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? Q"l'he present mvestngathn ‘was desngned to exptore tl@ possublllty that thé severcty

,a{’ Myofascnal Pam Dysfug)ctlon (MPD} mlght be determmed by the Fvel of enwronmental
-

- ess comblned wlth the style of c‘bplng wnth that stress 11!‘1 thls > sfudy a Life Events
l‘f . srf‘
oo Checkllst was deflned as a measure of envnronmental.stress The Ways of Coplng

Checklmst Wthh measures seven copmg styles provxded the remalnder o‘ the g

psychologuCaI predlctor vanables Cllnlcal measures of symptom severity,’ orgamouty and
B g/

= alocclusslon were deflned as nonpsychologlcal predlctor varlables Subjective and

ob;ectlve measurements of the exté t and severlty ofx s.ymptoms were the criterion

vaflables at mtake At fbllow up a thirg cmwrlon varlabb of $ub ;ectuve |mprovement wds

\ .

¥ o b d P ~‘c‘ . PR T ¥
o Life events were remarkably uhcbrrelated with symptom severlty aer only the

coplng response of, lemmlzmg threat sngmflcantly contrlbuted to sub;ectlve MPD ‘Not E

Seelclng socnal support’ s:gnlflcantly contﬁbuted to tl:)e déntal assessment of MPD The

Q

dental assessment of * orgamcnty was the strOngest predlctor of b@th sub;ectlve and

Ry

. clmlcaIMF’ﬁS » T \‘w_ * : R < Lo
v i ; : o

#
Slnce the lsterature on MPD was found to be equwocal on the dlagnostlc crlterla

. for the syndrome thls problem area wa¥ examlned through a factor m of eleven

_‘._\?.; e m e , N

Symptoms whlch were rated by the p‘atlent‘s at mtake Dlstmct factors were |dent|fled

o 5 .
which’ see‘med tomeasure MPD PAIN and temporomagd)bular 1omt DYSFUNCTION

£

respectlvely The:PAlN factor showed slgnlflcant corretatloné wlterarlous copmg

%
o v

, strategles zﬂ’ld the DYSFUNCTION factor was related to evndence for orgamc;ty in the ;omt

) . . .

_ and malocClussnon of the teeth Lo " - e S
) N Impllca ns of these fmdlngs were rewewed and suggest;ons for further reséarch '
7 on MPD were tﬁ:posed . -_ R .

, : . o 3 s
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) The past two decades have seen an mcreasmg mterest in mastlcatory muscle pain’
. and dysfunctnon This may be due. in part ‘to’ its reported epldemlc prollferatlon ambng o .
vndustrlahzed natlons (Hanson & Nulner 1975). The similarity o‘mastncatory muscle pain to ‘
pam of dental ongm (tS :nconsnstent response to treatment and.the dlvergent views on
dlagn05|s and etlology have provoked the interest of dental, medlcal and psycholo@(al
researchers As mvestngatudns have progressed-it has become clear that in addition to
denta/I considerations. complex phys«ologucal]andpsychologlcal pheriomena are lnvolved
This chapter contains eight major sections. Myofasc:al Pain Dysfungt,l‘o_n’(MPD) is
_ defined in the first sectlon Thns is followed by a degcrlptlon of the anatomical features of
' the dusorder ln the next two sectlons a rev:ew of the epldemlologncal studies of MPD

.preceeds a dlSCUSSlon of response to treatment The last four sections- ndentlfy the ;

problem to be. cgnsudered in the present research the purpose of the study the research
: \

" design and general hypotheses to be tested - P .Y K . B

A. pefintion of Myofascialfain Dysfunction ‘ o - ) _' - |
In order to explore the mc:dent rates etlology and treatment of any dlsorder it'is
{;',:,lmperatuve that agreement’ be made as to the dlagnostlc cr(terna Mastlcatory muscle pam -
hasfbeen variously called Costen s’ Syndrome Faclal Paini, Syndrome Temporomandlbular o
: Jount (T MJ) DySflJnCthl"l and Myofasc:al Pann Dysfunctlon 'The dlagnostnc crlterla over ‘the
- years have mcluded lmpalred hearing. sensatlons of burnnng on the tongue stsffness
._earache tinnitus, dryness of the'mouth, d|zzmess (Costen 1934) specnfuc occlussal
characternstlcs (T hompson 1964) mandlble hypermobullty (Schultz 1937). pain in the
' temperomandlbular Jomt pain in the mastlcatory muscles Jomt noises/and altered muscle
funtlonmg (Schwartz 1959). The permutatlons and combmatnons oifmptoms which have
- been used in research has resulted in unrephcable fmdmgs and great dlsagreement as to
the etiology of facial pain dnsorders (Laskin, 1969). _
; Rugh and Solberg (1976) in thelr review of the Ilterature deflned TMJ dysfunctmn

5

as exhlbmng the follow:ng characterustlcs (&egeneratlve orgamc change in the jomt

L . ‘tenderness in the jomt area sounds durlng condylar movements llm(tatlons of mandlbular

.movement and pain and tenderness of the muscles /of mastncatlon Follow:ng the work of

/ ) ] : M '
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Lo o,

" .

l. ) t
i

Laskin (1969) they descrlbed asubcategory of TMJ patlents that exhlblted the above »
‘ symptoms except for those’ related to degeneratuon of the joint itself. Thls subcategory
. Was. found to maké up ap| oxumately 95 % of the TMJ patlents and was termed Myofascual
- Pam Dysfunctlon Genera{; it seems that TMJ dysfunctnon clearly reqwres dlrect meducal
mterventlon,ﬂo rehabllltate the joint. Sance MF’D symptoms are most llkely to have .

psychologlcal features in thelr etlology and. treatment they have become the focus of the
4

prgsentstudY¢ 5 o "\ // )
For the purposes of the present research MPD will be deflned accordlng to ‘
Laskln s (1969) crlterla as exhlbltmg the followmg constellatu:y’f symgtoms SR |

R ~MPD patlents musz‘ have paln and tenderness of the | mustCles of guastlcatlon and

lnmltatlons of mandlbular movement .
2. . MPD patlents may have soundsdurmg condylar movement fie popplng cllcklng and
‘__"crepltus Qf the joint). ) U Lo ‘
In revnewmg the llterature lt is apparenr that TMJ dysfunctlon and MPD have been
~ used synonymously in nearly all studles predatlng Laskln s(1969) | rev:ew Welnberg (1979) '
‘ ?reports that even i in recent years researchers tend to confound the two dlsorders )
R Wemberg (1980) and others (Moss Garrett & ChIOdO 1982) mdlcate thatJVlPD may
' deve/op mto T™J dysfunctlon and that a dlfferentlal dlagnosls may, at tlmes be dlfflcult

Thus in order to mcorporate aII of the l’elevent luterature lnto the présent rewew it has h ",' o

S
N

‘been necessary to report on both MPD and TMJ studles Those TMJ studles whlch elearly

' present a dlagnos1s of "degeneratlve joint dlsorder per se will be excluded from the 1' ..
review. Slnce the great ma Jorlty of ™UJ patlents are thought to have MF’D lLaskm 1969) -

e
the exclusnon of degeneratlve joint dlsorcfer studles will probably not result i in. mlsleadmg

conclu5|ons

‘ B. Anatomncal Gonsnderatlons : . o
The mastlcatory musoles cons:st of three palrs of closnng and one palr of openlng N
~Mmuscles. whichT normally function in. a balanc‘ed synchrony Forward, lateral, ralsmg and
lowermg movements requlre the ‘cipordmatlon ot these muscles around a double lever - ‘
"arrangement of mandlble (lower ;aw) and maxlllae lupper ;aw) X The condyles are péostenor |

.protuberances of the mandlble and restin sockets or fossae of the temporal bone to form
} . . s

e a0 . R v
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-7 the fulcrum_"of’a third class lever.. This is known as the temporomandibular joint, Thus.

.‘vyhe_n'the jaw is closed the forceis distributed first on the condyle and then a_lon'g‘th'e
teeth. R . S ' ” '

L The-major jaw closing muscles are the 'rrtasseter témporal and internal pterygold '
The masseter Is near thrface of the skln in front of‘and below the ear and attaches to |
. the body of the mandlble and rnaxullae The temporal muscle extendshfr’om the posterncg

v reglon of the mandlble and spu:eads upwards over the entire temporal reglon of the
_ cramum The mternal pterygond is on the inside-of the mandlble beneath the masseter
' muscle ‘The Ja\lv openlng musqle is the lateral pterygond It extends from the condyle area
' T;.' of- the mandlble forward to a pount near the upper cheek bone In order to open the jaw
'.‘the lateral pterygond pulls the condyle forwards Thus the condyle is both statnonarap- when
- actmg as a fulcrum -and movable when under the mfluence of the Iateral pterygord At

¥
H

o | tlmes one condyr may be statlonary and‘the other movmg leg when grmdlng on molars)
C Epldemlologlcal ‘Studies of Myofasclal Pain Dysfunctlb\\ :
' ‘ The nature and e)stent of MPD have been the sub ject of numerous clinical anét

: N
epldemnologlcal studues lnvestngatlons of patients referred to dentlsts for*MPD have

g found that 70 to 90% are female and: that most patients are betweengthe ages of 20 and

40 (Schwartz & Cobm 1957; Franks 1964; Carraro, Caffesse & Albano 1969) Studies - .
A;of patuent populatIOns ’i/vhlle provudmg mterestnng and practlcal mformatlon tell us little '

b _ ,about the extent of the dusorder in the general populatlon Eluc»datlon of thns questlon has
: ‘been gamed through varsous epldemlologlc studles _ -
Many of the e‘pldemlologlc studsés prlor to 1971 have been: cfonfounded by

‘ -unsystemat»c exammatlon methods and samphng bias (see Helkimo, 1976 for a revuew)

‘o

Recent studles have been more consnstent in regards to diagnosis with only some

\

) "‘lmprovement nn samphng errors. For example Posselt (197 1) examnned 269 young dental
£

_nurses and found that 211 % had symptoms of a magnutude requurlng treatment Hansson and

. Nilner ( 1 975) exammed 1, 069 persons employed at a Swedlsh shlpbulldvng yard and found

©79% had some sugn of mastlcatory dysfunctlon and ‘25 to 30% were judged as needing

v,

a treatment Flnally Solberg, Woo and Houston (1979) found that 26% of 739 first year '

e UCLA students reported sub;ectlve sngns of dysfunctlon s

..'.-
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Studles employlng broader samplmg methods but usung a Iess rellable\questlonnaure
. procedure have been conducted by Agerberg and Carisson (1972, 1973) in Sweden. These
researchers found that of 1,215 responders (a 91% response rate) ina snngle town, 50 %

: reported some symptom of dysfunctuon of the masticatory system Frequent facial pain,

. however was reported by only’ 12% of the responders Both age and 5ex. dlstrlbutlon in

thls study were found to be balanced » -

Helknmo ( 1974 1976) attempted to systematlze examination methods by
developmg two mdlces of mastlcatory dysfunctlon These scales give numencal values for “
anamnestlc (sub jectlvel symptoms as weII as for “clinical” symptoms Usnng thns scale. he
' examined a northern populatlon a] Flnland and found that 26% needed treatment He also
found that as symptom severity mcreased there was a higher mcndence of headache neck.
shoulder and general joint and muscle. pain: He noted that there was No sex or age
| ‘imbalance in symptomatology Greene and Marbach (1882) revnewed seven Scandlnavaan
research studles whuch employed the Helklmo Dysfunctu'on Index and found that symptoms
were present in 12 to 80% of the populatlon with from 13 to 60% requurmg treatment.
These researchers concluded that the nature of the- symptoms and the varlous
eXpectancues of sub jects and researchers accounted for the vartabnhty in the studues

The few studies of children reported have. been even less r:gorbus in de5|gn than
those of the adult populataon Geermg-Gaerney and Rakosn { l 871) examined 281 school
children. ages 8to 14 and found symptoms in 41% of the students None of these students
were fOuzd to have ‘other symptoms as found in adults”. Presumably very- few of these »
: youngsters reqt.nred treatment Lmdqunst l1974) ina study of bruxismin'12 year old twnns ‘
found muscle tenderness in 27/0 of h|s subjects Fmally Belfer and Kaban (1982) reported
. that ‘I(P% of the:r p!lents ‘who were treated for facnal pam were chlldren between the
ages of 10 and 16. These studnes |nd|cate that MPD symptoms are d:strlbuted in chlldren

similar to those in adults with the poss:b}e exceptlon that severlty is less pronounced in

]
s i /

chlldren o

.In summary the llterature 1ﬁd|cates that the incidence of MPD canrange from 12%
to 80% dependlng on the samplmg procedure dlagnostac crlterlon and various

Y o
psychologucal factors that may be active durlng the reportlng and collectmg of data.in -
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treatment. This does nox however meansthat one-out of four people seek treatment for

B

MPD. It is known that’ the {ncidence of people seekung treatment is much less than the

* number of persons who e "treatable symptoms". Marbach and Llpton (1978) for

example r3oort that only A of\people ln.need of treatment for facial pain actually seek
."Care. " o ‘.\- | ) -

These fnndmgs arisrmllar to, reports on low back pain. Greene and Marbach (1982)
found that.in both MPD and low back pain the dlstmgu:shmg feature between a clmncal and
normal population was that the latter did not conS|der themselves sick. Thus psychological

consnderatlons of €xpectancy. lllness behavnour and personahty were seen as important

varuables in both syndromes

. L
Cooa ; ) / - -

D. Nature of“.the lDroblem of Response to/n{eatment _ _
NotWithstanding the difficulties in interpreting the epidemiological data, there does yed.
. appear to be an mcreasnng number of MPD patnents seeking treatment. A review of the
treatment literature revealsthat there are at least twenty possible procedures that a patient
\rwth MPD could be sub jected to “These include conservative dental treatment such as .
[reassurance and ad\nce mastlcatory muscle exercnses spraying the skin with refrlgerant
' ﬁ-hqu»ds (Cohen 1978) physuotherapy (Wemberg 1980} and splint therapy (Carraro &
Caffesse 1978). Radical g{ental procedures include occlussal rehabrhtatlon (Kruger iDale
1982) injectjon of sclerosmg agents or cortrsone mto :he joint (Hankey 1956) m;ectlon
- of alocal anesthetlc into palnful muscles (Cohen, 1978) partial or complete |mmoblllzat|on
of the mandible (Roydhouse 1958) condylectomy (Rowe 1960) and condylotomy (Ward

: 196 1. There is also a group of treatments which focus on muscle tenS|on per se. These

. include pharmacologlcal treatments (Cohen, 1978), and biofeedback (Olson 1977). Finally,

there is a series of treatments Wthh focus on underlymg psychologlcal problems or

| ablhtres to cope with stress. Psychoanalysns (Moulton 1966) pharmacologncal treatment
of affectlve dnsorders (Lipton, 1969), behavnour management (Rugh & Solberg, 1878). .
cognltlve behavio modlflcatlon (Stenn, 1979) relaxatlon tralmng (Scott 11980) and

' stress. managemen( (Haber Moss and Kuczmlenczyk 1983) aII focus on the presumed

. underlymg deficits of MPD patients. Consnderlng thls r_an_ge ‘of treatment an observation

[y

made'by_ Berry (1963)may still hold today: "For fany patients the only course is ta try
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' differentmethoyds in succession in an empirlcal fashion with the hope that, by exclusion.
the'f/inaldiagnosis may appear ‘an_d present a rational form of treatment” (p.1123)

’ _ Each of the treatment str;tegies cited hage demonstrated some effectiveness with '
MPD and there seems to be;little evidence that one or ather general style is more effective
» .on the total patient population The fact that many clinicians choose. treatment styles on the »
basis that other patlenw’ﬁ;/\e |mproved following similar procedures results in a curcular
and erroneous legu:_ll{askm & Greene, 1972; Shipman, Greene & Laskin, 1974 Cohen
.1978). This is partncularly the gase when one consnders the placebo factor operatmg with
‘these patients. For example Goodman, Greene and Laskin (1976} found that 64% of MPD
patients respond to a.mock-equilibration procedure. Although there is clearly a population

of MPD patl\ents who will probably respond to any treatment there is also, just as clearly. a

population of patients who require specialized treatment strategies.
..

Only a few.studies in MPD have focused on psychologncal factors which may have

‘ lmpllcatuons’ for the severlty of symptoms or predlct response to\ these varlous treatment
strategies. Small (1974, Schwartz Greene and Laskln (197 and Gessel (1975) found that 4

| certain personallty factors may be prédnctlve of treatment outcome. Also SpeCUland

~ Goss, Spence,,and Pllows_ky (1981) determined that patient stress levels and other factors
affecting the patient/ dentist re‘lationship may be useful in developing alternative modes of

treatment. This 'da/ta as well aslrelated _research on the etiology of MPD may pe

productively combined in ‘the:vdevelopment of a psychologica'l di‘agnes'tic procedure for

use with new MPD patients. Based on th_is“di.a‘gnostic strategy it may then be possible to

- ‘'suggest adjunctive psychological treatment strategies. \ - ‘ 2

E. Statement of the Problem .
ough there i1s evidence that psychological factors,_contribute to the etiology "
~and response to treatment of MPD. there is little cohcensus on the nature or extent of this
contribution. Consequently there is no acceptable means for assessing MPD patlents at
intake to identify the psychologncal problems that may be. pertlnent to treatment. ThlS A
absence of concensus also impairs the development and utilization of effective

psychologlcal treatments. .



F.Pdrpose'oftheStudy - o | R iy

The present research is desngned to. explore the. relatlonshlps between I\QPD
symptomatology, Ievel of envnronmental stress and-coplng strategles ln addmOn the
p mterrelatsonshlps between subjective symptoms ob jective symptoms duratnon of
| symptoms organicity, and malocclussion are ‘examined. The analysis of these relataonshnps

provndes a basis on whlch to make specnflc hypotheses for future mvestugatnons

[y

.
i | o . A , . ) '
G. Des‘ign of the Study . o ‘ v " - '
~ _Eighty new MPD patients completedfa‘qoestionnaire which assessed level of
: :enV|ronmental stress. coping strategles and MPD symptoms Dentlsts also completed an
-ob Jectwe d gnostic assessment instrument. Two months followmg lnmatnon of dental
‘treatment the patient completed a follow-up assessment of treatment outcome Treatment
‘ outcome was defmed as the pattent s sub Jectlve ratmg of overall smprovement .
A discriminant function analysus was undertaken to: a) predlct patient and dentlst
- ratings of MPD symptoms and b) predlct sub jective treatment outcome from the level of
stress,coplng strategy and severity of pre(sentmg symp_tqms.
A factor analysis of all the measures was -undertaken4t'o determine, their .

o~

interrelationships.

\ - :
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. . . ~
) . . L . v
. R N
3



. ‘ v Jon " .. . y | . 3
- T LITERATURE REVIEW |
. : The hterature on the etlelogy and treatm\ent of MPD can generally be divided into
? three areas. There are rese hers who conSIdér malocclussuon as the prlmary determnnant
»n of MPD and see splint therapy and occlussal eqdmbratuon as necessary to restore the bite
and balance the TNéJ condyles A second group of. researchers see envuronmental stress
as the prlmary cause and muscle hyp‘eractlwty as a specrf:c maladapnve stress response -
similar to a tension headache A third group of researchers mcorporates both occlussal
: ,and stress factors in the etlology and suggésgghat the.two actmg in combunatlon result in
the%on of symptoms known ad MPD. These threé’theoretlcal perspectives are
) exammed ih this chapter at length. AddstlTI sections explore.the research on

psychologlcal correlates of MPD and introguce the concw&;t of’ |nteract|on|sm
> Al :

v

- \) v ~—

=]

A. Occlussal Factors

) The mOst common theoretlcal position Qn the’ etlology of MPD con&ders that ¢
condylar displacement in the gIenond fossae as a result of maloclussmn of the teeth is the
'prlmary causal factor. Granger (1955) noted that the neuromuscular pattern ‘of mandibular
.movement mstunctnvely attempts to guide the mandible lnto a posmon o@axlmal tooth -
contact. The neuromuscular system is de51gned to operate with a centric relationship
between the condyle, disc and glenoid fossae. Harmonious functioning bg&urs when
centric oc&lussuon fi.e., the position of maximal tQoth contact) and centric relat onshlp of

k]
the TMJs correspond. When one or the ,other of these relatlonshlps becomes ECCthrIC

“

there arises opposing muscular forces between jaw- closnng muscles and lateral -pterygoncl

. -
muscles. In thns model malocclussnon results in wear in the Jomt/ﬁx\her strain on the teeth
. or supportmg structures, and spasm'o the muscles h ‘}s

: &
Berry (1963) used the concept/ of "limit of tolerance in the mastncatory systemto

,
explam why some people develop certain gymptoms whrle others wnth similar morphology v

develop different Symptoms or are om free. He suggests that the teeth, bones,

joints, muscles and nerves of the masticatory system normaliy adapt to each other to
provude pannless and satlsf-ectory functioning in spite of con5|derable deficiencies that may
be present in any part of the syst m. Each individual, however, has their own biologically

determined limit of tolerance beyond which adaptation without dysfunction cannot occed:
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Berry points out tgat the component of the system which breaks down may not o

- necessarily be that under 'the greatest strain but is the one WhICh cannot adapt furthur to
straTn on the total system He pounts out that dental treatments functlon to alter the pattern
of masticatory movements and thus.impact the total system allowmg the healmg process
to occur wherever necessary A . v S
Shore,(1 968) expanded on this analysns by demonstratmg through radiographic

proceduies that the- normal mandnbular ciosmg arc is interfered with at the first point of
contact of maloccludmg teeth The teeth may be dusplaced but at the same time a new
occlussal_relatlonshlp is formed and a modified mandibular 'arc.develops. This results in a
displacement of the condyles muscle spasm and TMJ deoeneration Treatment then is
seen to requure occlussal therapy so. ) thét the normal mandsbular arc may bé regamed Splint -
therapy’ and t; more permanent occlussal equnllbratton procedure (whereby teeth. are
ground towards a centric occlussal relatnonshlp) are the most common dental procedures
Wem erg (1872, 1975, 1977) in a serres of studies ref:ned radiographic procedures for
exammnng condylar dnspiacement so that centric relatnonshnps between the condyle and
| 'occlussron could be determmed He found that bllateral assymmetrnc ™J spaces, and
posterior or superior condylar dlsplacement were very often assocrated with muscle
spasm. v )

B The fact that occlussal therapy produces improvement in up to 95% (%h/ompson
1871, Rothwell 1973) of MPD patie.nts is one of the strongest' arguements for the
occlussal theory of MPD. Further suppart comes from Ramfjord (196 1) who examined
occlussal relationshlips and ‘electromyographic recordings of masticatory muscies in 32
patients with "TMJ joint and muscle pain”. All patients were reported as symptom free
- following complete occlussal adjustment. In addition EMG recordings indicated that
balanced muscular activity was restored. Although this study is impressive it is no’t‘clear if
Ra(ntjord was reporting on only his successfuily treated patients-and posstbly biasing the
effectiveness of the treatment. | _

' Zarb and Thompson (1970) reportedthat over 90% of their patients with

';temporomandibular joint dysfunction” responded to spiint therapy and rem:ned symptom
. . : ;

free after a 2 1/2 year follow-up. These researchers noted that those patients who'

responded most rapidly to splint therapy were those wi'th‘conspicuous dental
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d:sharmomes. Posselt (197 1) also found that 74%.of his patuents who were. treyed by

i

“occlussal equlhbratnon were symptom free ata two year follow up. Thus the \\

10-

effectlveness of occlussal therapies has been demonstrated in these and other studles to

»

- be between 75 and 909 - St ., . ,
In splte of its demonstrated efflcacy many researchers dnspute the occlusal theory

of MPD etlology Goodman Greene and Laskm (1876 crmcuze the’ cnrcular Ioguc behnnd

- the assumptuon that maiocclussuons cause MPD. The fact that the ratlonale appears sound

‘that most MPD patlents have minor or ma Jor dental dlsharmonnes and that patients improve

followmg occlussal therapy is thought notto be’ emplrvcal" but rather ‘appealing”. Several

researchers T homson 1959; Franks 1964 and. Posselt 187 l,ﬁhave found that the same

types of occlussal dnsharmomes are distributed equally among populatuons of patients With
MPD and randomly, Selected normal individuals. |n addvtlon the fact that four out of five
‘patients with MPD are women is not adequately explamed by the occlussal theortes

To make thelr point Goodman et aI (1976) dessgned an elaborate exper:ment in
which 25 MPD patients recenved mock equnhbratuon of thenr occlussion.. Thelr procedure
included the dentists expressed optlmlsm an elaborate assessment and actual grmdmg on
non- occludmg surfaces Even though all patients had occlussal abnormaht:es andno

occlussal therapy was undertaken, 16 of these patients repported "total or nearly total

84% of MPD patnents will respond to non- occlussal or even p}acebo therapies. .

In defense of the ~occlussal theory. Wemberg (19‘79a 1979b) emphasized the need

to differentiate MPD from T™J dysfunctson patients as has been suggested by Laskin-

(1968). Both Weinberg and Laskin report that TMJ dysfunctnon patients are most Ilkely to

have structural anomalaes and requure occlussal equnhbrat»on Refmed radlologucal

K

" procedures followed by occlussal correctnon based on centric condylar relat:onshlps

“were found to be necessary for effectlve treatment of a high percentage™f TMJ
dysfunctaortpatnents Welnberg deflnes the studies of patients who respond to placebd
therapnes as restrncted to MPD patuents L

ln h|s strongest statement in support.of occlussal therapy Weinberg (19789a,
1879b) cites his own research which has found that 96% of TMJ dysfunctnon patients )
have malocclusmn He also, however, notes that the incidence of malocclussmn in the

Al

-

- remission” ‘ln other studies Green and Laskin (1971, 1972 1974) have reported that up to



o develop TMJ dysfunctlon while others do not?

11
e
normal population i is 77% Thls data raises the crmcal questlon referred to earlier. Ifj% -
of "normals” have malocclussnon and several other resgarchers have found that;MJ
patients have similar occlussal relatlonshups as do non§pataents (Thomson/lQBg Posselt .
,1971 Solberg Flint & Brantner 197(2l then why do omemdrvi‘dualgvlth malocclusswn
e
There seems to be clear evidence that: other factors are mvolved in MPD beyond
occlussal dlsharmonnes Wlthun this structural model the concept of “limit of tolerance ‘as
presented by Berry(1963)'prov1des some theoretical speculatuon Most of this theory
' however is not subj fect to empiricat 'validation. Indeed there is some: cwcularlty in the logic |
that MPD sufferers have less tolerance for stress in the masticatory system Although itis
clear that malocclussnon and corrdylar dlsplacement are lmportant in the development and
treatment of MPD, additional explanatlons of predlsposmg or precxpltatmg factors are
necessary if our understandmg of the syndrome is to be complete
B. Masticatory Muscle Hyperactivity . ' . _
Schwartz (1955) was one of the first researchers to suggest that MPD paln may
'-del'lve from hyperactive masticatory muscles His clinical examlnatlons of TMJ patle”nts '
i found muscle tenderness to be an lmportant concomutant symptom and suggested that

-~

dentlsts prov:de therapy to lmprove muscie power elasticity and co-ordination. Sicher

~ 11955)efamined neurologlcal and structural relationships in the mastlcatory system and
descrlbed a proprioceptive sy\stem which may operate to keep the muscular system in
‘balance He suggested that spasms of the muscles of mastication could be\caused by
overclosure, premature contacts or mental tension. Jarabak (1956l' Kydd l1959l
Ramfjord (196 1) and Thompson (‘@70) performed EMG evaluations of the masticatory
muscles of MPD patnents and found hyperactivity before occlussal treatment and a
reduction in hyperactuv:ty after.treatment. Chaco (1973) also examined four patients with :

Costen's syndrome and hyperactive masticat.ory muscles who were treated with valium. In
this study, valium resulted in symptom remission and‘a reduction to normal EMG 'levels. _

Thus clinical EMG investigations have consistently supported the involvement of

' hyperactlve musculature in MPD
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Studies of the "silent period”in the“masticatory musdes.fol’lowtng the "jaw jerk
_reflex” have also supported the thesis that muscular dys'function causes MPD, Normal
muscular functloning is characterized by a brief period of inactivity follewing lnvoluntary
stretching of a tense muscle fiber. In normal masseterlc functioning a tap to the £hin when
‘ \\\the teeth are clenched is followed.by a snlent period ranglng from 20- 30 milliseconds
| | (msec) MPD patlents however, have been found to have s-lent periods averaging 80 msec
(Bessette, Bishop & Mohi; 187 1), 57 msec (Bessette, Mohl & l:)|COS|mo, 1974) and 55
msec (Bailey, McCall & Ash. 1977). These studies have determined that a silent period |
greater than 35 msec is indicative of MPD and that increased duration correlates with
symptom severity - ! - '

i The significance of these findings suggests t-hat there IS aloss of the inhibltory

' capacity of the nerves[rn'r?ﬂ'vatirtg the masseter muscle in MPD patlents In normal subjects
there is an involuntary inhibition of jaw closing muscies following tooth contact. This

. inhibition'may originate in the pe‘riodontal mechanore'cept‘ors or in nerves of the muscle -
fiber itself (Bessette et al, 197 1). With MPD clenching of the teeth is associated with more

) inhibition than is found in normal functionmg Thus the dysfunction of the masticatory
muscles is seen to involve a breakdown in the normal process of inhibition foliowing teoth

contact. : oot o

Laboratory studies of muscular involvement in.the development of MPD have- been
conducted in which attempts were made to experimentally produce s:milar symptorhs.
Christensen ({1975) asked healthy adults to grind or clench their teeth for 20 to SK'
minutes. Twenty of the 21 subjects reported MPD like pain. Scott and Lundeen (1980)
completed a similar study in whi.ch muscle-hyperactivity was induced by forward thrusting
of the mandible to extend the lateral pterygo:d muscle. Results again indicated that MPD
Iike symptoms were produced following prolonged masticatory muscle activity. These

~ studies provide analogue evidende that muscular hyperactlvlty may be involved in the
etiology of MPD. The similarity of symptoms to thoseof MPD, as well as their relatﬁl‘ely

~long duration suggest that sugh activities as clenching or bruxmg couid produce the clinical 7.
symptoms Other researchers. have noted the high mcndence of bruxism in MPD patients

(Toller 1976) Ramfjord (1961lpublished the.first comprehensive electromyographic

study of bruxism in MPD patients ih which he found immediate remission of bruxism



]

followmg the use of occlussal splints. Newton (1969) subsequently proposed that ‘

occlussal splints reduce muscle hyperactlvuty through pass'vely stretchlng the jaw closing

muscles.

’

. The possnblllty that premature tooth contacts mnght directly i mnt:ate bruxrsm has

been proposed by several researchers Ramf;ord (1961, and Newton (1969) have

'presented neurophysvolongal theorves for the development of such muscular dysfunctlon

These theories involve reﬂex pathways periodontal mechanoreceptors and possible

- mediation via the central ner‘v0us system Yemm {19786), however, reports that there is no

¢

" experimental evidence for these reflex pathways and Moss, Garrett and Chiodo (1882) -
' found that the evndence for occlussal generation of brux:sm is at best equwocal Thus

there IS some theoretlcal support for locally vnmated hyperactavnty but there is little

experimental ev:dence far operation of the reflex pathways which are proposed.

In summary it is apparent that muscle hyperactlvnty is frequently found in MPD

patients. The hyperactnvuty appears to mvolve excess:ve clenching gri'nding or bruxism and

a lowered ablllty 16 mhnbtt act:v:ty after tooth contact The possub:lrty that muscle

hyperactlvnty is directly caused by malocclussnon has been suggested but there is little

evidence of. how thns might occur Wlth the lack of such expenmental evidence for local .

causes the possublhty of. centrally medlated hyperactnvrty has rece:ved consrderable

attention: : . , SR °

C. Environmental St'ressors

Early studies found that mcreased masseter and temporal EM6& actnwty were

. associated with such stressors as hostnhty on the part of aninterviewer (Kydd, 1959).

Perry, Lammie, Main and Teuscher (1960) exammed dental students while they were being

questaoned about upcoming final examsnat:ons and found sugmflcantly mcreased
masseteric actuvuty Yemm (1968a) found elevated masseter activity in MPD patcents during
atask mvolvmg hfgh re;ponse uncertainty. Yemm (1969b) also examlned ,t.he recovery of
masseter muscles in MPD patients. He found that MPD sub jects consrstently falled to
demonstrate reduction of EMG actvvnty in their mastlcatory muscles within the two minute
mterval between exposures to stressful tasks. Non MPD subj Jects readily demonstrated a

reduction-in EMG aﬂctt.vnty between e_xposur‘es. This research indicates thatﬁi@:}atients

~

+



not only respond to stressors through tens:ng thelr mastlcatory muscles but also may not
be able to recover restlng muscle levels as rapidly as non- MPD sub jects. The. implication is
that MPD subjécts malntann elevated muscular actuvuty long after: stressful events have

*©  passed. S . S _f' o '_ S -
The questlon of WhetHer MF‘D patlents demonstrate a generalized or specufnc .

- muscle overresponsnveness has been consndered by Mercurl Otson and Laskin, l1979)
They found that ENIG levels in the masticatory muscles of MPD subjects were more
responsrve to experimental stressors than were those of controls In addltlon these
researchers found that control subjects h“ad a hlgher EMG. response in the gastrocnemlus

muscles in the same stressful situations. These studies suggest the possibility that MPD

: _‘results froma SpElelC locallzatlon of the stress response in masticatory muscles.

, Further evndence of a CNS medlated stress response in MPD patients is- reported
_vby Berry (1969) who found that MPD patlents suffered from a high lncodence of stress’
related dlsorders such as mlgralnes and low back pain. The mcndence of stress’ related
disorders was 10 tlmes that of the normal population. Evaskls and Laskin (1972) also |
mvestlgated the stress levels of MPD patlents by measuring urmary catecholamine and 17
~ hydr0xyster01d levels These chemicals have been determlned to be excreted by persons
| kunder stress. The 17 hydroxysteroad’level of MPD patients was 33% higher and the v
catecholoamlne level was 118% hlgher than that of controls. Based on prevnous research |
which suggested that partlcular kmds of stress effect the excretion of these compounds
Evaskis and Laskin (1972) concluded that MPD patlents were commonly under stressors
which involved uncertainty and ambiguity. ’ )
More direct studies of the enivironmental stress facing MPD patients has been
reported by Stein, Hart, Loft andDavis (1982) and Moody Kemper, Okeson Calhoun and
‘ Parker (1982). These researchers used the Schedule of Recent Events (SRE ) developed by
_ Holmes and Rahe (1967). The SREis a checkllst of stressful expernences that has been
found to correlate with stress related ilinesses. In the Stein et a/ (1982) study MPD »
patients scored an average of 161.8 on the SRE compared to 93 4 for the control
subj Jects In the Moody et a/ (1982) study MPD patlents scored an average of 2 16 These
two studles are perhaps the most convmcmg in demonstratmg that envuromental stressors

play a sugmflcant role in the development of MPD.
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In summary. MPD patlents appear to have expernenced a hxgh incidence of

- environmental stress prior to the onset: of their symptoms &hey also have relatnvely more

' stress related d:sorders such as, mlgralne and low back pam Flnally physnologlcal

measures have determlned a specn‘uc Iocallzatlon of the stress response in the mastlcatory

muscles of some MPD patients. . . o

D. Psychophysiologic Theories

Over the years many researchers have consrdered the: possublllty that both

_' envuronmental and physlologlcal factors. must be present for MPD to develop Schwartz

(1955 1959) together with Moulton (1955) proposed that pred/sposmg contr/but/ng

‘ and preC/ p/tat/ng factors could account for the development of MPD. These. structural

factors such as the manddlble/ maxlllae relatlonshlp may pred/spose certaln lndlvnduals to
develop TMJ symptoms Occlussal abnormalmes could be seeh as contributing to this
predlsposmon PreC/p/tat/ng factors mlght mclude a sudden or contlnuous stretch of the .

jaw muscles some dentai procedures or subconcnous oral actnwty such as clenchlng or .-

. grinding of the teeth. The prlmacy of occlussal abnormalltles was retamed in thls model but
a schema of. TMJ development which lncluded psychologlcal and muscular factors was®

. _now bemg proposed..

Laskm (1969) presented a snmllar psychophysuologlc model which clearly

cdnsndered mastlcatory muscle spasm as the primary factor responsible_ for the MPD

-symptoms. Laskin describes muscular overextensnon overcontraction or fatigue as

mmatmg spasm. Muscle fatigue, ‘as the result of chromc oral hablts such as bruxmg or

clenching were thought to account for most of the MPD disorders. These chronic'oral
habits were described as "tensuon relieving mechanisms" that are Iargely mdependent of
occlussal factors Prolonged muscle spasm was seen to'produce a sllght change in ;aw
position o which the teetfr -accommodate. Thus according to Laskin's model, occlussal

dlsharmomes result from lmbalanced muscular functioning. Laskin also suggested that

s

" continued jaw function with the condyles in.an; abnormal posmon leads to muscle spasm

and degeneratlve arthritis. Thus the MPD syndrome "although ornglnatmg as a functional

problem in most instances, ultlmately can lead to organic disease” (Laskin, 1969 p.50).
. N\
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r Rugh and Solberg (1976) have formulated amore balanced psychophysuolognc
o theory These researchers suggest that the symptoms reported by any one patlent -
" develop from aumque constellatlon of structural envrronmental and psychologucal
factors Accordlng to Rugh and Solberg the pOSSlblllty that mstablhty of the "gnathic |
structure Is a result of mherlted developmental or dental factors (mcludmg occlassal
: -mterferencesl cannot be d:smlssed Slmllarly stress per se cannot be seen as unicausal )
'smce lndlvnduals vary in their pérceptlon of stress. Flnally the response to stress and
‘ reportmg of symptoms is also a function of the mdlvudual s psychologlcal makeup and
tolerance for pain. _ '

In Rugh and Solberg s model the structural personallty and sntuatlonal
'conslderatlons are seen as umportant in determining the patlents presentatlon of as well as
response to treatment This multlcausal model erhphasnzes the complexity of the MPD
phenomenon it suggests that numerous factors determine not only the etlology of MPD
but also the patlents response to-the vanous therapeutg,c procedures These authors are

‘ emphatlc in thelr contentlon that a psychologncal as well as a. dental assessment should be /
~ routine part of the MPD lntake procedure They predlct that thosé patients who report th
' strongest psychologlcal malad justment or who have other related stress disorders are_

llkely to have the most unfavourable prognoms for conventnonal dental therapy

L e
PO «

E. Psychologlcal Correlates » . - ‘ K -

- theresponse of many patients to psychotherapy and counsellmg {Moulton, 1955 upton |
1969). These flndmgs as well as those whuch have indicated a relatively sngnlfuca it
response of patients to placebo splmts (Sutcher 1969) and placebo drugs (Greéne &
Laskin, 197 1) strongly support the contentnon that psychologlcal varnables am lmportant m
the etiology of a/nd reponse to treatment of MpPD2
N The pOSSlblllty that MF’D may be an expressuon ‘of. mtrapsychlc phenomena was |
fnrst expounded by psychoanalytic theorlsts MOulton (1955) sug&ested that TMJ
dysfunctlon is an hysterical conversion reaction resulting from unconcuous emotlonal

conflicts. Lefer (1965) provided an elaborate psychoanalytlc explanatlon of TMJ pann in
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whuch TMJ symptoms were utlllzed to gann securlty in the form of a transference
relatlonshlp wnth the dentlst Accosdlng to Lefer the patuent was seen-as havnng poor ego
oundaries and unmet dependency needs Clenchung of the testh was explained as the
fesult of an excesswe effort to control anger ina dependency relatlonshlp Other
researchers have relied on cllmcal lmpressnons to suggest that T™J patl nts are rugld

perfectlomstlc domineering and obsessuve compulsuve (Lesse 1956) or tense

apprehensnve and overreactung to pam {Kydd, 1959) The presence of stable
psychopathology is not consnstently supported .however, as other assessments have

' found no ‘such evidence (Gessel; 1973) o o -~

‘ elated to the conceptnon that psychological 'faCtors can predict MPD is' the

hypothesns that emotlons such’ as anxuety hostlhty apprehensnon and anger are lmportant

: medlators The presence of anxuety in MPD has recelved conS|stent cllmcal and emplrlcal

and Schall:ng 1973). Unfortunately the concept of anxiety has not been rlgorously
defined beyond "the emotional reactlon accompanylng the perceptuon of threat or
.uncertamty (Lazarus arLd Averill, 1972) and’ must be mferred through the observatnon of
behavioral or physrologlcal changes or through verbal reports of mdnvnduals Thus it is

unclear whether the conSIderatlon of anxnety as a phenomenon which results from -

: stressful experlences and causes physuologlcal reactlons is more useful than consldering

stress as dlrectly causnng a specnflc physlologlcal response such as muscular tension. ln

addition, as Rugh and Solberg (1976) point out the mcorporatnon of * anxuety into the

‘etlology of MPD may be mlsleadlng since lt has not yet been demonstrated that anxiety |s

the cause of rather then the result of MPD It seems less\ confusing, then, at thls polnt to
consnder psychologlcal correlates of MPD mdependently from an hypothetncal emotuonal
medlatlng factor. . ‘ ‘
Recently researchers have attempted to describe an MPD personallty Usmg the |
MMPI Lupton (1966) found narc155:stlc respons:ble autocratlc and overgenerous traits in
™J patlents Shlpman Greene and Laskln (1974) also examined MMPI proflles of MPD
pattents and found hngh scores on conversion hysterla hypochondruasns depressnon and

psychopathic deviate scales. Gross,‘and Vacchiano (1973) using the 16PF found‘ high

: scores for- insecurty and-hostllity;amOng his patients and Molin, Edman and Schalling ‘

P N

“

‘,support {McCall, Szmyd ang. thter 1964 Solberg Flint and Brantner 1872; Molin, Edmon :
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' l1973) usmg the Eysenck Personallty Inventory 'described MPD patlents as neurotlc ’

' Concurrently other researchers lSolberg Flint and Brantner 1971; Schwartz Greene and
Laskin, 1979) have found MMPI profiles to be wuthln normal limits W|th elevated scores on--
only the neurotlcasm and depressuon scales. The mconsnstenCy in the attempts to descrlbe
“an MPD personahty has led many researchers to suggest that there may be personallty
subgroups of MPD patients (Solberg Flint and Brantner, 1972 Lupton and Johnson
1873; Rugh and Solberg, 1979).

An examination of the research on psycholoq:cal correlates of MPD suggests that
“there-may be three MPD personallty types Lascelles (1966) Fine (197 1), Rothwell (1972)
‘ Cohen l1978) and others have: found a high incidence of neuroticism. The extremely :
neurotlc vn_d:vnduals may also have depressive symptomatology (Belfer, 1982) or signs of

psychosns (Kaban and Beifer, 1981). A second category of MPD patients could be .
classlfled as’ hypernormal or stoical. Lupton (1966, 1969 and Lupton and Johnson {1968.
. 1973) have conducted extensive research on the stolcal narc1ssxstrc MPD patient. These
patients tend to deny weaknesses in coping with stress and are prone to psychosomatnc .

symptoms A third group of MPD patlents

been described as normals who are under
_ extreme envnronmental stress or are szmply beyond their capacnty to cope with stress

. (Fme 1971; Gross 1973 Heloe and Herberg 1980l '

In summary there is little evndence to lndlcate that MPD is correlated with one

‘ 'specn‘tc personallty tralt MPD patlents do not present as a well deflned group and |t

‘ appears that a varlety of personallty types are susceptlble to the dlsorder A hypothetical ‘

subcategorlzatvon of MPD patuents is poss:ble and has been presented based on the

present authors: mterpretatuon of the literature. These personallty correlates of MPD erI

- beof Ilmuted value, however unless they can be utilized to make specmc clinical

predictions. Rugh and Solberg (1976) have pomted out that efforts to diagnose subgroups
of MF’D patients should focus orN prov:dmg cllnlcally useful |nformat|on whlch wnll ald in .o

" treatment planning. ©



’ ‘F Interactionism’ and Coplng

" The dlfflcultles in accountmg for psychologlcal factors in the predlctlon of MPD or,
other stress related 1|Inesses may be inherent in the measurement of personality and
emotlonal responsnveness Tradmonally these phenomena were wewed from the
perspectlve of trait theory or situationism. _Thus, depending on one's orientation,
psycHological functioning was determmed either by long standvng nntrapsychlc varnables or '
by the envnronment Unfortunately efforts to predlct futire behaviour on the basis of one

or the other have not been rewardrng (see Endler & Magnusson 1978). For this reason the

prediction of adaptatnon has shifted to an exammatlon of how persons and situations

lnteract to determme outcome:

-

The interactional perspectlve attempts to take mto account psychologlcal factors
whlch medla@the lmpact of the envnronment 6n the orgamsm Factors such as perception
and appralsal become lmportant if not crucral predictors in tvsjnodel Although one
might E:ontmue to argue that perception and ap‘prarsal are a reflection of particular
personality traits (eg..“Haanq' 1977) the fact remains that the "pe‘rsonality" literature has not
been very fruitful in predicting adaptive outcomes - barticularly in the MF”D research.
Singer (1984)'points out that even if we could determine maladaptive perso’nality profiles
then "by deflnmon there will be no therapuetlc interventions forthcommg from the

research Those who have the wrong or mapproprlate personallty are just out of luck”

’ (Smger 1984, 2306). ' ‘

¥ .
" Ancther way of describing the means by which people perceive, appraise and

' react to stress has been termed’ symbollc interactionist” or the

"situational-attributional-informational” perspectlve (Singer, 1984) In this model adaptation

|¥een asa learned pattern of. cognitive and affectnve reactlons Wthh are trlggered by the

: lmmedlate envirénment. These reactions may be called strategies, defenses or responses.

They may also be called styles when they generalnze to other sutuatnons In this model there
is an assumptlon that interventions can be developed RU learn new reactlons to the -

environment.

Although not purely interactionistic-in nature it may be possible to begin to assess |

' "adapta’tion through examining coping strategies and environmental stressors. This will

. : : . . . [}
provide a static picture of what is, by definition, a dynamic process. Metaphorically this is -

. . o : . : -



'Similar to trying to predict the end of a motion picture from Several still frames. Although

_ ‘highly tenuous some themes may be identified and if enough ‘still frames are put together
one approaches avery close representation of the dynamic relationships as well as the
outcome. N | | v ) )

The possibility that particular coping strategies or styles are associated with
specific patterns of physiological responseés and hence‘ to specific illness outcomes-is
‘receivmg increasmg support {Lipowski, 1977 L.azarus and Folkman, 1982). For example .
Linden and Feurstem (1881} have described a tendency for hypertensives to be disposed

' toward threat as opposed to challenge appraisals and to react to this threat with anger. In
regards to treatment outcome Hackett and Cassen (1973) determined that myocardial
infarction patients do better if they deny having had a heart attack.

An important contrlbution to our understanding of MPD may be obtaifgd by
analyzing coping styles 'ar'nong MPD patients alo,ng with their current level of environmental
"stress. The recent research of Lazarus and Folk_man (1982, 1983} allow us to develop
hypothe‘ses about(h'oyv these styles may influence adaptation {i-e., MPD symptomotology).
An analys(s of the previously revnewed PE ychological correlates provides support for
some specific predictions MPD patients have been most consistently described as

| neurotic or stonca_l. The term “neurotic” ha_s been difficult to define'in terQ't_s of coping
styles'.' it would appear that neuroses is a description of resultant symptomatology rather
than of a process of reacting to the environment (see previous'discussion on anxiety) The
term “stoical”, however has already been described by Lupton+{1 969) in terms of coping
behavnors Stoics are more likely to have "responsible, generous and managerial
responses to stress." They tend to deny problems and consequently to avoid talking to

- others about problems. Overall they have an investment in appearing strong and
self-sufficient. - ¢ o

lt may be possible to identify stoicism on the baSis’ of the assessment instruments
provided by researchers on coping. Three coping responses in particular, appear to be
equivalent to the research findings that MPD patients are stoical. These are, minimizing
threat, self tflam'e and avoiding social support. All of these would be expectedtobe - °
positively correlated with MPD symptomatology . | |

d‘”\ ,.':*_, ..‘ o ‘___; ‘.‘-7..A.'.'4 B



. G.'Concxliusions on the MPD literature
tt appears that severat variables may be heipful in predicting s'ymptom severity and

thgsuccess.of conservative dental treatrmment for MPD patients. Those patients who are

reported to have different levels of maiocclussion or organi‘city of the joint would be
expected to respond d:fferently Perhaps the duration of symptoms |s ‘the critical

rdetermnnant of response. The evudence for elevated stress levels in MPD patients wouid
7 -also’ suggest that treatment whlch does not focus on stress would be less efi’ectlve for
these patnents Personallty studnes have given mdurect e\ndent:e that certain "types of
mdrvnduals may not respond to dental treatment. Indnwduals who are stoncal may require
ad junctive therapeutnc effarts in addmon to those provided by the dentist. An innovative
style for operatnonally defining these psychologlcal factors has been provnded by -
researchers in copung This style makes it possible to operationally deflne 'stoic” in terms’
of the coping responses minimizing threat self blame and avondlng social support

© We are thus left with the research questions addressed in Chapter I. Can severity

of MPD symptomatology be predicted by measures of life events and coping styles? And,
is it possibie to predict non responders to conventional MPD therapy on the basis of
severity of dysfunction, level of environmental stress and psychometrically determined
coping styles7 Finally, how do these predlctors compare to nonpsychologlcal predlctors
such as malocclusslon organicity or duratlon of symptoms7 If we can answer these
questions it may be possibile to |dent|fy those MPD patients who should be directed to

adjunctive psychological therapies. - ' ’ ' K



111. DESIGN AND PROCEDURE

Field studies on stress and iliness have been of two general forms - retrospective
and prospectlve The former assess life events as they are recalied by already
symptomatlc individuals. The latter requ:res a current assessment of life events in healthy
individuals followed by an examination of the preserice of symptoms later in life. Each of
these approaches have thelr own shortcomlngs in regards to either lmplementatlon or

interpretation of results _ '

‘ The retrospective study presents sernous problems of lnterpretatlon since |t relies
ona poster/or data. In stress research identified patlents {i.e., already ill) are normally
asked to recall stressful events and these recollections are compared with those of non
patients.-Correlations of .30 to .40 have been found between life events and the presence
of iliness. lnterpretatlon of"’thls correlation i is difficult because of the phenomenon knoyvn
- as"systematic retrospectlve falsuflcatuon This is the confounding of criterioh and
'predlctor varlables through the previous knowiedge of one influencing the assessment of
the other. For example the presence of the iliness in the patnent populatlon may affect
th“e, recollection of stressful events. This direct contammatlon of the predictor variable is
particularlyrproblematic when both variables are measured concurrently. :
' * The prospective design precludes some of the problems unherent in retrospectlve
research By predlctmg future lllness on the basis of current reports of life events :
systematlc falsification is less probable. Although there is rellance on self reports there is
less chance that the subject will connect the two measurss. When reporting life events
he/ she has no knowledge of his/her future lllness. Later, when iliness is recorded,
.par'ticularly if there are‘ clinical'measures--available, itis doubtful‘tl;xt'knowledge of life
events is directly contaminating this data.

The ma;or criticism of prospective studies is not one of contamination but of
practicality. if the incidence of an illness is say 10% it would require a priori assessments
of life events in 1000 subjects to obtam 100 "hits". Although provndmg invaluable

mformatnon a study of this scope IS beyond the means of many researchers

The first part of the present study wull be retrospectlve in nature lt will involve the

assessment of life events, coping styles and’ MPD. symptomo_tology vna_self-report at time e

of intake. Thus the populaticn under study will be self selected as h'aving facial pain. This

22
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.80 requrred to-make valid predlctuve statements The problem of retrospectwe

Y

: - SRR e
'falslflcatnon remalns however and these predlctor Variables must be reevaluated nn a

: iprospectlve study The second part of the present research w1ll thus be prospec‘tlve in

. nature Thls will be an attempt to predict response to treatment on the baSIS of all of the

varuables obtalned from the mtake procedure Response to treatment will be determined at

- am,

a two month f'ollow-up through the readmvnlstratlon of parts: of the orlgmal self- report
1]

questlonnalre Sub;ects will be asked to evaluate theur level of symptoms at foliow-up and

these wull be compared to symptom severlty at t'rme of . mtake~

o - - X
e AN 2 S o o - .

A. lnstrumentati'on . _ | , | : o :
The instruments requured for the proposed lnvestlgatlon mclude measures of NlPD
"symptomatology response to treatment life events and coping styles Appendlx l shows
the final questlonnalre W|th all assessment measures in'(:luded
‘ Measuremem or’ MPD symptomato/ogy The dlagnosns of MPD hds been .
. notorlously mconslstent Helknmo (1976) attempted to standardlze the assessment of
symptom severlty through a multldlmensnonal ratlng scale The Helkumo Dysfunctnon Index
is composed of two parts The cllmcal mdex mcludes ratmgs of flve symptoms each -

. measured on a three polnt ‘scale. Impanred range of- movement lmpalred ;omt

1

functlon (Tl\/lJ sounds dewatlon luxation of locking of the jaw), tenderness to palpatlon of

mastlcatory muscles tenderness to palpatlon of. temporomandlbolar Jomt and paln oh a

'movement of the mandible are all assessed by the dentlst Each has been operatlonally o

defmed and the procedures are well known to dentlsts workmg m the area From thls -

scale an overall index. of cllmcal symptom severlty can be obtalned whlch ranges from frve

for no symptoms to 15 for severe dysfunctlon.

The Helkimo subjective index 'is arating scale filied out by the patienf‘gon fatlgue of -
the jaw muscles, dlfflculty in openmg the mouth wide, locklng or luxation and muscle
. paln On the basrs of the Ilterature review it was decided to add subjectlve symptoms of
“joint clicking, scrapmg pam of the shoulder muscles back paln and headaches which have
often been assoc:ated wit D. In addition it was decided to expand the Likert ratlng

A

scale from three to five in order to provide more variability in the data. This revuﬁed

g
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subjectlve index provsdes a range of severlty from elght to 40« - ‘

To date there ha;\ie been no reports. of the rehabxlrty or valudlty of the Helklmo- ‘
lnstrument The Helkumo Dysfunctnon Index does present consnderable face validity and
appears quite stralght forward to rmplement For this reason, and smce there is no
comparable alternatnve this mstrument will provrde the crlterlon varrables of chnlcal and
subjectlve symptom severity. . : ‘ - !

Response to Treatment : At follow-up each patlent was asked to rate their
symptoms on the above subjective rating system v:a telephone mtervnew (Appendlx .

’ They ‘were then asked to rate thelr overall |mprovement on an enght pomt scale from ' very
. much worse to completely symptom free".

L//e Events: Holmes and Rahe (1967) were the flrst to systematncally assess

enwronmental stress in terms of life events. The Socaal Readjustment Rating Scale (SRRS)
.conslsted of 43 iife events derived from case hlstorles of 5000 pat:ents Years of
~research have conflrmed the original finding that “the greater the lmpact of life change the
greater the probabmty that the life change would be associated wnth dlsease onset
(Holmes and Masuda 1974) Notwrthstandnng these assocnatlons several crutuc:sms of thlS

lnstrument have been brought forth and have resulted in |m|:]rovements in subsequent

- measures

A major criticism of the SRRS has been that it samples only a small number of
possrble events (Dohrenwrend, 1974) and that many of the events sampled are |llness )

related” (Hudgens 1974) In addltlon to measurlng arelatively small number of highly .

stressful events the scale enqulres about major personal m;ury pregnancy and health of

e

the famnly whlch areall dnrectly related to iliness. Also the samplmg of events from a

, ."".._patuent populatlom may have resulted ina lnst that is less meanlngful for the' general

_,populatlon (Dohrenwend & Dohrenwend 1974) anally the SRRS has-been criticized for

. over samplmg negative stressful expernences when recent lrterature has polnted to the

PN

sumnlarlty of the*adaptation process followmg posutlve stressful experiences suchas a

.promotlon or marriage (Rahe, 1974). ' ‘ . ‘ ' '
Dohrenwend, Krasnoff, Askenasy and Dohrenwend (1978) have developed alife

events-scale which attempts to remedy the above dlfflcultles The Psychnatruc

Epldemlology Research Interview Life Events Scale (PERI) seems to offer conslderable

L}
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- Possibleitems were generated by questnonung the respondents about 'the last maJor event

~involved in each event when compared to marruage Marriage was given a ratlng of 500.

25

lmprovement on the SRRS.

Toi |mprove the samplmg procedure Dohrenwend et a/ drew their respondents
from an urban population (New York City) through a stratified random sampllng procedure
in your life.” Through this method as well as areview of relevant literature a 102 ltem
checklist of posslble stressful experlences was developed. Although these events
included some illness-related lpms most of these were eliminated. Finally an improved
balance of posutlve and negatlve expernw_was obtained.

Prevnous researchers had developed ratings of the impact of stressful events
through a sample of convenlence. Professionals, -students or patients were asked to rate
the items as to the amount of dlsruptlon assoclated with the event. Dohrenwgnd et al
(1982) lmproved this procedure bgiobtalmng a stratified random sample of 82 raters Each
rater was asked to provude a number lndlcatmg "the amount of change or adjustment
A\
The arnthmetlc mean.of the ratmgs for each event became the "weighted” score for that

event. The range of these weughted scores was 163 to 1036. The sum of welghted

, scores was then deflned as a measure of total life events To s:mpllfy the analysus in the

present study the ratlngs were lelded by 10 to give arange of welghted scores from 16

to 104. These wenghted scores wnll be retalned in the present study in spite of the :

R crmc:sms -of Rahe(l 974) and others that welghted and unwe;ghted lufe events are hnghly

» g e
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corz;elated o S . RIS R .‘,s;:..r S

Uscng the PERI it wrll be predlcted that welghted lsfe events are posmvely

. correlated thh symptom severlty in, MPD patlents

Cop/ng Measures Although the measurement of copmg is S’[l” in ats mfancy several

promtsmg research instruments have beeh developed Two of these are based on
I theoretncal aSSUmptnons whereas a thnrd measure has been empmcally derlved Gleser and

‘hilevich{ 1969l constructed the Defense Mechanlsm lnventocy to tap the relatsve mtensuty

of five groups of defenses in the psychoanalytlc sense. Haan (1977) formulated a more
general taxonomy of 10 ego processes which are grouped as elther coplng defense
mechanism or fragmentation. Both of these |nstruments have demonstrated an acceptable :

level of reliability and internal validity but have run into problems of external validity or

.
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general interpretation’ ' = , . | 'Z

l.azarus and Folkman (1982) have developed a questuonnaure which samples 3 broad
range of possible copmg responses and which, when factor analyzéd yields several
.meanlngful categorles. The subJect Is asked to identify and elaborate on "the 'situation that
has been the most stressful to you in the last mdnth”. After this is done they svmply check

all of the 66 p055|ble copmg responses apphed to them The factor analysus of the 66

- |tem checklist reveals seven general categorles of copmg responses These factors are

‘ lncludedjn the present study for comparlsons 16 the psychologlcal predictions. As there is. o

~problem solving. wnshful thmkmg mixed cop:ng growth, mumm:zmg threat seeklng socual

support and blamlng self. The present researcher suggests that this instrument wiil provude

r

- ameasure of stmcusm T‘he factors mummuzmg threat and "self blame are cons:stent with

the llterature descrlptlons of stoxcnsm Also the factor ‘seeking socnal support Wwould be

ps

expected to have a negative relatronshlp to sto:cnsm : . \
' Thus it may be predicted that symptom severuty in MPD patlents will correlate

tposmvely W|th mlnlmlzmg threat and self blame and negatrvely wnth seeklng socral
support ( T

,,c..v

Nonpsycho/og/ca/ var/ab/es Three addltlonal lndependent measures were
con5|der'able support in the Ilterature for-the MPD symptomotology to be related to the
extent of malocclussnon and/or evndence of organuc deterloratlon in the Jomt these
‘measures were mcluded Also. the duration of symptoms would be expected to be related

to symptom severlty n consultetlon with two dentists Likert scales for clmlcally ST

dlstlngwshable levels of malocclussuon and orgamcuty were developed Duration of

_ symptoms was determlned by the patient ratlngs of how long they have been experlenclng

fac:alpam Slx month lntervals were provnded for thls rating. ‘ :
Addmonal data was collected at intake for later analyses of variations in the

experlence of pam and the operation of secondary gams Questuons on age of patient and

marital status were also mcluded for descrlptlve purposes. ThlS addltnonal data is not

included in the present angaly5|s and will not be cons:dered further.
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B. The Sample - o ) ’
The subjects for the study were 85 patlents who presented at dentlsts offices in’
Alberta wnth MPD as defmed by Laskm (1969)

The dentlsts were mstructed to include all patlents who presented with pain and

tenderness of the muscles of maetlcatlon as

ell as llmlta_tlons of _mar'ldlbular movement

(Laskin, 1969). Patients with advanced orghnic deterioration of the TMW. were excluded

from the study. Approximately 40 percent of the -subjects‘were optained froma single -

vpractlce In ‘thlS practlce all patlents presentmg with facnal pann were required to complete

the questlonnalre as part of the intake procedure The remalnder of the sub jects came |

' from_ 1 offlces throughout Alberta'where it.was more difficult to control selection bias . '

on the part of the dentist. Generally it's expected thaJesastant.patlents in these practices
. « .

- were not requuréd to complete the questlonnalre

1

C. Procedure ' o , e
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- v - —ut . A
& . P .

T

Patlents filled out the intake questlonnalre (Appendlx ll) in the flrst or. second

. ‘appomtment and before treatment was admlnlstered The questnonnalre mcluded $éctions

on life events coplng styles subjectlve MPD symptoms cllnlca! MPD symptoms and -

Wemographic mformatlon Some of the questlonnalres contalned additional sectnons on

Locus of Control, Depressnon and Anxuety WhICh had been lncluded in the original- -

‘;research de51gn These sectlons were abandoned halfway through thest_udy because of ...

© . worse"'to completely fme Approxlmately 70% of the orlgmal subjects were contacted

4o, foliow up.

.the dlfflculty in obtalmng data outside of the sungle practlce descrlbed above The long

- ‘questnonnalre requlred 60-90 minutes to complete The short questlonnanre requlred

30-45 mmutes to complete, and sngnlflcantly lmproved the response.

- The dentist completed the brief clinical- dlagnostnc sectlon at the end of the initial

visit’

Each subject was contacted by phone after a two month interval to obtain the

'follow up data At that tlme they were asked to lndlcate thelr present severlty of MPD

symptoms as weli as rate thelr overall symptoms on the 8 point leert scale ‘very much

LR ke e e »



D Statlstncal Analysis ‘
".The mdepentent varlables of sub jectlve and cllnlcal symptomatology were '

determined by summmg patlent and dentist ratlngs respectlve‘}y They were then correlated

' wnth each other to determme it they L(ould be collapsed intg one crlterlon varlable The

mdependent varlable of life events was determined by totallnng the weighted scores of the
events checked off by each sub]ect and dw:dmg by 10. The mdependent varnables of
coplng styles were obtamed by totallmg the responses on each of the seven categones

Malocclussnon, organicity, and duration of symptoms were obtamed dlrectly from the

Lnkert scales Pearsonr correlatlons were calculated between the dependent and

mdependent variables. Flnally a stepwise discriminant function of the twelve predlctor

variables onto the two crlterlon variables was undertaken. At thls time the specnflc
/1

; _research questlons on: these correlatnons were exammed Ouestlon 1 (see next sectnonl

was EXplored by exammlng the discriminant function for sngmflcant contrlbutlon of tke hfe :

\

. events and Coplng scorés to varlance aCCounted torin. predlctmg symptom severity.

i

The above ana_lysus was repeated for the dependent measure of response to

‘treatment. lncluded in the dlscrlmmant function: analysxs for pred|ctlng response to

treatment were the sub jeC‘tIVB and/clmlcal ratmgs This permitted the comparison of the

nonpsychological mdependent measures which could be obtalned at mtake wnth the

N ;‘.psychologlcal mea5ures as determmants of treatment outcome Questton3 wa’s exammed

through a dlscrlmmant functlon for the sugnlfncance of the contribution of the I|fe events

o and coplng scores to varlance accounted for in predlctlng treatment outcome

E. Research Questions

N

1. Wl” the psychometrlc measures of Ilfe events and coplng responses lmprove the

predlctuon of MPD symptom severlty at intake over the physical measures of

maloculussnon duratlon of symptpms and evndence Qf orgamczty m the

- e

temporomandlbular joint2 . . - o “ - " L

: 3 : ‘
- 2.7 Willthe psychometrlc measures of life events and coping responses improve the

predzctlon of sub Jectlve lmprovement of MPD symptoms at a two month follow up

o 'over the physucal measures .of maloculussvon duratlon of symptoms and evrdence of



o2

organicity in the tempbrorriandibdlar joint. v e e

Is'it poss:ble to ldentlfy theoretlcally defendable factors for the constellatlon of

‘symptoms reported by MPD patnents whuch have unique relatnonshlps with copmg

* strategies and stress7 " o v



' IV.RESULTS
ln th:s chapter the data is orgamzed analyzed and conclusnons are drawn The
chapter begins with a demographlc and descruptlve information. The researchquestlons

are then explored through correlatnon mult’lple regressnon and factor anaIyS|s of the data.

| A. behographic and Descriptive Data ' ’?'4 _ )

Table | summarlzes the demographlc and descrlptlve mform;tlon collected on each
subJect at mtake ThlS table nducates that 85% of the subjects were female 74 %0 were
iunder 36 years of age 65% were married and 46 % . reported symptom duratlon of more

than two years. The flgures for sex ratio, age.. and duration of symptoms are -
~ 'conme'nsurate thh p?eylous.reports. Data on marital status have not p'r<evi0usly‘ been
reported.” \ ‘ | _
Table Il presents the dlstrlbutlon of subjectlve symptom severlty across sub;ects
A Approxlmately 807% of the subjects reported Jomt clicking. fatigue of the Jaw muscles
dlffnculty in opening the ‘mouth wide, pain in the shoulder muscles. low back painand )
headaches. Flfty percent reported Iockmg of the jaw, light headedness indigestion and
constipation. Only 30% reported scrapmg of the joint and iess than lO% reported fainting.
It would appear that the subject populatcon can mdeed be descrlbed as. sufferlng from
- MPD accordmg to Laskin's (1969) criteria. Only one subject reported a complete
unawareness 6f symptoms even though the dentlst had |dent|f|ed impaired- moblllty of the
mandlble ‘
' The sub;ects in thls study were also asked to- bnefly dKescrlbe “the event or
| sutuatlon that has been most stressful to'you durlng the last month.” These anecdotal
records may serve to concretize some of the dlSCUSSIOI’\S to follow. Many of the
sntuatuons were descrlbed in a cursory manner such as "marital problems or "arguernent
'w1th a frlend Others however were more descrnptlve and provide thlght lnto the
‘ stress/cOpmg contexts of the s‘ﬁb;ects .

: Sub Ject #Q5: After a stralnlng year; my husband and | had another fught | had

Three representatnve descrlptnons follow-

been severely depressed and frustrated lately and could not take anymore l

wanted a separatlon and he would never agree. | knew | was emotionally sick '

: o ’ =
_ 30 e : . b
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.
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s
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26-35 years -

- 20%
.. 720% B

26 35 years

mOre than 46 years

o ag%
' ‘/, 8%

Martlal Status |
Slngle

- Married/ Common Law

35%

;. 65%

less than 6 months
1 27-2,4 months L

20%
1%

6 11 months

“more than 24 months. _

2% .
- 46%

o
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and my body was warning me of problems. ThlS last flght was enough to make
‘me almost have a nervous .breakdown I'took the kvds ags\pent two weeks in

v the womens shelter where Lftled for dnvorce He threatened the worse as he

»

. .;_ L always does but I can t take anymore and donut care |f he carrues out h|s

MR G e w gy, Aa roeae

V"'threats even: hns’threat tor commnt swcnde‘ . e

O T

‘Subject #47. My 87~ year old mother isina nursmg home As | am the only chlld

“ 1 'feel qwte responsxble for her care. Thns has alw y been wuth me. Thns past -
- " "‘“mont‘h 1 had back,-heck, arn ahd leg pain atmo_st the whole month. = - - e
: ,_@:' A, " i LY - 5

»... . : Subject #72: | have had three dlfferent supervasors at worl; in the last elght

I

months each o‘f whom has dlfferent prlormes and dlfferent ways of donng
things. Frustratmg' - ) ‘ "
“The term ’frustratmg seems’ to summarlze the sntuatlons of these and many her
) .’sub jBCtS A common theme appears to be mvolvement in sntuatuons WhICh are per eived to
- be beyond the sub;ects control or in whith the subjects own needs are not bej g heard or
L ,"meﬂtl‘ - -. s _ R , - B T | pv

F leen th:s general mgressnon of- the subject populatuons lt is now appropr:ate to .'

turn to 3 statnst:cal exploratuon of the responses of the sub;ects

- B. Data Analysis

An initial decision’i in the analysus of the data was whether the chmcal dysfunctnon

L

- o

mdex and the subjective dysfunctnon mdex were measurlng a snhgle phenomenon which
could be defmed as myofascual pain dysfunct:on Should sub;ectlve dysfunctlon and

chmcal dysfunctnon be highly. correlated it could be assumed that any relatnonshnps found

R

with one would also apply to the other A Iowgcorrelatnon would requnre two separate

analyses as well as an explanation of any dlfferences found . B 5
grnor a correlatcon of 0. 80 or better was: determmed to be the crcterla for
acceptmg the hypothesus that a common: phenomenon was measured Thus cut off was -
based on the correlat:on commonly used in studies of nnterrater fehabmty Table i shqws '
 that the pearson correlat|on between these two dependent measures was 0. 17 The -

S //' . .v; o “'.', " .
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. Tableh. .. I, .
“\. 'v"ll""." .“/.“‘7»:- ’ . ’ —
. g ‘ N
"—

‘ Sub Jecttve Symptom Severnty at lntake

Expressed lnfercentages (N 85) ,‘ I o N

‘ - None  Mild  Moderate Severe  Extreme
: .. _v' ' "L o 4 : -
T T e

»scapmg S a 70:& 19% 10% 2% - (')‘%. ‘
) sthfness/fatlgue ERR [-U SR E- USRI oS 2% -+ 0% -
opening - - - - : .’.’.:l 22%  19% ¢ 22%. . . 19% - 18%
- P"ain/shoulderll . Co 25% 25%  26% 15% 9% )
. headaghes. O ' 2\4% ' 17% ' 24% .17%' 18% _
Iowbsck_ P B éi%,; 18% 31% 6% - U
Clighthead [ ae% 37% 13% 2% . 2% . -
L tanting . | 9% 6% 0% 0% . 0%
indigestign™ T YeTY o sgu c 21% 7 6w ot 15% v 0%

. constipation . i . T 8% 7% 0 1% ;- 8% ' 0%

K M .
o S o ) "“Tablem | °
g Pearson Correlatnon Coéfflment between the dentlst ratings
of Clinical Dysfuhctnon and the patnent ratungs of’ Subjectnve Symptom Severlty .
,J v 1 . ) ’ ‘ \ ) H v " ’ »
e ; ’ . ,
t L . A [ Lo st <
Pearsonr . ' Significance
1 017 T v« 085
. { . ) W N . . ) .
_ N o
t : v 1 ’ i v : ¢ ’
' - - ' 1"-
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: separate analyses undertaken for the purpose of further hypothesns testing.

'C. Research Questions

fwnth a sagnlfucance level for |nCIusvon in the equatlon setat 0.05 it was fou

three var@les could be entered mto “the equatnon in order of decreasi

34

“o'.=.~

e

= . o -~ . N -
- L =
SR

/—v.arnance shared by these measures is thus less than 3% and the: hypothesns of one common

varnable wasre }ected The two measures must be assumed to be mdependent and

- Research.Question. 17 Will the ps?ch‘ornetric'"measme’s of’life events and coping
responses 1mprove the predvctlon of MPD Symptom seventy at mtake over the physucal
measures of malcéc\ulussmn duration of symptoms and evndence of organncnty in the ‘

temporomandnbular\)ount7 T . .

N Table v pre/sents the correlataon coeff*ucuents between subject’nve dysfunctlon and

. all of the mdependént varvables The subyectlve report of the coping response of

mlnvmlzmg threat was S|gn|fncant|y correlated wrth sub;ect:ve dysfunctuon as we’re
problem solvung evndence of orgamcnty and seventy-of malocclussnon Co -

Table V presents the oorrelatlon coeffnménts between chnlcal dysfunctnon and all

the mdependent variables. Only ' evndence of organicity” and seventy of malocclussmn -
were sxgmflcantly correlated wnth cllnvcal dysfunction. o A K

1

<

/Tabte VI summarrzes the dnscnmlnant functlon equatnon for preductmg sub;ectuve

-3

dysfunctnon For the purposes of thls anal mlld dysfunctlon was arbltarlly defmed as a |

-y ste of 21 or Iess whereas moderate td’severe dysfunctlon was defmed as a score of -
CU

22 or greater Thvs also allowed for apprommately equal cell sizes of 39 for mild

”’dysfunctuon and 46 for moderate to severe dysfunctlon Followung the stepwnse q/thod: ‘ ‘

additional
varlance accounted for these were, a) or’gamc:ty as determlned dentlst b) duration -
of symptOms and c) the use of. thercopmg response mmlmtznng threat” as reported by the
patlent “The actual equatnon is reported at the bottom of Tab1e VI,

. Slmllar|y Table VII summarlzes the dlscrlmmant function, equatlon for predicting *
chmcal dysfunctuon Mald clinical dysfunctnon whs deflned asa score of 10 orless

whereas moderate to severe dysfunctnon was deflned asa score: of 'l 1or more

Even though chnucal and sub jectnve dysfunotuon are poorly correlated the ' ‘evidence

- of organncnty as determlned by the dentlst i’s the most s:gmfncant dnscnmmator of seventy

«
-



Table IV

Correlatlon Coeffncuents at Intake )

' Independent Varlables Vs Subject:ve Dysfunctuon

’

In‘de’pendent' L T SUb)BCtIVE

Varigble . . B Dysfunctlon

Significance

Totaf Life EventS’ ’ . - .- =02
 COPING' RESPDNSES R
‘.probjem solvmg (C)  / e S 19 o
wishtul thlnklngh(Cz) o . .04
_mixed coping (C,)’ - n .09

growth (C,) S '. ©003.
i e A

mnnnmxzmg threat (Cs) S g e

seekmg secuai support‘(c,,)“‘ - " “ “ o 05 T ',
blammg self (C,) o s -1 0

L . Duration of sy/rfnptom‘s"l . T
E\}idenc;e of organicity - ! . _ e L 56 '

 Severity of malocclussion’ . S22

a [

...44

04x

',._'(?2* ,

*  Exceed 0.05 level of significance.

3

5q
D
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Table V " LT
v _:f'-‘,?p;"- N .;' : -
. T i e w
Ir"jd.ep.endé'n.t ) Clmrcal Sre A :.:1" : -
| Variable » ’:Dy'sf.unSti;)ﬁ' .' R Slgni';fic‘:ance
‘Total Life Events .025 o 42
- COPING RESPONSES ; L . S e
o problem solvmg (o} ) , ‘ , .08 25
.wnsh_ful..thmkmg (€, | B :_‘ SR 17
mixed coping (C.) o .19
growth(C.) B ' i 15 '_.10
E mnmmnzmg threat (C,) | : , 03 il . 4..‘41
. seeking socnal supgort LCA L .o 36 s w 08
blam:ng self (C PR T e e it " oe _ +
Duratuon of symptoms 07 27
Evidence of orgamcnty _ .56 .000%
' ‘-"Severlty of malocclusann- ) B4 ° N '.0,00*
¥~ Exceed 0.05 level of sigmﬂcancé “ .




:-E‘“de"""é of organicity (ORG) B

D:scrlmmant Functlon at Intake - C e a .
: .. S

wo B APredlctmg Subyectwe Dysfunctlon at Intake (STMJ){' .

. b

eiaan )0 ; - : ’Fromihe Independem Varnables i :

v - - s j;,.vA:';‘ . . ) .
e Ty, LT .~ d‘ - u B S e LM - -
N R O R e LT . v - : RN
-+ - -IndependentVariable - .o sl N : Significance
. A T e - 4 - © . ;‘: ,t T .= - sl S e e
. ' o - o

- \ _ B e O RTE N o L (R

o Duratlon of Symptoms (DUR) . o S "'"_‘ 06 R _":64‘ S
©COPING. RESPONSE LT A

“ mmlm}'zmg threat‘(cs) - | .‘ . S 06 el e 05 o
Constant. B 7Y

Y ) _ g

Equation STMJ-— 74+171 (ORG)+ 06 DURY +.06 (C,/

,MultlpleR— 39 ' | [ B
_'R”Square=.|_5 T : S e

N
- e ) g . ~iis e e o .
P e < =oae e 8 . o - 28 e e > ®

~ e

Variables included in this ahalysis: durataon of symptoms, orgamcuty malocclussnon total
life events, seven coping responses ‘ ‘



. RSquare=.41

“Variables mcluded in thus analysus ‘duration of symptoms orgamcny malocclus

T e s
- - - a = a <L / . L - ‘; ,:
.Q- T ] v "‘:"""G‘ ! ) B PR Vo | et e N el ".
. ’ Dlscrlmqnan: Functlon at lntake Pre) ctmg S e
L Cllmcat Dysfunctron at intaké (CTMJ) ‘
. o , N from the lndependent Varsables
T Mindépendent Variable s Lt T L et B Significance
Evndence of Qrganlcny (ORG) STt 16 . : ,.i.;c")o: - -
~ -ﬂSeverlty of maloccglussuon (MAL) “ 7 S .14 ‘ 02 )
COF’ING RESPONSE =10 . .02
seeknng soc:al support Co) - S
Constant' ' .94 : -
. Equation: .94 + .16(0RG) + . 14(MAL) - .11(C,)

Multiple R=:64 . S R - ,

- . . . . ' o e
X B " g T

[

sio total
life events, seven coping st&les chmcal dysfunctnon at mtake and.total subjectuve r} .
symptoms at intake. o _ e , v

o

,
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on both dependent 'fheésu}és. 'In.,orde‘r of deoreasiné additi"onal variance a‘oeounted for. the
followung variables: were entered into- the: equatlon f/or preductung clmncal dysfunctnon a)
';'~;f'ev:denoe of organlcﬂ'y a8 detefmmed by the dentlst b) severlty of maloclu55|on as

: determvned by the dent:st and c) the use. of the coping respohse of seekmg soc;al | _

- support Thie latter Variable i was negatlvely correlated with clinical dysfunctlon Thus in

k .predlctmg both sub jective- dysfuncmon and chmcal dysfunctton the psychologlcal varxables

SRR T S Ga e

” contrlbuted to. the predlctlon of symptom severlty This contr:button however was

- neither consxstent nor all lnclusnve The equatlon for prednctlng chmcal dysfunctuon 15

: reported at the bottom of ‘Fable wi’ L

. T
.

SN ~Researc/7 0uestrprr2 ‘
responses lmprovg the predsctlon of sub;ect:ve lmprovement of MPD symptonjs at ‘a two
- month foHow up over the physloal measures of maloculussion. duratlon of. symptoms and
evsdence of organxcuty in the temporomandlbular' 10"‘1'(7

Table VIl presents the correlatlon coefflcnents between subjective improvement
‘and all of the p0551ble nndependent measures lncludlng clinical dysfunctlon and. sub)ectuve
'dysfunctnon at intake. None of the dependent measures were sngnnflcantly correlated with
subjective |mprovement. S S * > |

Table IX summarlzes the d:scrlmmant functnon equation for predlctlng sub;ectnve
improvement. For the purposes of this gnalysis mild lmprovement was deflned as a score
: of 5 or Iess whereas moderate to better lmprovement was deflned as a score of 7 or

-

- more. Following the stepwuse method and- wvth a S|gn|fucance level for mclus'on set at .05
it was found that only two variables could be entered into the equatlon in order of |
decreasing sngmfncance these variables were a) malocclussion at intake and b) clinical

g dysfunc‘tlon at mtake both belng variables determined in the’ denta! assessment The )
subjective reports of life eVents and coping responses did not enter mto the equatuz a

' _5|gn|f|cant level. The equation for predlctlng sub;ectnve improvement is reported at

bottom of Table IX

Research Question 3:1s it.possible'to identify.theoretically defenda‘ble fact’o‘rs for.
the constellation of symptoms reported by MPD patnentswhnch have unique retat:onshnps

with copmg strategnes and stress7

\

.‘Wjﬂ the psychometrnc measures of hfe events and’ copmg ’

~
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C '_»T'abie Vll{ - 'j;;_". U

Correlaiion Coefficients at Féllo,W-Up
" Independent vs Dependent Variable .

’

p Varigble - ¢ ¢ . - i - Improvement - "Significance

<. TotallifeBvents LESUMI ~ < .12 o ooge o
(COPINGRESPONSES - . .. -~ " ... 0 Lo oo

problemsolving (C,) o 07 & 33
wishtul thinking (c',_)__ U T S .20
“mixed (C,) | _ - -o0e. t . 34
growth (C,)- oo TR 13 o
minimize threat(C) - . - -~ o4 T 3g
seek sogial subport CJ o T =11 24
selfblame (©) -~ . | 05 39
DurationUR T a8 e
Ofgar-city (ORG] . -.03 . 44
Malér iﬁssion (MAL) o . ., 30 - .03%
Ciinicat Dysfuncﬁon at in‘také”(CT'l.VlJA)" o . v, » ..10 .28
-Subjective Dysfu’nctioﬁ (STMJ) at Intake . .08 | .30

, 8 . Ty,

o ’ - e o o ‘ - A
~* Exceed 0.05 level of significance . B |
- N - . . ) - . . | (‘JJ
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Table IX
Dlscrvmlnam Functlon at Follow -Up Predrctlng
Sub Jectlve Improvement (DSUBJ) from the Independent

-4t

S Varlables Stepwrse Method

" Independent Variable

. e B o 'Sighificance o
Malocclussnon (MAL) - oo " L -31 . | S 7007 v
. r . SO
Chmcal Dysfunctlon at Intake CTMY - .07 046 -
Constant Cw T e S I Vi

.non DSUBJ = 1.63- 31(MAL) + .07(CTMY)
Mult|ple R=.43 ' |
'quuare— 18 - . , o o , A\

~Vanables mcluded in analysvs duration of symptoms, organicity, malocclussron total llfe
events, seven coping responses, clmsca! dysfunction at mtake and total subjective
symptoms at intake.

>
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ThlS researchquéstlon was examlned through a factor analyS|s of the eleven
sub)ectlve dysfunctlon scales plus two “placebo” scales WhICh were mcluded in the
questlonnalre The placebo symptoms were constlpatlon and mdngestlon and thus had
some face vahdtty as stress measures Tbere 15 NO support in the literature, however for
theSe symptoms to be related to MPD. These two varlables would not be expected to
correlate highly with any of the MPD symptoms ngh ratlngs of these symptomsm MP-D'
patients might mdlcate that patients are reportmg general somatlc dysfunctlon rather than
“TMJ related dysfunctlon
 The factor analysns is summarized'in TableX Both non-rotated and rotate'd varimak
matrices were generated The varlmax rotatlon with’ three tactors provnded the most

theoretlcally parSImomous matrlx Three dlstnnct factors wrth elgen values greater than 1.0

appeared in thls rotatlon Factor one was composed of ﬂve scales each of which had

i welghts greater than 0.50. Factor two was composed of six different scales each having

weights greater than 0. 55 Factor three was composed of the two placebo’ scales and the |
clinical index with welghts exceedmg 0.66.

The first factor accounts for 48% of the total variance in th@ subjective symptoms.
The stales in this factor could be described as PAIN symptoms related to either muscle or
vascular tensnon Thus Jaw paln Iow back pam headaches, light headedness and falntlng
comprlse factor one. The relatlonshlp between these symptoms seems to confirm reports )
that MPD patients also have shoulder pam back pain and headaches as coneomitant
symptoms One might predlct that treatment Wthh effected MPD would effect these
other symptoms ) : -

The PAIN factor could be theoretlcally "explained” as a function of muscle tension.
The argument may haye to be stretched

although muscular. tension which effec

account for llght headedness and falntlng
blood flow is not an uncommon phenomenon
The literature on ischemic paifl supports the notlon that severe vascular constrlctlon can
result from prolonged mus ular tension. - »

" The second factor accounts for 24% of the variance of the symptoms: These

Symptoms seem to be related to the physical evidencé of MPD. Clicking, scraping and

locking of the TMJ, andldufflculty in opening the TMJ are all related to joint functlon A

fifth symptom in thls factor was fatigue of the jaw muscles whlch couldbe percelved asa

’

ce g
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Table X -

Factqj/r Analysis of Subjective Sympt'oms

"Placebo Symptortis and-the Clinical index

© e

43"

CLINICAL INDEX .

1

. -Independent Variable . : Factor 1 - ‘ ' Factor 2 -Factor 3
clicking of TMJ B 0.60
.‘scra,pin_g of TMJ 054
 tiredness of jaw h\Ué;le - | 0.66 ‘
difficulty in opening wide | 075
(_ locking of TMJ. ' 0.70
‘pain in shoulder muscles 0.58 o
. :headachés - 0.77
| low ba‘ckpain 0.56
light headednéss - 0.70
fainting . O‘.5‘9 .
" pain in j%w miq_écles 0.68
' indigesti‘oh' 0.78
éonstipation 6.66
4

0.70"
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result of, or response to, joint dysfunction (i.e., the result of the muscles trying to
- coordinate.the jaw to minimxze ciicking scraping etc. )Patients appear to perceive jaw
fatigue differently. from Jaw pam Even ti;pugh the fatigue symptom falls in this factor, the
factor will be interpreted as a measure of DYSFUNCTION in the ;omt
* " The third factor composed of the clinlcai index plus constipation and indigestion
will nét be of further theoretical: interest but wnll be briefly considered before proceeding
toa discussmn of the first two factors Of note is the fact that the clinical |ndex as- |
determined by the dental assessment, was more closely related to this third factor than to
either the PAIN or DYSFUNCTION factor. ‘
‘ “What this third factor is measuring cduld' be speculated on. O.ne might interpret.
indigestion, constipation and dentist rated glinical symptomatology tobe’ physncal' ratingc
' 'On the other hand they may be seen to be accessmg somatic well being These
hypotheses appear very tenuous to the present researcher and to pursue them further :
A would be more corﬁecture than substantive
Table X| presents the: correlation coeffncnents for the PAIN factor and the -
independent variable at intake. To_tai life events was no.t_ significantly correlated with PAIN
~ atintake. Six of the seven areas of coping, however, were correlated with PAIN at the .05
level. Four of these, problem.solving, wishful thinking, mixed coping and seeki'ng_so'cial
support are correlated with the PAIN f,actor‘at the .01 level. The nature of the relationship
of these coping responses to PAIN does no,.t,-howeve_r, follow the expected dir_eCtions.
Generally all of the coping responses increase as PAIN severity increases. OnI)-l one of -
these correlations, ‘minimizing threat” is consistent with the pred_ictions from the' MPD
literature. | _ |
’Table X summarizes the discriminant function equation for predicting PAIN a‘t

mtake from the independent variables For the purpose of this analys:s mild pain was
'defined as a score of less than 12 and maderate to severe pain was defined as ascore of
gredter than 13. Followmg the stepwise method with a sagniflcance Ievei for inclusion’in
the equation set at.0.05 it was found that three .coping: responses and duration of
symptoms could be entered into the equation Inr order of decreasing additionai variance

accounted for the independent variables Were a) mixed c0ping b) duration of symptomes,

c) self blame coping and d) growth coping. Total variance accounted for was 0.35.
v ) <
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s Y Table xiooo
el i _J L .
. ’ Correlatmn Coeffncnents at intake -~ A
. lndependent Varisbles vs the PAIN Factor .
oy . . L o '
- - : =Xy

Sindependent .. T Do
Varigble - . o oo .PAN factor ~ ' - _ Significance

ey

" TotalLifé Events L ad A
COPING RESPONSES' e ) S
problem SO_I\(_in'g‘(Cl) . -0-‘ P ' 19 ’ S 04v o
 wishful thinking (C} R - 28 o "._00 7*
mixed copmg (C,) T S i . f.42' S .s'.OOO*'
-'_growth(c.) .t S e Y e igs
mlmmlzmg threat {Cs o | . ‘ | . ‘ v
. se*mg socual support (Cg)"{ o N 28  -~ '.007*
"blammg self (C,) _ ' h . | » -

gunatlon of symptoms ‘

Evudence of orgamclty | e ) f_» FRRREY ..01.,

: :Seventy ofmalocclussnon I -~ " -06

-0

“ w’;, ‘(' -
Exceed 0.05 l_e"ye‘l of significance p B
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Cem T Tablext

A ' g L Dlscrlmmant Functnon ( lntake ‘

Pred»ctmg the PAIN Factor at Intake from a

the Independem Vahables

o

sy

Indépendent Variable - ., . B,

e Signifipant:e B

Copmg Response Mnxed (C )

.2 LT e

: . ',"Duratlon of symptoms (DUR) L T .08

Copmg Response< Self blame (C) ‘ ' N _ '-.;1_.4
Coplng Response growth (C‘) oo S S -;.OS:

Constant .,jﬂ VU 1.0.

.000 -

[

.003"
.003.

05

R Square = 35 K L s A

Equatlon PAIN = 67+ 10(C)+ os«oum- 14(C)
‘ MultlpIeR— 59 ' o | :

o . (
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' VaruaBIes mcludedm anarys:s duratioh of s mptoms orgamcuty malocclussuon total life
. events; seven coping responses chmcal dysfunctnon at mtake and total sub Jectnve
.-'symptoms at mtake IR » IR _ .



WIth DYSs

Table XIII prbsents the correlatnon coeffrcuents for the DYSFUNCTION factor and
the mdepertdent varlables at mtake Total life events was negatlvely although not
s:gnuf:can borrelated wnth DYSFUNCTION None of the COplng responses correlated
FYVI:ICTION Only evndence of organncnty ahd severlty of malocclussron
slgmfucantly COrreIated and these vyere hlghly srgml'cant : R “ v '\'

Table XIV summarlzes the dlscrlmlnant functlon for predlctmg DYSFUNCTION at .

lntake from'the lndependent varlables For the purpose. of thls analysns mild DYSFUNCTION S

was defmed as a score 6f T2 or more Followmg the stepwrse method wuth a sngmflcance
Ievel fomnclusron in the equatlon set-at' 0.05 it was found that only severlty of
malocclussnon could be entered JintQ- the eduation. Total varlance accounted for was 6nly '
010"_@_‘;.;. . - S

-

D Summary df Résults

T _ The research questlons can all- be anSwered in the affnrmatlve The analysns was

' compllcated by the fact that the two measures of dysfunctlon were very poorly ‘

col—related with each other Chmcal dysfunctuon as. measured by the dentlst was found to
b poorly torrélated statlstlcally to the patlent s self report of dysfunctnon

Life events were remarkably uncorrelated wuth severlty of symptoms whether

. .’ measured by. the: dentlst or rated by the patlent Slmllarly the stress coplng responses of

“self blame and seekmgt’omal support” were not sugnlflcantly correlated with ‘symptom

' severlty Only the coplng respbnse of mlnlmlzlng threat was sngnlfncantly correlated wnth

subjectlve dysfunctlon as predlcted

1

When con5|der|ng the utility of the non- psychologlcal measures in predlctnng
symptom severlty it was determmed that the dental assessment of organlcny was the L
strongest predlctor of both subjectlve and clinical dysfunctlon The coplng responses of
mlmmnzlng threat” and "seekang socual Support" also 5|gnlflcantly contributed to the
preduct;on of symptom sevehty but'in an mconsustent manner. The former was useful in -

predlctlng subj Jectuve dysfunctlon whereas the latter was useful in predlctmg clinical

4

_ dysfunctlon

_ ‘ was arbltarlly defrned asa score of Iess than 12 and moderate to severe DYSFUNCTION !

|
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e Table Xl

S ’ :
Correlation\Coefficients at.Intake

" Iv.riwdepen'dent Variables vs the DYSEUNCTION Factor

o

Inde.pevndeht, - - Lo p Dysfunction - S .

Variable . . © Factor - Significance .
Totat Life Fuents | S A S0

“COPING RESPONSES

problem solving (C,). = . 200 D4x
wishful thinking (C) o .08 A - a0

g w
mixed"copi_ng' cy) = o CoX3. 20 B
gowthicy .- T a4 07

~ minimizing:threat (C,)rf A U o MR - 2 ‘_ N o 10

N seeki‘n'g so'c_ial;“sgpp&rt (Co ~ ¢ “- N 01 : e .45 |

blaming self €3 . R -;,02_ T L

' Du'rgtic‘_,r{ of symptoms ) R . 03 I .39

. . .. . 4 R ¢ ) . .
Evidence of organicity ..". ' o L7 . .006%
Severity of malocc,lussio‘nr{ U S T A . .002x

* Exceed 0.05 level of signifigance. S
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Table'XIV- °

v Discriminant Function at Intake
Predlc,tmg the DYSFUNCTION Factor at.Intake

from the lndependent Varlables .

0

R Square =,4.-.1‘O_" L -

Independent Variable . o B Significance
 Evidence of molocclussion (MAL) C A6 ., .004;

'_c;}&anf : A CoT 1.07 .. 000

1

Equation: DYSFUNCTION = 1.07 + . 16(MAL)

MultipleR=.31 . S _, o

U

—x

' . Variables included in. anal sis: duratnon of symptoms orgamc:ty malocclussuon total life
“events, seven C:oEnng res¥>onses clinical dysfunctnon at mtake and to‘tal subjective

symptoms at inta
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A factor analysis of the “subj jeCthG dysfun‘ctlon" subscales ynelds two dnstvnct .
factors of direct clinical mterest The first factor accountlng for neariy half of the total
Nariance in dysfunctlon seems to be a measure of pain. “The Pain’ factor is sngmfncantly
correlated with. all of the seven coplng styles ina manner of- mcons:stent wuth the present
researcher s hypotheses Together with duratnon of symptoms these coping styles
predlct 35 percent of the varlance in PAIN v _ ’ (

The second factor accounts for one half of the remalnmg varuance and seems to
' measure joint dysfunctlon Thls factor has Ilttle relatnonshlp with coping or stress Ievel is

measured in thls study. The dentlsts ‘assessments of évodence fo$r organlclty in the joint

and malocclussvon of the teeth were slgmflcantly correlate wutthSFUNCTlON Together




/\_.;-' o R V"DISCUS'SI'O'N
| This chapter addresses three general . areas of dlSCUSSIOﬂ First the difficulties
encountered in running the study are revsewed with a focus on how these difficulties
created sampling bias. Second the findlngs of the present study are discussed and the

|mplicat|ons of these findlngs are cnted Fmally recommendations for |mprovnng the

I present research design are..made and hypotheses _for future exploration are generated.

_ 'A. Sampling Difficulties .v

The inc.idence of MPD in the gene.ral popUlation has been found to be ar,ound‘.259’g
(Helkimo, 1974, 1976). If we assume that 10% 'o“t those with symptoms seek treatment (a
Qenerous estimate - see Marbach and Lupton, 1978) we are sampling less than three
percent of the general population More’ |mportant|y this sampling bias is determined by
seventy of symptoms Thus patients in this study are self selected according to one.of the
dependent measures - subjéective symptoms. This reduces the variability of. the dependent
measure and limits_attempts to account for this variance. S

W.hen vt'he researcher began this study he contacted approximately 30 dentists in
the provmce of Alberta who treated MPD. Of these B agreed to particpate in the study. A
few months Iater a province wide advertisement of the project solicited four additional
dentists Overall Iess than two percent of the provinces’ dentists partncnpated in the study.

- Within their offices there was clearly some bias in the selection of patients who
completed the questionnaire. From the dentists’ descriptions, patients who did not fill o‘ut
‘the questionnaire were those who said they did not have time. It might be hypothesized

that those with high stress levels were self-selected from the study. This bias would
probably effect the variability ovf the independent measures - part_icula_'ﬂy the life events
scores. A notable exception to this trend was found in one office_TWh‘er.e patients were
required\to complete the questionnaire as part of.the intake procedure. This one office
accounted {or approximately 40% of the sample. So‘that, in spite of their protestations,
. 'some "stressed out” 'su,b'-jects were included in the sample. It is possible, however, that

required participation did not remediate the problem since 15% of the returned
questionnaires were not scorable. A few patients filled out the first page and left the

remainder blank, others left out ivmport_ant sections. The resistance of these patients, then

&
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rhay-have been'transferred from the'denttst to the questionnaire ’

| Approxumately another 30% of the patients mcluded in the mtake sample were
unavanable for the follow up mtervnew Thns occurred for various reasons, the most
common beirig that they COuld not be contacted at the telephone numbers glven Others
had not returned to the. dentnst for treatment or had lost thelr splmt Only patients who had
complied wnth the splint therapy treatment were lncluded in the follow “up assessment.

The poﬁ»bnhty that patients who dropped out of the study were somehow ,
dxfferent from the remainder of the subjects was exammed through a multlvarlatf/nalysns .
of variance (MANOVA) between these two groups Table XV summarizes the MANOVA for
‘the non-psychological varlables age of patient, duration of symptoms, evndence of

organicity, severity of malocclussion, subjeotlve s_ymptom severity and clinical -

_.dysfunction. The overall F was signiﬁcant'aﬂow:ng the univariate test of each variable. Both

age of patient and cllmcal dysfunctlon were s1gmf|cantly different between the two
groups. An examination of means indicates that patients who dropped out of the study

-

were younger and had less clinical symptomatology‘compared with those whoa:e_mauned in
the study _ '
An xnterpretatlon of the fmdmg on age differences could be that the younger

pa‘tients were more mobile than the older patients and thus were more difficult to Iocaterat Q
follow-up. The fact that the!y had less clinical symptomatovlogy is more difficult to account
for. We can make the Ioglcal interpretation that thosewrth less severe symptoms are less
motavated to parutucnpate in tbreatment ftis then possxble to equate, at Ieast in the patients
mlnd research with therapy and generallze Iack of motivation to partlclpatnon in the '
present study Another mterpretatlon is that these patlents were cured and not mterested
in follow- up. The lmportant conclusuon from this anaIyS|s is that the varlance in one of the
dependent fmeasures may have been reduced through attrition.

A second analysis of these two groups on the psychological measures found no

“significant differences (Table XVI). Even though life event scores were 40% h:gher for the

attrltuon group thns did not prove statnstlcally significant in the MANOVA Jg

Although some of the preceedlng dlfflcultles were antucupated the extent of the
bnas in dentnst partlcupatnon and patuent compllance were hot predicted. The overall impact

of these samphng dlfflcultles probably contrlbuted to decreased varlablllty and

s
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© Table XV o
v
) Multivariate Analysis of Variance Summary Table
"+ Follow-up Group (Gl)v,ersus Attrition Group (G,i.ét Intake -
" On the VNOn-F’sychc»‘logical Variables
— ‘ .
Hotellings multivariate test of significance
"s=1, m=2, N=371/2 (G,=60, G,=25)

<

Value - - _ - F df ) | Significanpgof.F '
026 - 331 77 - .008
i -~ Univgte F-tests with (1,82) degrees of freedom. -
a . '@e ’ . ' &’t S '}"J‘g::‘”‘ . 9 ‘ L
Variable S o B - F _ Significance
Age of patient g

Duration of Symptoms
Evidence of Organicity
Severity of Malocclussin - -

Clinical Dysfunctin
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 Table Xvi . - A
, - Multlvanate Analysns of Varnance Summary Table
Foll'ow-up (Gy) versus Attrition Group (G, ) at Intake" T
. ) " onthe Psycho’logxcal Variables
- Hotellings multivariate test of SighifiCahce . ‘
s=1, m=3, N=37. (G,=60, G,=25) ' o S ~ C
. ) . . ) .. '/ . s .. . . )
‘Value . , F A }f_’ o | ' Signifvicé'ncre of F
012 . 1.27 876 031
v
Vatiables inclyded in this analysis: life events, seven coping r;spones.



_ consequently varlance in both the dependent and mdependent measures The fact that

these blases were, in most cases, systematlc leads the researcher to be cautlous in his

»

-mterpretatlon of the results from the study. The decrease in variability may also account

" for the absence of support for many of the hypothesuzed relationships.

3

B. Clinical versus Subjective Symptoms ' ’ -
The tack of a significant correlation between dentist and patient assessment of -
lVl_PD is perhapS‘themost unexpected‘finding'bf the study. The shared variance of 3% . T

suggests that how the dentist diagnoses MPD is much different from the patient's decn5|on

‘to seek treatment. Alternatively the scales WhICh were developed to assess both

sub;ectlve and cllnlcal symptoms may snmply be unreliable measures of MPD

_The' possxblhty that the subjective scales were not measuring a common underlymg
varlable was also explored These findings md:cate that, in fact, MPD as rated by -the
patlent lS composed of two distinct factors These factors are the actual physical .

dysfunctlon df the Jomt (factor DYSFUNCTION) and the pam whuch emanates from the Jomt '

and: spreads to the head and down the spme (factor PAIN),

reflectlve of dental assessments but specifically a property of the chmcal index as usely

Notably the clinical lndex was found to be positively correlated with DYSFUNCTION
(r=0.36) but negatively correlated with PAIN (r=-0.23). Even higher correlations with the
clinical index were found wnth the PLACEBO Factor (indigestion and constipation) which
were expected to have no relatlonshlp with MPD. On the basis of this post hoc analysis
one is left questlonmg the statistical utility of the clinical index. As noted earlier, part of
thls may be explalned by the. fact that the attrltlon group had sngmf;cantly lower clnmcal
symptoms. Also the poor correlations with any of the subjective scales may be due. i
part, to the number of dentists who determined the ratings on this index Markedly

different crrtena for assessing moblllty joint function and pain may be a result‘,f

dufferent tralnlng ornentatlon or clinical experience.

The unreliability and questionable validity of this. mgasure should not be seep ad

this study, The _partlcular assessment style of eash dentist probably mcludes much more
than that sampled by \this questionnaire. Also, statistical weakness does not ’necessarily

preclude the clinical utility of the index in planning a treatment approach.



~the former scale. there has been little research evndence of its valldlty or«reha’bmty
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Life events was remarkably unrelated to any méasure of MPD. A posltlve

C.Life Events

correlation between MPD and hfe events is consustently SUpported in the literature and one *
would expect that sever:ty of symptoms would be related to "severity” of envnronmental
stress Again the simple explanation of these negative findings is in the limitations of the
assessment instrument. ;.

. -
" The differences between the previous studies and the present research may‘also,

accaqunt for the'abse'ncgbf collaborative results. The 102 item life events scale

incorporated inta the-present design is much more qomprehensive than the 43 item Social

- Readjustment Rating Scale. Although lmprovements in ltem selection supported the us&pf

"~ The fact that the present scale did not fotus exclusively on serlous negatnve
»
stressors may have dlowed many patients to deny or dustort envnronmental stress. For
example, it is much easier to deny a "serlous family arguement “than "spouse dled!.‘As

described in Chapter Il one of the predicted coping styles ot MPD patients is to deny or

- minimize stress. If this coping style is used it can also be seen as mcons:stent with the

' admussnon of stressful experiences.

The samplin bias describe previously in this chapter probably also accounts for
9 P

“the non relatnonshup between life events and MPD. It is conceivable that self selection at
both ends »f the continuum of Iife events af cts the present sample Only those with

‘seriou: dysfunctlon and possibly high levels of. stress sought treatment Also, at the other

extreme, only those whose’ .Ievel of stress did not preclude the tlme or energy to fill out
the quest:onnazre were mcluded in the sample. The remaining subjectsgi'nay have been
"highly stressed compared to, the norm of the general population but the "withih" group
variance may have been minimal. This hypothesis is supported by the fact that the attrition
group had a 40 per cent higher Life Events score than the remainder of the sample'

For the present however, the hypothesis of a correlation between hfe events(and

severuty of MPD must be rejeo@
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D. Coping Respon&es ‘
- TWoofthe coping responses were found to have utility in predlctlng symptom
' severity at intake. "Minimizing:threat” improved the dlscrlmlnatlon between mild and
moderate to- severe sub;ectlve ‘symptoms. The more the subject "mlmmlzed threat' ‘the
greater the symptoms at lntake. The total’ varlance accounted for, however with this i

varlable plus duratlon of symptoms and evsdence of organicity was only 0.15.
Slmllarly the copnng response of ”seeklng social support” improved the \
dlscrumlnatlon between mild and moderate to-severe clinical- symptoms The less the
subject sought social support the | greater the symptoms Total varnance accounted for
wvth this varlable plus maloccluss:on and orgamcuty was 0.41.
it should be noted that there were some marginal relationships with other coping
responses and symptom severlty' "Problem solving” correlated wnth subjectlve - .
. dysfunctlon r=0.19, p=. 04) but did npt enter into the discriminant functlon Also "self
blame” correlated with clinical dysfu:c%n {r=.16, p=.09) and did not ’enter into the
discriminant function. I - B : o .
From the correlations described abovewe get a tentative picture of a possible |

"coping” profile of the MPD patient. MPD patients mak tend to rely on themselves in

stressful situations. They blame themselves for theil difficulties and do not seek support
from others to solve their problems They could be descrlbed as showcng an internal locus
of control (Rotter 1966) They tend to mlnumlze problems perhaps seelng them as
solvable - or sxmply showmg a pervasnve optlmlsm The fact that they have knowledge of
several problem solvmg styles could also be seen as consustent with this "supernormal’
profile. These self-reliant people must see themselves as having the answers to problems -
A crmcal quest:on would be how effectlve the problem solvmg of MPD patients is? It is
possuble that the "broad shoulder” ot{these peopb,may lead to taking on more stress and ,
eventually averloading their ability to adapt? S ‘ -

"An extensnon of thlS argument may account for the absence of cons:stent
psychologncal mformatlon on MPD patlents These patients may be very reluctant to admit
weakness to an interviewer or on a questuonnalre for that matter. Or it may be that MPD

patlents are generally "mtact IﬂleldUBlS who, because of their coping styles, take on more

than they can handle. Several telephonenntervnews come to mlnd where subjects reported
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snmultaneously
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they had only a few mmutes between several responsnbthnes they were mcurrlng

E. PAIN versus DYSFUNCTION o

The factor analytic determmatlo.n of two types of MPD 3
\N
another plcture of the coplng responses assocnated with symptom

appear to. be aware of two general but separate symptom patterns hey report

DYSFUNCTION in the joint. as one category of symptoms and PAIN in the jaw, neck, back

and. head asanother category The fact that the dependent variable ' 'subjective symptoms

was composed of two mdependent symptom patterns may account for the absence of
| ¢

' s:gnlflcant relatnonsh:ps with the independent measures

o : .., <
‘An mvestlgatlon of the relatlonship between PAIN and the mdependent measures-

~ found th,tsnx of the copmg responses were sugmflcantly ¢orrelated‘with PAIN but in an

mconsnstent wayﬂ'hree of these entered mtb a dlscrlmlnant functlon along w:th duratlon ,

FY’

of. symptoms to account for 35% of the variance in the PAIN factor. The general pattern

“of these relatnonsh«ps suggests that the PAIN factor.is related toa general mcrease in the

reportlng of all copnng responses. Two hypotheses generated from thls mterpretatuon are

5

that MPD patients elther see themsetves as "havmg all the anewyers”.or thelr experlence B

The DYSFUNCTION factor showed no relatuonshlp to the copung strategnes or hfe
events Both evudence for organicity” and severity of malocclussuon correlated hnghly thh
DYSFUNCTION but only ’ malocclussupn accounted for sngmfucant variance inthe .
discriminant function apalysis. “The-conclusion by many researchers that malocclussnon _

causes MPD is not surprising consndernng lts relatlonshlp to DYSFUNCTAON Researchers

who attend to the physical symptoms of the TMJ would probably find the relationships &

descrtbed above

By

. Support for this’ mterpretatuon comes from an exammatlon of the clinical mdex in
the factor analysis of symptoms reported in Chapter lV The clinical index had a low
negative correlatlon wnth the PA}N factor and a hngher positive. correlatlon with the _
DYSFUNCTION factor Thus is somewhat surprnsung when one conslders the fact that three'

of the fnye scales in the clmncal index dlrect the dentist to assess pam We must assume

.wnth pam has resulted in their need to access all of theur cop:ng*asources ; ' o .



. expernehce of pain and subsequently concludes "

' determinant of etlology and treatment.

' that many | researchers also attend to the dy

. more Ilkely to’ be actually used. v e '_ o ' PR

- repairing physncal dysfunctnon may acco.;mt for these flndungs “The present study suggests .

tion In the TMJ to the exclusion of the -

» »
at,malocclussion is the primary.

©

r

© only psychologacal determunants would be found. Clearly research must focus on both -

<

. aspects of the dlsorder it would appear that the present fmdmgs are consistent with the

psychophysnologncal theory proposed by Rugh and Solberg (1976)

- o ) . .
o . . N . «
| .

F. SuggesthiOns- for Further Research -

Further research mto the psychologlcal correlates of MPD should address the

'dlfflcultles cited above, The samplmg problem may be somewhat corrected by shortemng
v the questlonnaure The life events questlonnalre prov;ded lnttle useful information .
‘ prednctlng symptom severity or response‘to treatment .and,ihe focus probably should shift

“to clarifying the coping responses used by MPD subjects. Another method. of decreasing

the sampllng bias would be to locate, dentlsts who could egulr patlents to complete the -

) e

o questtonnalre In the present study ofe offlce was able to get an 85% partIClpatlon rate

_Even this leve! could be |mproved by personal mtervlews of patlents

=]
Exammatlon of the reluablllty and valldlty of the present copmg questlonnaare would

- be a frrst step in clarlfymg the nature of copmg deflc:ts if any. Thus mlght be achxeved by

observatlons of sub jects who report various coping responses. Presentatlons of
stressful situations OF the examnnatlon of thelr response to hypothetlcal stressful ever{ts
,could prowde some valldlty data. Hav:pg spouses fill out questuonnalres on eaeh other may
’be a useful measure of: relnabnllty If both‘husband and wife agree on a copmg strategy itis
S -

- The QUestlon of the effectlveness of copmg strategles was alluded to earher It

may be more valuable to know the effectlveness of a strategy than whether it is reported .

s,

to be used Many researchers believe that all’ types of copmg are effectnve in: dlfferent

sntuatlons - / R ‘Q.

tf researchers were to attend to only the pain assoc:ated lth MPD |Qs probable that

B
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'/‘ A |

Rlchard Lazarus (personal commumcat@n) reporty‘lh/at current research s:;ggests

that flexlblllty in copmg strategles is the mo.st daptive tyle Thls hypothe5|s could be
"mvestlgated through expandnng the questlo naare to include opportunltles to report the

process of coplng rather ‘than specufuc responses One mlght mearsdr\e the effectlveness

of a style or the flexlbnht, in usmg strategles by glvmg NIPD patients real stressful

' sutuatlons to respond to.

< Fmally the determmatlon of dlstmct PAIN and DYSFUNCTION symptomatology
needJ to be explored further grlor predictions of these tactors may, onflrm their '_

exlstence Also of mterest ss the flndmg that coplng responses are related to PAIN and

_malocclussnon is related DYSFUNCTION It is possible that an assessment of the relative |

_balance of these two symptoms ‘could be a valuable dlagnostnc approach MPD patlents;

who present wnth relatively severe PAlN may have maore psychologlcal problems and could '

beneflf from retralmng in coplng strategles Those who present with more DYSFUNCTION

e

mlght requnre only occlussal treatment This, could be explored by offering retraining in

" ‘copvng styles to groups of MPD patlents and predicting that those who presented wnth

more severe pain would beneflt most."

A .

Alternatlvely these patlents seem tobei mcreasung all of the:r copmg responses as

PAIN severlty increases. It may be fruutful to compare copmg responses m MPD patuents

-with other paln patuents to determlne sumllarltles and dvfferences The dif férences may be

inergaction to the pam or as predetermlnants of the partlcular pain response ’ -

’

Overall the general approach in thls study of usmg multlvarlate research des:gn

should be mamtalned If any conclusnon can ‘be made from the present study |t is that MPD

s multldetermuned and even the determmants probably effect different aspects of MPD

P
symptomatology
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APPENDIX 1
RESEARCH STUDY ON FACIAL PAIN QUESTIONNAIRE

.

Researchers from the Unnversnty of AIberta are conductlng a. study of pam Frank
McGrath of the Department of Educatnonal Psychology and Dr. Norman Thomas of the
Department of Dentistry are mterested un-your responses to the enclosed questionnaire.
The 180 items ask about varvous areas of your life and will provide us with valuable
mformatnon for helpmg people like yourself The questnonnasre should take only 30

o mnnutes to complete. Please complete it before Ieav:ng the offnce today.

> L7

.In about two months we will be contacting you again. At that time, we would like to
obtain additional(infiormation. '

Your co-operation in truthfully answering_ thesé questions wili heip us develop
better treatrnent procedures for pain sufferers 'Y<>ur specific responses will be kept
completely confidential and we will destroy the forms after adding up your scores. We

- will need your name, address and telephone number so that you can.be contacted for the
' 2

- » hd

second questlonnanre.
If you require further information please contact:

Ex)

- Frank W. McGrath
6- 145h Education North
Umverslt of Alberta »
T6 2E1

Phone: Wd&: 432-322‘6‘ / -Res.:'435-6686

-



Coa

71 ‘ C

| Name: .

Address:’ | » .

Telephon‘e’:'. ) | L _ .

PLACE A CHECK (X) AT THE APP.RQPRIATE ANSWER

1.  Age: , .. . | : ‘

16-25 _ a 26-35 _b 3645 ¢ '46-55 _d B5+ e

2. Martial Status: | . e ' o : Siﬁ_gle _a

; - . ‘_1 o Commﬁn-!aw _b

Married (first marriage) __c
Divorcéd _d

- Remarried __-e

<730 How ma'ny moﬁfhé have you had the pain? .

lessthansix ~.a 6-11_b 12-17 ¢ 1824 _d morethan 24 e

4. Onascale from a (none) to e (extreme) rate the present vse,ve‘rity of.the following

symptoms? ( .

" a) Pain of the jaw mgs’cle's - ‘ } . ©o_a __.-b - ;d e
b) Clicking in front of ear o w.a. b ¢ _d e

c) Scraping séuhd in ’fron‘t o:f ear § o S . _a | b -c _d . _e

d) Stiffness or fatigue of jaw muscles - - _a ._b _¢c _d _e

e) Difficulty in opening tvhe mouth wide - ' - a ;b o v d

f) Locking of the jaw B B £ _ 8 b ¢ _d _

'g) Pain in shollder muscles - a8 b _c _d _e

~ h) Headaches L S o R _é ) b '_é | _5’ _e
i) Low back pain - SR T . ' _a b ¢ _d _e
jl Light headedness - o o - _é ___b ¢ . _d _é'

. KFanting . R e b e d e
‘ ) Indtg‘estion‘/_stOmach cramps. . . a b _.c _d _e
: m).Co'hstipati'on/'.diarrhea'~. ] S 4 b ¢ d e



 LIFE EVENTS SCALE

*:Directions: lndlcate whlch of the followmg events’ ha\/e occurred to you in the past twelve
months Check (x) all items which apply to you. - o

- v School L ; - ' , s Yes -
1. | Started school or a training pro.gram . . : PRI S
after not going * _ L B ol \)34
2. T Changed school or training programs | . A ‘ . .. .26 v
3. " Graduated from sc‘hool or training progrem _ L "’32, '
4. Had problems in school orin trammg SR
- program - _ ' R 27,
5. . Failed school 'trainin_gnpro'grar_n . .« 30
6. " Didnot graduate from school or e S S B
. trammg program R B : o 30 |
. Work ) o S
7. . Started wdrkj,fo‘r_' the first time - R V. o
8. ‘Returned to work after not worklng o o
for a Iong time - R - 35
i e L , . . o “
9. Changed jobs for.a better one T ’ - S 47
10. Changed jobs -fo,r'a \_'/v‘orseohe - R & " 36 2,
11, Changed jobs for one that wasnot . S Sy
‘ - better and no worse than the last one . : L 25
12 Had trouble with a boss
13, D'emo.ted. at yvork
.14, Found out that was not gomg to be
promoted at work
15, Conditioris at work got worse, other than

demotlon or trouble with the boss




RPN
‘18'. »'

. 19

20.
21
22"
25
26 ._

27,

.28
29
30.

B2 -
ST worse without separatlon or dNOrce

S Reti.l_'ed"

: Stopped working, not retnre_

" Became e‘ngeged-. '

31,

Promoted =

I Toe o . .

Had s‘igni_fiéant supcess at work

C’ondltlons atwork lmproved not countlng
. promotlon or: other personal successes ‘

V. Laid off .

Fired

a

' ‘St“airt“ed a business or profession

Expanded'business or professional practice*

. Took' o‘n-a‘gr’eatl‘y increes'ed work load »

Suffered a business loss or failure

I3

Sharply_-re_duc‘ed work load

k]

an extended perlod

" Love and Marriegg FERE R v

Engagement was broken
e _

X 'Ma'rried

Sf_ert_ed', alove effairj .

Relatlens with spouse changed for the

-<.
o

73

37

.35

32 .

33

a1

47

48

a1

51

25

46

46 -

41

31

50
38 .

53 .



S *

33,
34, -
35.
36"
37.
.38

- 38.

40.

43,

-4.4.; -I
45.
48,
47,

48.

a9,

v Méri,tél infedelity

- Adopted a child

‘Started menopause

Married couple separated

ivorce -
Divo ce“:

‘Relations with spouse changed for
. the better - - : .

* Married couple got together again

after separation -

" Trouble with in-iéWS

- Spouse died

. Having Children ,

Became pregnant

. Birth of first child

Birth of a second or later child "

) .

Abortion

Miscarriage or étillbirth. :

Found out that cannot have children

Child died

/

- Family.

. &-\_JA

\ New person moved into household -

- .
7]

74

52

63 -

B2

56
56
31

82

2
58
45

37.

46

52 .
104
. 48

30



50.

51,

B3

54,

55,
56.

57.

58,
.59.“
60.

61.

- 62,

63,

&

\

Person moved out 6f the household

Someone stayed on in the hoysehold after
he was expected to |eave

| Sernous family argument other than
with spouse .

A change in the frequency of famuly
get togethers :

Famnl% member other than spouse or

"'chlld dles

| Residem‘:e

Moved toa better resadence or

nenghborhood

-M'oved to a-worse residence or
neighborhood -

F

Moved to a restdence or nenghborhood

no better or no worse than the

- last one -

Unable to move after expectlng to be

able to move

Built home or had one built

, Yy ' . .
Re‘model{e ‘ahome - S

| Lost a home through fure flood
or other dnsaster

Crirhe and L_egal Matters

s__s'aUIted',-’

‘Robbed

<
/2]

33

29 .

26

23

‘ »;46

44

46

24

31

'B5

31

a0

/38~ -

31



64.
65.

66.

‘ 67.
68,
89.
70,
71,
72.
73

74..
" 75.
76. -

77.
78.

79.

- Took out am_ortgage 3

‘Took a cut in wage oP’Qalary V\flth
# -demotion -

Accident in which there were no injuries
Invql_ved in a lawsuit

Accused of somethlng for which a person
could be sent to ;aul

Lost driver's licence

- Arrésted

Waent to jail

.Gotinvolved in, a court case

Convicted of a crime
Acquitted of a crime

Released from jail

'
I

lDidr__'\;’t get out of jail when expected

Finances - - -

- . . . . . -

Started buymg a car, furniture, or -
other large purchase on
mstallment plan

Foreclosure of mortgage or ’loan

Repossessnon of car, furmtui’e or other'
itemns bought 'on msiall neRt plan

e

76 .

25

41

49

B 2 5

48

57

30 -

B4

47

50

47

: \32
.26,
a6
29 -

40



80.
81..
.82,
83.
84.

85'.? 

86.

87.
88.

89.
_80.

91,
192,

93,

Suffered financial loss or Ioss of
property not related to work

Went on welfare
Went off welfare

Got substantlal increase in- wage or

‘salary wuthout a promotvon

Dld not get expected wage or salary

: mcrease

~

e

" Had funancnal mprovement notrelated -

to work

. .Social Activities

' Increased church-or synagogue club,

neighborhood, or other orgamzatnonal
actlvmes

Y

Took a vacation

Was not able t6 také planned vacation =

Took up new hobby sport craft or
recreatnonal actnvnty .

Droppﬁd hobby,’ sport craft or
recreational actuwty Sy

z

Acquired a pet

Pet died

Made new friends
' ]

77

45

42

~ 35

35.

34

52

.27
27
22

28,"

18

16

. 20

25



94'; " Broke up with a friehd
95.  Close friend died

‘Miscsllaneous

96. ; Enf_éred the armed services
97.  Left ;;h_e armed s}aq;vic:és"
“ 98. | Took a ‘trip other than a vac.a'iic‘:.n’
Health . |

99. lsﬁysical health improved
L \‘\:-’\ .

S S

100. = | Physical iliness

1‘01_‘." | Injury. .

I

102.. ' Unable 1o get treatment for illness

S orinjuryis

)

-

78

.33

46

T a1

' 36

25

56

67

56

.61
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-

COPIN QUESTIONNAIRE

The purpbse of this questionnairefis to find out the kinds of situations that
trouble people in their day-to-day\lives..and how people deal with them.

-Part |

Directions: Take a few moments and think about the event that has been the )
- most stressful for you during the last month. By “stressful” we mean a

- situation which was difficult or troubling to you, either because it made you

~ feel bad or because it took effort to deal with it. it might have been something

to do with your family, with your job, or with your friends.

- Inthe space below, please describe the most stressful event of the past -

.- month. Describe what happened and include-details such as the place. who was
invoived, what you did, what made it important to you, and perhaps what led up

to the situation. The situation could also be one that is going on right now as-

well as one that has already happened. Don't worry about making it into an’

- essay -~ just put down the things that come to you. .

=



.
12,
13.
14.
15.
16.

Part ||

{To help keep the situation in mindj: | am talking about the situation in which

80

. Directions: Thinking about the Sitpation you have just _d'escribed,bput a check in
the “Yes” or “No” column for each item, depending on whether that item
- applied to you. , . :

v

. Talked to someone to find out-more about _
the situation. : - *

~come out of the whole thing.

“you, but leave things, open.somewhat.

‘Just concentrated on what you had to do
next - the next step .

You went over the problem again and again and again.
in your mind to try to understand it.

“Turned to work or substitute activity to

take your mind off things.

You felt that time would make a difference.
the only thing to do was to wait. -

Bargained or comipromised to get

something positive from the situation.

Did something which you thought wouldn;t work, -
but at least you were doing something.

-Got the pérson responsibie to change his or her mind.

Blamed yourseff.
Concentrated on something good that could -
Criticized. or lectured yburself.

Tried not to burn your bridges behind

" ‘Hoped a miracle would happen. ‘ _ k4

Went'along with fate; sometimes you just
have bad luck. o .

Went on as if nothing had happened.

Felt bad that you couldn't avoid the pfoblqm. , '



“

7.

18.

18.
20.

21,

22.

23,

24.

25.

26.
27.

- 28.

29.

30.

.3}

32.

- 33.

35.

- 36.

37.

- 38.

. Slept more than usual.-

'You came ‘out of the experu

Kept your feelings to yourself

Looked for the ‘silver linihg,"” so to speak
tried to look on the bright side of things.

. Got mad at the people or thmgs

that caused the problem. e

Accepted sympathy and understandmg
from someone. -

Told yourself things that‘he|ped you to feel better.

You were inspired to do something créative.

d rget the whole thing. -

, ssional help and did what
e commended ‘

. Changed or grew asapersonina good way.

Walted to see what would happen.

Did somethmg totally new that you never would
have done if this hadn t happened. -

Trned,to make up to someone for the
bad thing that happened.

ty

Made a plan of ‘act’ibn and follo’wed it.

Accefted thg/next best thlng to what you wanted.
Let your feelmgs out somelfow .

Reallzed you brought the pro lem
on yourself

ce better
than when you went in.

Talked to someone who could do somethu
concrete about the problem. ’

Got away from it for a whi
to rest or take a va

o

Wyourself feel better by .
.-eating, drinking, smokmg takmg medlcanon etc.

Took a big chance or did somethmg very risky.

8

81




52.
53.

54.
55

58. -

59, -
60.

‘ Made light of the s:tuatnon refused

56,
57.

«

~-

Found new faith or some important truth about life.

Fried not to act too hastily or follow your first hunch.

Joked about it' .

Maintained your pride and kept a stiff upper Ilp

: Redvscovered what'is important in life.

'Cha?ged somethmg so things would turn out all right.

Avoided being - with people in general

Didn’t let it get to you refused to - : ‘
think too much about it.: ' g

Asked someone you respected for advice and
followed it.

Kept others from knowlng how bad things were.

to get too-serious ahout it. ‘
Talked to someone about how you were feeling.

Stood your ground and fought for what you wanted.

Took it out on other | people

Drew on your past experiences; you
were in a similar situation before.

Just took things one step at a time.
You knew what had to be done; so you .

doubled your efforts and tried harder to -
méake thnngs work., -

Refused to be.lleve that it had happened

Made a promise to yourself that thmgs

] would be dlfferent next time. .

Came up with a couple of different solutlons

4 to the problem.

Accepted it, since nothlng could be done

* Wished you were a stronger. person --

more optlmnstlc and forceful

" Accepted your strong feelings, but didn tlet them

lnterfere with other things t6o much. -

Wnshed that you couid%hange what had happened

-

ey

82



. 89..

63.
64.

~ 65.
66.

- 67.

68.

Wished that yeu could change the way you felt. .

Changed something ‘about yourself so that'you !
could deal with the situationbetter.

Daydreamed or imagined a better time
or place than the one you werf in.

Had fantasies or wishes about how
things might turn out.

Thought about fantastic or unreal things
(like the perfect revenge or fundlng
million dollars) that made you feel better.

' W:shed that the situation would go away

or somehow be over with.

Did somethmg dlfferent from any of the above..

83

Ca

in general. is.this situation one

a. that you cou‘ld change or do something about? .
. b. that must be accepted or gotten ysed to?

c. that you needed to khow more about before you could act?

d. in whigh you had to hold yourself
back rom domg what you wanted to do?

‘describes the g;tuatuon

.-

-'lf you checked "Yes" more than once underlme the statement whnch best
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FOR DENTISTS USE ONLY

Please circle 0,1,3, or 5 for each symptom

A. Symptom:

Criteria:

B. Symptom:

Criteria:

C. Symptom:

Criteria:

D. Symptom:

Crtieria:

-

O

Cr}',eria:

~

Critéria:
. o d

G. Symptdm:

@

=

E. Symptom:

F. Symbtom:

Criteria:

Impaired rarige of movement/ mobility

) g
Normal range of movement ;
Slightly impaired mobility
Severely impaired mobility

Impaired TM-joint function

Smooth movement without TM-joint sounds and
deviation on opening or closing movements
TM-joint sounds in one or both joints and/ or deviation
' >2mm on opening or closing movements

Locking and/.or luxation of the TM-joint .

Muscle pain

.

2mm

. No ténderness to palpation in rhasticatory_ muscles
- Tenderness to palpation in 1-3 palpation sites

Tenderness to palpation in 4 or more palpatipn sites

Temporomandibular joi,nt'paih .

No tengerness to palpation
Tendefness to palpation laterally

Tenderness to palpation posteriorly

o

)

Pain gn movement of the mandible

, 'No pain on movement
Pain on 1 movement .
Pain on 2 or more movements

Radiographic evidence of organiic dgteriorétion of TMJ
(if radiographs have been done) -- check here __ i

No organic deterioration
Slight organic deterioration
Mitd organic deterioration
Severe @ ganic deterioration
Malocclusion
o 'No malocclusion ,
Mild malocclusion g :
Moderately severe malocciusion
Severe malocclusion

/

I3

P

™

84
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H. Treatment Pian - check one or prlontlze the three most important treatments you plan

touse. (please specify drugs if used.)

Splint therapy _
Removable prosthetics __

Fixed prosthetics __
~ Orthodontics i
" Occlusal Equilibration __
Physiotherapy __
Chiropraxy __ - .
- Biofeedback __ *
‘Relaxation ___ ‘

el

. SUmA+B+C+D+E=
._ —

- bl

Couriselling __ . 57
Pharmacology .- e

a) v

Kinesiography ___

- Myomonitoring : Lo
© Vitamins __ ' :

Nutrition
Surgery. . '
Other - please specufy .
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s APPENDIXN
TELEPHONE FOLLOW-UP QUESTIONNAIRE .

~ Name:

- Telephone: o i R Y T /( ' 3 ’i.
_. Den_"tist:» L IR ‘. ‘ ///g \// ‘ \ S

'« 1. Compared to when you filled out the quesfi

~ a. very muchworse _

i

b. * quite abitworse __
Ic. a little Wdrse . |
d. vthe"san_'.tev_- ,.
e - alittie better .

- quite a bit bétter __

¢ prg‘S'ent severity of. the fol

[
’

K Lo "'— ;

: \
' C)-Sérapi ’ sounc;j_i.pv front of ear T\
iness or fatigue of"ja\év}mﬂs;:fes - ‘
el D f%ici:bl‘ty in opening the mouth wide e ‘f | _ "'N“aw
- f) _‘ockingrof the jaw . - .' A |

)Eain‘ir;'shéuldé‘rmuéc‘:les L S o8 b o d- e

h)Headaches .~ ~: . . .. ... 8 b _cf d. e :
i) debéck ;;aln . ' ) i __b c _d :‘_e‘- e
.j“)"lu.i_gh't headedness- _'_5 b e d . e )

. ,.z{s) Eairiting .
b ,‘5d‘9°$$ioﬁ oh

. .
R



