13(9):769-

81.  



Temporomandibular disorders in women 

58 

185. Tanaka E, Detamore MS, Mercuri LG. Degenerative disorders of the 

temporomandibular joint: etiology, diagnosis, and treatment. J Dent Res. 2008 

Apr;87(4):296-307.  

186. Cairns BE. Pathophysiology of TMD pain--basic mechanisms and their implications for 

pharmacotherapy. J Oral Rehabil. 2010 May;37(6):391-410.  

187. Sturgeon JA. Psychological therapies for the management of chronic pain. Psychol 

Res Behav Manag. 2014;7:115-24.  

188. Gerrits MM, van Marwijk HW, van Oppen P, et al. Longitudinal association between 

pain, and depression and anxiety over four years. J Psychosom Res. 2015 

Jan;78(1):64-70.  

189. Gustin SM, Wilcox SL, Peck CC, et al. Similarity of suffering: equivalence of 

psychological and psychosocial factors in neuropathic and non-neuropathic orofacial 

pain patients. Pain. 2011 Apr;152(4):825-32.  

190. Hilderink PH, Burger H, Deeg DJ, et al. The temporal relation between pain and 

depression: results from the longitudinal aging study Amsterdam. Psychosom Med. 

2012 Nov-Dec;74(9):945-51.  

191. Sanders C, Liegey-Dougall A, Haggard R, et al. Temporomandibular Disorder 

Diagnostic Groups Affect Outcomes Independently of Treatment in Patients at Risk 

for Developing Chronicity: A 2-Year Follow-Up Study. Journal of oral & facial pain and 

headache. 2016;30(3):187-202.  

192. Flink IL, Boersma K, Linton SJ. Pain catastrophizing as repetitive negative thinking: a 

development of the conceptualization. Cogn Behav Ther. 2013;42(3):215-23.  

193. Nijs J, Mairesse O, Neu D, et al. Sleep Disturbances in Chronic Pain: Neurobiology, 

Assessment, and Treatment in Physical Therapist Practice. Phys Ther. 2018 May 

1;98(5):325-335.  

194. Salaffi F, Stancati A, Silvestri CA, et al. Minimal clinically important changes in chronic 

musculoskeletal pain intensity measured on a numerical rating scale. Eur J Pain. 2004 

Aug;8(4):283-91.  

195. Emshoff R, Emshoff I, Bertram S. Estimation of clinically important change for visual 

analog scales measuring chronic temporomandibular disorder pain. J Orofac Pain. 

2010 Summer;24(3):262-9.  

196. Ferrando M, Andreu Y, Galdon MJ, et al. Psychological variables and 

temporomandibular disorders: distress, coping, and personality. Oral Surg Oral Med 

Oral Pathol Oral Radiol Endod. 2004 Aug;98(2):153-60.  

197. Bowling A. Mode of questionnaire administration can have serious effects on data 

quality. Journal of public health (Oxford, England). 2005 Sep;27(3):281-91.  

 

 

 

  



 

59 

Appendix 

OHIP-5 

Följande fem frågor syftar till att utvärdera i vilken utsträckning ditt munhälsotillstånd påverkar 

din allmänna livssituation. 

1. Har du känt att dina smakupplevelser har försämrats beroende på problem med dina tänder eller munhåla? 

o Aldrig 

o Sällan  

o Ibland 

o Ofta 

o Mycket ofta 

2. Har du haft smärta från munhålan? 

o Aldrig 

o Sällan  

o Ibland 

o Ofta 

o Mycket ofta 

3. Har du upplevt svårigheter att äta någon föda beroende på problem med dina tänder eller munhåla?  

o Aldrig 

o Sällan  

o Ibland 

o Ofta 

o Mycket ofta 

4. Har du känt dig generad beroende på problem med dina tänder eller munhåla? 

o Aldrig 

o Sällan  

o Ibland 

o Ofta 

o Mycket ofta 

5. Har du haft svårt att genomföra dina vanliga sysslor beroende på problem med dina tänder eller munhåla?  

o Aldrig 

o Sällan  

o Ibland 

o Ofta 

o Mycket ofta 
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HADS 

Dessa frågor har ställts samman för att hjälpa oss att förstår hur du mår. Läs igenom varje 

påstående och sätt ett kryss i den ruta som bäst beskriver hur du har känt dig den senaste veckan. 

Fundera inte för länge över dina svar; din spontana reaktion inför varje påstående är förmodligen 

mer korrekt än ett svar som du tänkt på länge.  

1. Jag känner mig spänd eller 

”uppskruvad”  

o För det mesta  

o Ofta  

o Då och då  

o Inte alls Aldrig 

2. Jag uppskattar samma saker  

som förut 

o Precis lika mycket 

o Inte lika mycket  

o Endast delvis  

o Nästan inte alls 

3. Jag får en slags känsla av rädsla som 

om någonting förfärligt håller på att 

hända 

o Alldeles bestämt och rätt illa 

o Ja, men inte så illa 

o Lite, men det oroar mig inte 

o Inte alls 

4. Jag kan skratta och se saker från 

den humoristiska sidan 

o Lika mycket som jag alltid 

kunnat  

o Inte riktigt lika mycket nu  

o Absolut inte så mycket nu 

o Inte alls 

 

 

5. Oroande tankar kommer för mig 

o Mycket ofta 

o Ofta 

o Då och då men inte så ofta 

o Bara någon enstaka gång 

6. Jag känner mig glad 

o Inte alls 

o Inte ofta 

o Ibland 

o För det mesta 

7. Jag kan sitta i lugn och ro och  

känna mig avspänd 

o Absolut 

o Oftast 

o Inte ofta 

o Inte alls 

 

8. Jag käner mig som om jag gick  

på ”lågt varv” 

o Nästan jämt 

o Mycket ofta 

o Ibland 

o Inte alls 
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9. Jag får en känsla av rädsla, som om  

jag hade ”fjärilar i magen”  

o Inte alls 

o Någon gång 

o Rätt ofta 

o Mycket ofta 

10. Jag har tappat intresset för hur jag 

ser ut  

o Absolut 

o Jag bryr mig inte så mycket 

om det som jag borde 

o Jag kanske inte bryr mig om 

det riktigt så som förut 

o Jag bryr mig lika mycket om 

det som förut 

11. Jag känner mig rastlös som om 

jag måste vara på språng 

o Verkligen mycket 

o En hel del 

o Inte så mycket 

o Inte alls 

12. Jag ser fram emot saker och ting med 

glädje 

o Lika mycket som tidigare 

o Något mindre än tidigare 

o Klart mindre än jag brukade 

o Nästan inte alls 

13. Jag får plötsliga panikkänslor 

o Verkligen ofta 

o Rätt ofta 

o Inte så ofta 

o Inte alls 

 

 

 

14. Jag kan njuta av en bra bok, ett bra 

TV- eller radioprogram 

o Ofta 

o Ibland 

o Inte så ofta 

o Mycket sällan 
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KASAM (SOC 13) 

Här är några frågor som berör skilda områden i livet. Varje fråga har 7 möjliga svar. Var snäll 

och markera den siffra som bäst passar in på ditt svar. Siffran 1 eller 7 är svarens yttervärden. 

Om du instämmer i det som står under 1, så ringa in 1:an; om du instämmer i det som står under 

7, så ringa in 7:an. Om du känner annorlunda, ringa in den siffra som bäst överensstämmer med 

din känsla. Ge endast ett svar på varje fråga. 

 

1. Har du en känsla av att du inte riktigt bryr dig om vad som händer runt 

omkring dig? 

1                          2                            4                           5                          6                         7 

Mycket sällan    Mycket ofta 

eller aldrig 

2. Har det hänt att du blev överraskad av beteendet hos personer som du trodde 

du kände väl? 

1                          2                            4                           5                          6                         7 

Har aldrig hänt    Har ofta hänt 

3. Har det hänt att människor som du litade på har gjort dig besviken? 

1                          2                            4                           5                          6                         7 

Har aldrig hänt    Har ofta hänt 

 

4. Hittills har ditt liv: 

1                          2                            4                           5                          6                         7 

Helt saknat mål   Genomgående haft  

och mening   mål och mening 

5. Känner du dig orättvist behandlad? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 
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6. Har du en känsla av att du befinner dig i en obekant situation och inte vet 

vad du ska göra? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 

7. Är dina dagliga sysslor en källa till: 

1                          2                            4                           5                          6                         7 

Glädje och djup   Smärta och leda  

tillfredsställelse    

8. Har du mycket motstridiga känslor och tankar? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 

9. Händer det att du har känslor inom dig som du helst inte vill känna? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 

10. Även en människa med stark självkänsla kan ibland känna sig som en 

"olycksfågel". Hur ofta har du känt det så? 

1                          2                            4                           5                          6                         7 

Aldrig    Mycket ofta 

11. När något har hänt, har du vanligtvis funnit att du: 

1                          2                            4                           5                          6                         7 

Över- eller undervärderade   såg saken i dess 

dess betydelse   rätta proportion 
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12. Hur ofta känner du att det inte är någon mening med de saker du gör i ditt 

dagliga liv? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 

13. Hur ofta har du känslor som du inte är säker på att du kan kontrollera? 

1                          2                            4                           5                          6                         7 

Mycket ofta    Mycket sällan 

eller aldrig 
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TMD screening frågor 

PPSWG   TMD I i artikel II 

1. Brukar du bli trött, öm eller stel i tuggmusklerna och käkarna när du vaknar  

på morgonen eller när du rör på underkäken?     Ja/nej 

2. Har du under den senaste månaden känt smärta från käken vid tuggning?     

3. Har du under den senaste månaden känt smärta i ansiktet strax framför örat? 

4. Har du under den senaste månaden känt smärta vid stor gapning? 

5. Har du under den senaste månaden känt huvudvärk? 

Fråga 2-5 har inga ja/nej utan följdfrågor. A. Hur ofta? (aldrig/någon gång per 

månad/någon gång per vecka/). B. Intensitet värderas på en sifferskala 0-100 

där 100 är värst. C. Hur länge? (mindre än en vecka/1 vecka-1 månad/1-6 

månader/mer än 6 månader). 

 

 

3Q/TMD  TMD II i artikel II 

1. Har du den senaste månaden haft ont i tinningen, ansiktet, käklederna eller 

käkarna en gång i veckan eller oftare?   Ja/nej 

2. Har du den senaste månaden haft ont när Du gapar eller tuggar en gång i 

veckan eller oftare? Ja/nej 

3. Har du den senaste månaden haft låsningar eller upphakningar i käken en 

gång i veckan eller oftare? Ja/nej 
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