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Introduction
Temporomandibular joint disorders (TMD) refer

to a group of heterogeneous pain and dysfunction
conditions involving the masticatory system,
which reduces the quality of life of sufferers [1]. It
is increasingly accepted that physical indicators of
oral morbidity and the patient’s perception of oral
conditions contribute to the description of oral
health status. Both the objective part, which is
accessible to the healthcare professional, and the
subjective part, which is experienced by the
patient, are complementary, not antagonistic. As
two faces of a coin, they belong together and
cannot be separated in clinical practice or
research [2].

Patient-centred measures of symptom severity
and functional status are important complements
to traditional outcome measures, such as
radiographic or physical examination parameters
[3]. In consideration of the complex
aetiopathogenesis and multiplicity of symptoms

of TMD, a standardized diagnostic system with a
good intra- and inter-examiner reliability is
strongly required. The introduction of the
Research Diagnostic Criteria for
Temporomandibular Disorders (RDC/TMD) by
Dworkin & LeResche [4] aimed to standardize the
diagnosis and classification of the different clinical
forms of TMD, among different races and
countries. They proposed a set of research
diagnostic criteria for TMD (RDC/TMD) which is
divided in two parts: Axis I  and Axis II. Axis I
allows a physical diagnosis to be made based on
pathophysiology; it was developed to standardize
and compare clinical studies on the most
commonly occurring subtypes of TMD. Axis II
emphasizes psychological classification; it is
composed of a history questionnaire including
measures of depression, somatization and a
graded chronic pain scale. RDC/TMD is widely
used, but there is only one  Italian reference [5]. 

This paper describes 1) the development of an
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Italian version of the Axis II, conceptually
equivalent to the US-English version, easy to
understand and to answer for Italian TMD patients,
and 2) the evaluation of the instrument’s
reliability. 

Materials and methods
According to the previously described

methodology [6], we submitted the Axis II
questionnaire to the stages of the validation
process through translation, cultural adaptation
and testing phases.

Translation 
The questionnaire was translated into Italian by

two independent mother tongue translators and
by one physician. These two Italian translations
were analysed for the cultural characteristics of
Italian people and were merged into one version.
Then this version was back-translated into English,
compared with the original text, and checked for
inconsistencies. This is one of the stages of the
process of validity checking: to make sure that the
translated version reflects the same item content
as the original version  [7]. 

After approving the Axis II definitive Italian
version, we tested the questionnaire on patients.

Although an Italian version of this questionnaire
was already available[8], it wasn’t assessed for
validity and reproducibility and translation was
not performed according to the accepted
translation process. The version resulting from the
translation process here described is quite
different from the previous version. Another
version is included in the website of the
International Consortium for RDC/TMD-based
pain research, but no mention about validation is
reported. 

Outcomes Tool
The History questionnaire includes 31

questions covering information such as to
demographics and psychosocial assessment [9].
The measures include the Graded Chronic Pain
Scale, developed to provide a quantitative index
for assessing the impact of chronic pain. Chronic
pain severity is graded according to hierarchical
classes from 0 to IV reflecting the severity and
impact of TMD on interference with usual
functioning at home, work, or school and
incorporating disability days (loss of work days)
because of TMD pain [10,11].

Grade 0 = no TMD pain and no-related disability;
Grade I= low pain intensity and low pain-related
disability; Grade II= high pain intensity and low
pain-related disability; Grade III= moderately

limiting disability; and Grade IV= severely limiting
disability. Grades III and IV are typically associated
with high pain intensity and TMD-related lost
work days [9]. 

The psychological status was assessed through
depression and non-specific physical symptom
scores measured with subscales of the Revised
Symptom Checkist-90 (SCL-90-R) [12]. Depression
scores - q20, items b, e, h, i, k, l , m, n, v, y, cc, dd, ee,
plus “Additional Items” f, g, q, z, aa, bb, ff -  reflect
the extent of self-reported subdued mood, feeling
sad, loss of interest in social activities, work,
appetite and libido. Somatization scores (non-
specific physical symptoms)- q20, items a*, c, d*, j*,
o*, p*,r, s, t, u, w, x – reflect the predisposition to
report numerous non-specific physical symptoms,
the tendency to seek medical treatment and
emotional disturbance.

There is also a jaw disability checklist,  a
composite of 12 items concerning limitations in
activities related to mandibular functioning,
which measures the number of activities limited.  

Validity
Construct validity: the construct validity of the

new instrument was tested on 34 consecutive
TMD patients referred to our department and a
healthy group (without TMD symptoms)
composed by 34 subjects randomly selected
among the staff of the Catholic University Dental
school - 14 male, 20 female, mean age 34,62 years
(SD 11,04 range 21-59 years). The sample size of
the groups was calculated based on an α level set
at 99% and power of 80% to detect the 95% of
TMD patients with a specificity of 60%. The power
analysis showed that 33 subjects in each group
were required. 

The TMD sample included 7 patients with intra-
capsular derangement and 27 with muscle
disorders (6 male, 21 female, mean age 33,72
years; SD 12,89 range 19-58) (Table 1).  Patients
and healthy subjects younger than 18 years of age
were excluded being several questions difficult to
understand or inappropriate, in accordance with
outcome research movement [9]. Each subject
filled in the History questionnaire. The
questionnaire was administered in the waiting
room before any contact with the physician (to
avoid influence of the physician). Time requested
and any difficulties completing the questionnaire
were recorded for each patient; after filling in the
questionnaire, each patient was interviewed
about comprehension of the questions and about
the questionnaire in general. Comprehension was
assessed in a scale from 1 to 5 where 1= excellent,
2= very good, 3= good, 4= fair and 5= poor.
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A group of experts predicted that subjects with
no TMD or facial pain, no mandibular disability, no
joint clicking or other sounds and no muscular
derangement would have lower Axis II scores
than persons with these conditions and/or poorer
oral health. 

Reliability
In order to assess the reproducibility (test-retest

reliability), twenty out of 68 respondents (13
healthy and 7 TMD subjects) were asked to fill in
the questionnaire 3 weeks after the first time. This
time interval was selected for the test-retest
because the respondents should have remained
stable and, in addition, they were unlikely to
remember how they answered the first time [13]. 

Statistical Analysis
Statistical analysis was performed by using the

STAT-SOFT (Tusla, OK, USA) package. 
Internal consistency was assessed by calculating

the Cronbach coefficient alpha for the entire scale
in the 34–healthy subjects and 34-patient cohorts.
An alpha of 1.0 represents perfect internal
consistency, 0.9 is considered excellent, 0.8 is
considered good, and 0.7 is considered acceptable
[14,15]. 

Since ordinal or nominal scales were used for
measurement, non-parametric analyses were
performed: the reproducibility of the domains was
assessed with the use of the Spearman-Brown test-
retest reliability test, Wilcoxon matched pair test,
Sign test and 2x2table Chi Square test according
to the data types. Moreover, correlation of the
initial and test-retest scores of the Axis II was also
measured with the Spearman rank correlation
coefficient as an additional measure of
reproducibility.

Results 
The patients found no difficulty in filling in the

questionnaire: the mean time required is 5,7
minutes (range 3-10 minutes); the distribution of

comprehension value and education level is
showed in Table 2. 

The internal consistency (measured with the
Cronbach coefficient alpha) of the overall final
questionnaire was excellent: 0.95. 

Reproducibility was very good: measured with
the Spearman rank correlation coefficient, the r
value was 0.91; measured with Spearman-Brown
test-retest analysis, the coefficient value was 0.94. 

For the subjects with TMD, 17% exhibited
dysfunctional chronic pain (Grade III and IV) and
mean impairment in daily living due to facial pain
was rated as 2,2 for impact on overall daily
activities. Thirty-three percent  of symptomatic
subjects reported that they had been kept from
normal activities 1 or more days in the last six
months because of facial pain, and 17% reported
10 or more disability days. 

In the TMD group the most frequently reported
activities impaired by TMD were yawning (83%),
eating hard foods (62%), and chewing (45%). The
mean number of limited activities was 3,2. The
sample group reported no chronic TMD pain or
impairment in daily living due to facial pain.

For the healthy subjects, the depression score
was normal in 59% of the sample, moderate in
32%, and severe in 9% (total mean value=0,55;
SD=0,52); the somatization score was normal in
41%, moderate in 38%, and severe in 21% (total
mean value=0,74; SD=0,60).

Conversely, for the TMD patients, depression
score was normal in 39% of the sample, moderate
in 33%, and severe in 28% (total mean value=0,72;
SD=0,56). The somatization score was normal in
33%, moderate in 22%, and severe in 45% (total
mean value=1,12; SD=0,87). Comparisons of the
occurrence of depression and somatization (sum
of the moderate and severe classes according to
the Axis II classification) between control and
patient groups showed no significant differences
(2x2 chi square test). Figure 1 shows the
comparison data between TMD and healthy Italian
patients.
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Table 1. Overview of data-collection methods, sample populations by age,  gender, and type of investigation.

*The questionnaire was administered in the waiting room before any contact with the physician

•3 weeks after the first time
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Discussion
Traditionally, there has been a tendency to treat

the oral cavity as an autonomous anatomical
landmark, which happens to be located within the
body and, as such, the oral cavity has been seen as
separate to the body and the individual [16].
Fortunately, during recent decades there has been
growing interest in quantifying those
consequences of oral disease which affect
function, comfort and ability to perform everyday
activities. In fact, systematic knowledge about the
consequences of disease is important to evaluate
how pathologies and treatments can change
patients’ lives from the social and psychological

point of view.
Since their introduction in 1992, the RDC/TMD

have been widely used in clinical research settings
around the world where TMD and orofacial pain
are managed [17].

Multiple-language versions of the same
psychometric instrument are increasingly needed
[18], but simply translating an English version
word-to-word into another language is not
adequate to account for linguistic and cultural
differences [19]. The adaptation between one
culture and another requires the most precise
attention to conceptual equivalence and the
ripples of meaning associated with a word [20]. 

Such cultural and language adaptations are
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Table 2. Distribution of comprehension value and educational level in the TMD sample and in the healthy  control group (CG).

Figure 1. Comparison data between healthy and TMD patients’ depression and somatization scores.
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useful in local settings and they benefit
international collaboration and communication.
In addition, and no less importantly, successful
cross-cultural adaptation provides evidence for a
measure’s construct validity [2].

This study was designed to adapt the original
English-language Axis II version to the Italian
cultural environment and to investigate its
psychometric properties in typical populations.
The results were considered sufficient for the
instrument’s use to discriminate subjects with
different levels of chronic pain and to evaluate
changes in depression and somatization.

No de novo development of special Italian items
has been performed.

We evaluated our Italian version on an
heterogeneous population composed by healthy
and dysfunctional patients to evaluate the
reliability. In fact, as previously reported by the
authors who developed Axis II: ”Reliability is at
the core of valid or useful diagnostic procedures,
and if reliability is low, validity cannot be
determined” [21].

The mean age was similar in the healthy and
TMD groups, as well as the education level.
Questionnaire comprehension was good in both
groups. Concerning the questions about ethnicity,
marital status and income level we believe that
they are inappropriate for the Italian socio-
cultural context and for the Italian privacy law. We
included this part in the Italian version but we
believe that it will not be used in most clinical
studies. In fact, in cross-cultural adaptation
process consideration should be given to the
acceptability of the content to the target
population [22]. 

The face validity of the measures is confirmed
because there is good reason to expect that TMD
cases are different in several aspects than control
sample. In fact, depression and somatization was
higher in the TMD group than in the healthy; this
confirms the hypothesis of many authors [23-27]
that TMD is highly  correlated with depression. 

Note that we didn’t evaluate reliability or
relationship between the jaw disability checklist and
the other aspects of the RDC/TMD, this issue has
been discussed by previous authors in studies which
did not specificallly test for these elements [4]. 

So, we can say the Axis II Italian version
appeared reliable and it could be useful to assess
TMD patients and to standardize the data
acquisition in this relevant and common disease. 

References
1) Shi Z, Guo C, Awad M. Hyaluronate for temporomandibular
joint disorders. Cochrane 2003; 1: CD002970
2) Szentpétery A, Szabò G, Marada G, Szàntò I, John MT. The

Hungarian version of the Oral Health Impact Profile. Eur J Oral
Sci 2006; 114: 197–203
3) Amadio PC. Outcomes measurements. J Bone Joint Surgery
[Am] 1993; 75: 1583-4.
4) Dworkin SF, LeResche L. Research diagnostic criteria for
Temporomandibular disorders: review, criteria, examinations
and specifications, critique. J Craniomandib Disord Facial Oral
Pain 1992; 6:301-55
5) Vollaro S, Michelotti A, Cimino R, Farella M, Martina R. Studio
epidemiologico su un gruppo di pazienti con disordini
craniomandibolari (Epidemiological study on a sample of TMD
patients).  Minerva Stomatol 2001; 50:9-14.
6) Padua R, Padua L, Ceccarelli E et al. Italian version of the
Roland Disability Questionnaire, specific for low back pain:
cross-cultural adaptation and validation. Eur Spine J 2002;
11:126-9.
7) Padua R, Padua L, Ceccarelli E et al. Cross-cultural adaptation
of the Lumbar North American Spine Society questionnaire for
Italian-speaking patients with lumbar spinal disease. Spine 2001;
26: E344-7.
8) Palla S. Mioartropatie del sistema masticatorio e dolori
orofacciali. (Myoarthropathies of the masticatory system and
orofacial pain). Milano: RC libri, 2001.
9) List T, Dworkin SF. Comparing TMD diagnoses and clinical
findings at Swedish and US TMD centers using research
diagnostic criteria for temporomandibular disorders. J Orofac
Pain 1996; 10:240-53.
10) Von Korff M, Ormel J, Keefe FJ, Dworkin SF. Grading the
severity of chronic pain. Pain 1992; 50:133-49.
11) Dworkin SF, Massoth DL. Temporomandibular disorders and
chronic pain: disease or illness? J Prosthet Dent 1994; 72:29-38.
12) De Rogatis LR. SCL-90-R. Administration, scoring and
procedures manual-II for the revised version. Towson, MD:
Clinical Psychometric Research, 1983. 
13) Cunningham SJ, Garrat AM, Hunt NP. Development of a
condition-specific quality of life measure for patients with
dentofacial deformity: I. Reliability of the instrument.
Community Dent Oral Epidemiol 2000; 28:195-200.
14) Feinstein AR. Clinicians. New Haven, Connecticut: Yale
University Press 1987.
15) Meenan RF, Mason JH, Anderson JJ, Guccione AA, Kazis LE.
AIMS2. The content and properties of a revised and expanded
Arthritis Impact Measurement Scales Health Status
Questionnaire. Arthrit and Rheumat 1992; 35:1-10.
16) Cunningham SJ, Hunt NP. Quality of life and its importance
in orthodontics. J of Orthodontics 2001; 28:152-8.
17) Dworkin SF, Sherman J, Mancl L, Ohrbach R, LeResche L,
Truelove E. Reliability, validity, and clinical utility of the
Research Diagnostic Criteria for Temporomandibular Disorders
Axis II scales: depression, non-specific physical symptoms, and
graded chronic pain. J Orofac Pain 2002; 16:207-20. 
18) Perneger TV, Leplège A, Etter JF. Cross-cultural adaptation of
a psychometric instrument: two methods compared. J Clin
Epidemiol 1999; 52:1037-46.
19) Hilton A, Skrutkowski M. Translating instruments into other
languages: development and testing processes. Cancer Nurs
2002; 25:1-7.
20) Hunt SM. Cross-cultural comparability of measures and
other issues related to multicountry studies. Brit J Med Econ
1993; 6c:131-52.
21) Dworkin SF, Huggins KH, Wilson L et al. A randomized
clinical trial using  Research Diagnostic Criteria for
Temporomandibular Disorders - Axis II to target clinic cases for
a tailored self-care TMD treatment program. J Orofac Pain 2002;
16:48-63.
22) Doward LC. Adaptation of QoL measures for use in other
countries: meeting the needs of multi-centre, multi-country
trials. Paper presented at the seminar “Concept and methods in
Quality of Life Research: European Perspectives”. Lubeck,
Germany, 1995.

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

IJPH - Year 6, Volume 5, Number 2, 2008



1 7 0 F R E E  P A P E R S

23) Korszun A, Hinderstein B, Wong M. Comorbidity of
depression with chronic facial pain and temporomandibular
disorders. Oral Surgery Oral Medicine Oral Pathology 1996; 82:
496-500.
24) Rugh JD, Dahlstrom L. Behavioral and psychological
mechanism. In: Zarb GA, Carlsson GE, Sessle BJ, Mohl ND,
editors. Temporomandibular joint and masticatory muscle
disorders. Copenhagen: Munksgaard,1994.

25) Sipila K, Veijola J, Jokelainen J et al. Association between
symptoms of temporomandibular disorders and depression: an
epidemiological study of the northern Finland 1966 Birth
Coort. J Craniomandib Practice 2001; 19:183-7.
26) Speculand B, Goss AN. Psychological factors in
temporomandibular joint dysfunction pain. Int J  Oral Surg
1985; 14:131-7.
27) Yap AU, Tan KB, Hoe JK, Yap RH, Jaffar J. On-line
computerized diagnosis of pain-related disability and
psychological status of TMD patients: a pilot study. J Oral
Rehabil 2001; 28:78-87.

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

JPH - Year 6, Volume 5, Number 2, 2008



F R E E  P A P E R S 1 7 1

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

IJPH - Year 6, Volume 5, Number 2, 2008



1 7 2 F R E E  P A P E R S

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

JPH - Year 6, Volume 5, Number 2, 2008



F R E E  P A P E R S 1 7 3

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

IJPH - Year 6, Volume 5, Number 2, 2008



1 7 4 F R E E  P A P E R S

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

JPH - Year 6, Volume 5, Number 2, 2008



F R E E  P A P E R S 1 7 5

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

IJPH - Year 6, Volume 5, Number 2, 2008



1 7 6 F R E E  P A P E R S

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

JPH - Year 6, Volume 5, Number 2, 2008



F R E E  P A P E R S 1 7 7

I T A L I A N   J O U R N A L   O F   P U B L I C   H E A L T H

IJPH - Year 6, Volume 5, Number 2, 2008


