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ABSTRACT 

 

Temporomandibular disorders (TMD) are myoarthropathies of the orofacial region, characterized by 

orofacial pain and dysfunction of the temporomandibular joint (TMJ). The aims of the study were to 

translate and validate TMD-Pain Screener instrument in Croatia, to assess the what extent to which 

orofacial pain and TMJ dysfunction are present in patients referred for orthodontic consultation and to 

identify the predictors of clinically diagnosed temporomandibular disorder and those of its two components 

(pain disorder and joint disorder). 

The validation study included 134 participants (students of Universtiy of Rijeka and patients of University 

Dental Clinic Rijeka, Croatia) aged 11-62 years (median 23, interquartile range 21-24), 76% females and 

82% adults who self-administered TMD-Pain Screener. For the assessment of temporal stability 23 

participants completed the questionnaire twice in a two week interval without any interventions; 14 had 

painful TMD. The orthodontic sample consisted of 352 consecutive subjects who came for orthodontic 

consultation at the Department of Orthodontics of the University Dental Clinic in Rijeka in 2018. The age 

range was five to 52 years, with a median of 12 years (interquartile range 10-15), with 52% female and 

9% adult subject. Screening for orofacial pain and TMJ dysfunction was undertaken using a TMD-Pain 

Screener. Clinical examination and diagnostics were performed according to the Diagnostic Criteria for 

Temporomandibular Disorders protocol. Occlusal characteristics, breathing and swallowing patterns, 

facial asymmetry, previous orthodontic treatment, self-reported parafunctions and chewing problems, 

were recorded. 

The Croatian version of the TMD-Pain Screener has good ability to detect subjects with painful TMD. 

Orofacial pain and TMJ dysfunction are not frequent in people referred to orthodontists. Malocclusions 

and previous orthodontic treatment are not predictors of TMD. The TMD-Pain Screener is a strong 

predictor of clinically confirmed orofacial pain, identifying up to 6.9-times-higher odds, but it is not a 

significant predictor of TMJ dysfunction.  
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1.0. INTRODUCTION 

 

1.1. Temporomanbibular Disorders 

 

Temporomandibular disorders (TMD) are myoarthropathies of the orofacial region characterized by 

orofacial pain of nonodontogenic origin and dysfunction of the temporomandibular joint (1). Signs of 

disorder include primarily the impairment of mandibular kinematics, which can be quantified as a reduced 

amount of mouth opening (maximum painless, maximum active/unassisted and maximum 

passive/assisted opening), limited protrusion movement and/or an asymmetric degree of laterotrusive 

movement. Signs also include the inability to close the mouth and an opening pattern with deviation from 

a straight line. In addition, the presence of sounds such as clicking and crepitus was recorded. Symptoms 

reported by the patient are crucial for diagnosis and are often a better indicator of a condition than clinical 

examination (2).  

Symptoms include pain in muscles and joints and headache at rest, with localization and spreading of the 

pain, as well as changes in pain due to function (induction or reduction). In fact, pain is the main reason 

why patients seek help, and these patients are treated. The patient reports the characteristics, intensity 

and duration of pain, as well as initiating and inhibiting factors. Acute TMD is not a big problem; it often 

has a good prognosis and is well rehabilitated, but chronic pain is a major problem that significantly 

reduces working ability and quality of life. 

A common criterion for acute painful TMD is the presence of pain for at least five days in the last 30 days 

in masticatory tissues, confirmed by palpation, together with pain in the muscle and/or jaw joint provoked 

during the examination - whether by palpation or mandibular movement. If the condition lasts more than 

three to six months, or if the pain persists after healing of injured tissues, it is considered chronic TMD. 

Painful TMD is present in 5% of the general adult population aged 18+ years, twice as often in women as 

in men (6 vs 3%) (3). This estimate is considered to be quite accurate, since more than 30,000 people 
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were surveyed in the United States, with all age groups from of 18 to 75+ eaqually represented, including 

Caucasian and South African races. Symptomatology fluctuates throughout the lifespan. A study that 

followed patients for five years indicated that TMD occurring over a longer period during life, persists in 

one third of people with the same intensity and shows remittent symptoms in another third, and recurrent 

symptoms in the remaining third (4). The prevalence of temporomandibular disorders and pain tends to 

increase in adolescence and up to the age of 40, gradually diminishing thereafter. Therefore, there is a 

favourable prognosis, since the condition tends to improve (5). 

In addition to twice the prevalence of TMD pain in women than in men, women are more sensitive to pain 

than men (6). This is conditioned by the physiological and psychological characteristics of the sexes, and 

the sensitivity tends to decrease with age. Racial differences are not great, but Caucasians are the least 

sensitive, and South Africans the most. However, differences are not conditioned by tissue characteristics 

or innate sensitivity of the nociceptors but by cognitive, psychological and affective factors (8). 

There are two aetiological models of acute TMD. The first defines the symptoms as a consequence of 

impaired regulation within the central nervous system, i.e., outside the chewing structures (9). Hence, the 

pain of the masticatory system is a primary manifestation of dysregulation, and the limitation of jaw 

function and joint problems are only consequences. According to the other model, oral parafunctions or 

trauma cause masticatory tissue damage, and so the peripheral nociceptor changes are a consequence 

of damage contributing to pain and function restriction (10, 11). TMD probably starts with peripheral pain, 

after which peripheral sensitivity becomes a normal part of the protective role of nociceptors. The 

chronicity occur in the form of neuroplasticity, central sensitization and reorganization of the cortex.  

Great progress in understanding the aetiopathogenesis of chronic TMD has resulted from the research 

project Orofacial Pain: Prospective Evaluation and Risk Assessment (OPPERA), which recruited more 

than 3,000 subjects without TMD (not experiencing pain) aged 18-44 years, between 2006 and 2013, in 

four centres in the United States, followed them for an average period of three years and recorded the 

incidence of TMD. The study also included a cohort of around 200 subjects with painful TMD who were 
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also followed. The criterion for painful TMD was the presence of pain for at least five days in the last 30 

days, confirmed by palpation and provoked by mandibular movement (12).  

The incidence of clinically confirmed TMD is 4% per annum in the adult population aged 18-44, but the 

annual rate of initial symptoms of orofacial pain is higher (19%) (13, 14). The aetiology of chronic painful 

TMD is complex and includes a range of biopsyhosocial, environmental and genetic factors that contribute 

to the onset and presence of disorders as predisposing, initiating and perpetuating factors (10).  

 

Figure 1. Aetiology of paintful TMD (15) 

 

Two phenotypes are responsible for the onset and persistence of painful TMD - psychological suffering 

and pain amplification. These may act in synergy (15).  

Each of these phenotypes is a combination of specific risk factors. Pain amplification is a condition that 

causes normal pain sensations to be stronger and more intense than usual, and it includes several specific 

phenomena, such as excessive sensitivity to pain (hyperalgesia), painful experience of painless stimuli 
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(allodynia) and excessive excitation of the spinal cord neurons (central sensitization). It is manifested as 

increased sensitivity during sensory testing and spontaneous pain from deep structures (muscles, joints 

and internal organs). Pain amplification is affected by impaired pain regulation, neuroendocrine and 

cardiovascular function, and a pro-inflammatory state. Psychological distress is an unpleasant feeling of 

emotional pain, psychological discomfort and suffering of a non-physical origin, that interferes with the 

activities of daily life and impacts on the level of functioning. It is influenced by anxiety, depression, 

somatization, stress and mood.  

Environmental factors (parafunctions, injuries and life stress situations) have a secondary effect on 

interactions between phenotypes and the risk factors associated with phenotypes, and they also 

contribute to the onset and persistence of painful TMD. Genetic regulation of biological mechanisms 

determines the expression of phenotypes and their risk factors, and time is an indispensable factor in the 

development of chronic pain. The TMD-vulnerable phenotype is therefore generated by the interaction of 

genetic variations affecting psychological traits and pain sensitivity, and environmental factors such as 

physical damage and emotional stress (15). 

In order to be effective in treating TMD pain, cases should be anatomically classified using aetiological 

principles. Although TMD is heterogeneous condition composed of a mosaic of complex biopsychosocial 

phenotypes, it is possible to identify three groups of chronic TMD cases: adaptive cases, pain-sensitive 

individuals and those with global symptoms (16). Adaptive cases have a localized pathology with low pain 

susceptibility, and the other two clusters have high sensitivity to pain due to sensation from the central 

nervous system. People with global symptoms in addition to sensitivity to pain, also have a pronounced 

dimension of psychological suffering. 

Most people with TMD have increased sensitivity to pain alone or pain associated with global symptoms. 

In addition, they report higher pain intensity, jaw function constraints and other painful comorbidities. The 

most common comorbidities are irritable bowel syndrome, pelvic pain, chronic headache and chronic pain 

in the lower back. Healthy people with generalized symptoms, have a 2.8-times higher risk of TMD 
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development during a three-year follow-up period. Psychological suffering, along with neurosensory 

regulatory processes, is a very important determinant of TMD. 

The presence, frequency and type of headache are important determinants of TMD. Migraines and a 

mixed type of headache are predictors, but tension headaches are not (17). A headache frequency of two 

to four per month increases the risk of TMD by 1.6-3.1 times. An increasing number of headaches over 

time increases the llikelihood of TMD during the five-year follow-up. In people with TMD, the presence of 

migraine increases the risk by 10 times, and exacerbation of lower hierarchical forms of headaches 

towards migraine also occurs. The likelihood of progression is increased by 1.9-2.8 times. Therefore, 

screening, monitoring and adequate treatment of migraines should be implemented as a preventative 

strategy for reducing the risk of TMD development. 

Impaired sleep quality contributes to TMD onset, doubling the risk, to a large extent directly but also to a 

certain extent mediated by increased psychological stress (18). As poor sleep quality leads to increased 

stress, leading to painful TMD, sleep hygiene can reduce stress and reduce the risk of TMD development. 

Obstructive sleep apnoea (OSA) almost doubles the odds ratio (OR) for TMD, increasing it even more for 

chronic TMD (OR = 3.6). In screening for OSA, the presence of at least two of the following signs is 

sufficient: loud snoring, daily tiredness, observed sleep apnoea and hypertension (19). 

Bruxism is associated with TMD in children and adults, especially night bruxism with myofacial pain, 

arthralgia and disc displacement in adults (20, 21). Night bruxism could actually be a defence mechanism 

against obstructive sleep apnoea in some cases. In order to open the airway through the mouth during 

sleep, a person must move the mandible forward, causing the teeth to grind. In some people, OSA and 

bruxism appear independently of each other, while bruxism can sometimes induce OSA due to the 

mucosal oedema induced by the trigemino-cardiac reflex (22-25). Sleeping and waking bruxism should 

not be considered a sleep disorder or a movement disorder but a parafunctional behaviour of healthy 

persons characterized by unconscious activity of the masticatory muscles (26). Gastroesophageal reflux 

could be also associated with TMD through bruxism, in the same way as OSA (27, 28).  
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Of the many potential factors that could be predictors of the onset of clinically confirmed painful TMD in 

previously asymptomatic persons, the most significant are self-reported comorbid health conditions, jaw 

parafunctions, somatization and orofacial symptoms where the pain is not specific (jaw tension, spasm, 

fatigue, pressure or discomfort) (29-32).  

Self-reported symptoms are particularly important, especially those related to organ systems distant from 

chewing structures, and these are more significant predictors than clinical examination. Clinically detected 

joint sounds and wear facets are not predictors of TMD. Obviously, the aetiology of TMD is complex. It is 

influenced by local disorders of chewing structures but also by systemic mechanisms of pain regulation. 

It is impossible to find a single cause that is sufficient in itself for inducing TMD; rather, chronic TMD is a 

disorder of several organic systems with overlapping comorbidities. Therefore, it cannot be considered 

only as a localized orofacial pain condition, and primary prevention of TMD should be oriented towards 

general health promotion (32). 
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1.2. Malocclusions and Temporomandibular Disorders 

 

Malocclusion includes a broad range of structural occlusal characteristics that differe from a theoretically 

ideal occlusion. Although the prefix ‘mal’ means ‘bad’ or ‘ill’, the malocclusion is not a non-physiological 

condition and treatment is not necessarily needed. Malocclusion is often an occlusal adaptation to skeletal 

or dento-alveolar discrepancy or enlarged or altered position of soft tissues, that manages to create a 

functional equlibrium. No clear boundary between acceptable and pathological occlusion has yet been 

defined (33). 

Some static occlusal characteristics have long been associated with dysfunctions of the joints and 

orofacial pain: unilateral crossbite, skeletal open bite, overjet over 6mm and absence of lateral teeth. 

However, they have also been related with dynamic characteristics: mediotrusion interference, 

orthopaedically unstable occlusion with forced bite and discrepancy between retruded contact position 

and maximum intercuspation (RCP-ICP) (34-36). 

However, in the population of TMD patients, the odds for joint clicking are minimally increased in persons 

with mediotrusion interference and RCP-ICP over 2 mm (OR = 1.6 and 1.9). Occlusion characteristics 

account for a very small share of clicking prevalence (4.5%) without clinical relevance (37). This is a result 

of a recent study in a group of 442 subjects aged 25-44, which controlled for the influence of other occlusal 

characteristics. Furthermore, in a sample of 625 subjects in the same age range with painful disorders 

and joint disfunctions of the jaw joint, no correlation was found between the characteristics of static and 

dynamic occlusion and painful disorder (38). Moreover, the prevalence of occlusal characteristics is 

similar among subjects with painful and painless forms of TMD and is much the same as in the TMD-free 

population. During a 20-year follow-up of 100 examinees, only the forced crossbite, out of all occlusal 

characteristics, showed an association with some sign of joint dysfunction (in this case clicking), but the 

link was weak (39). The correlation in this case was r = 0.31, and in interpreting the power of the 
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association, the usual criteria are: 0.1-0.3 = small, 0.3-0.5 = moderate, 0.5-0.7 = large and > 0.7 = very 

large (40, 41). 

Malocclusion used to be thought to be related to body posture, and posture related in turn with TMD. It 

was argued that scoliosis creates a risk of unilateral crossbite and TMD. Studies focused on 

posturography assessed cases using postural platforms that were not suitable for studying the relation 

between the masticatory system and body posture, due to large variations in the measured postural 

variables (42, 43). 

Malocclusion cannot be associated with posture, as confirmed by a recent observational study on a cross-

sectional sample of children and young adolescents, which demonstrated no correlation between the 

presence of scoliosis and the more frequently present unilateral crossbite (44-46). In addition, posture is 

not related to TMD (47). Experimental studies also deny that acute alteration of occlusion could induce 

changes in posture, and that postural changes could induce orofacial pain and dysfunction (48, 49). 

Therefore, there is no scientific evidence of the correlation between occlusion, posture and TMD, and the 

link is probably missing due to the numerous compensatory mechanisms that exist within the 

neuromuscular system, balancing the body (50). 

The shortcomings of observational research in the field include cross-sectional design and non-evaluation 

of the strength of correlations (low, moderate or high). Due to the first limitation, a time sequence and a 

cause-consequence relationship could not be established. Therefore, it was not possible to say whether 

malocclusion was the cause of TMD or the consequential occlusal adaptation to TMD. There are few 

longitudinal observational studies with long-term follow-up of function and pain in the orofacial area 

regarding occlusal characteristics and development and changes of occlusion. Apart from the research 

design and evaluation of the effect size, another problem of research in the field is the use of non-uniform 

methodological criteria (51). Some studies were based on the Helkimo index, and part on Research 

Diagnostic Criteria for Temporomandibular Disorders (RDC/TMD or DC TMD) established by an 

international consortium network, while a few used other criteria (2, 52). Studies focusing on signs of 
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impaired mandibular function sometimes failed to take into account the patient's reported symptoms, and 

sometimes did not record symptomatology from the past. Thus, intermittent locking with clicking or limited 

opening without clicking in the past, together with the present finding of normal mandibular kinematics 

without joint sounds indicates that the patient has a disc displacement without reduction, with 

functionalization by fibrosing the retrodiscal tissues. Failure to use standardized examination methods led 

to overestimation of the prevalence of myofascial pain in the orofacial region and arthralgia of the jaw 

joint. Examination was accompanied by palpation of the temporomandibular joint through the external 

auditory canal, and too much force was applied during palpation of the joint. 

Occasionally, the prevalence of painful disorders has been underestimated due to palpation with too little 

force or too short a duration, lack of palpation of all key points on the muscle or failure to find trigger 

points, or due to the absence of a patient's confirmation of a known pain, its spreading, and the 

modification of the pain by function. These problems have been mitigated by standardization of the criteria 

by an international consortium of experts focusing on clinical translation of research on orofacial pain and 

temporomandibular joint dysfunction - now known as the International Network for Orofacial Pain and 

Related Disorders Methodology (INfORM) (previously known as the International Research - Diagnostic 

Criteria for Temporomandibular Disorders (RDC/TMD) Consortium Network) (1, 2). 

Many persons in the geriatric population are completely edentulous, some are partially dentate, and some 

edentulous persons are not prosthetically rehabilitated; nevertheless, TMD prevalence is very low at that 

age. A recent systematic review indicates that occlusion or malocclusion is not related to TMD (53).  

Only the tooth contact on the balance side during laterotrusion movement is more frequent in TMD 

subjects, but as studies on this had a cross-sectional design, it cannot be established whether this is a 

cause of TMD or perhaps only occlusal adaptation to TMD. Since there is no evidence that occlusion 

plays a role in the onset and development of TMD, it is necessary to abandon the concept of such an 

association. This does not mean that dentition and occlusion no longer need to be evaluated in TMD 
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patients. On the contrary, they help in registering the signs that point to TMD, i.e., mandibular dynamics 

and wear of tooth surfaces. 

There is no optimal three-dimensional position of the condyle within the glenoid fossa. Absence of a 

central position of the condyle is a common characteristic of asymptomatic persons with normal occlusion, 

as well as asymptomatic persons with malocclusions (54). 

Therefore, the condition of the condyle and the disc should be considered as a variation of the normal 

state. Instead of the mandibular condyle and the glenoid fossa, the condyle and the articular eminence 

should be considered as two articulating surfaces, since that is where the condyle functions, i.e. condyle 

is not a ball in a pocket but on a hill (55). Each person has his or her own individual anatomical position 

of the condyle in relation to the articular eminence. Condyle position has no diagnostic and predictive 

value. The relationship of the condyle with the fossa and eminence may change due to muscle fatigue, 

parafunctions, body posture, tongue thrusting and fluid hydration of the articular disc (54). 

Flattening of the articulating surfaces should be considered a normal adaptation to an increased load and 

not as a pathological degenerative change (56). The human body has a great potential for adaptation and 

functionalization, which is why the mandible can function without an articular disc and also without 

condyle, as well as without a fossa. 
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1.3. Orthodontic Treatment and Temporomandibular Disorders 

 

Few high-quality studies have followed changes in signs and symptoms of temporomandibular disorders 

in persons who were orthodontically treated, compared to untreated persons, using an observational or 

experimental design. A case-control study that collected and analysed data from 1,818 subjects (185 with 

chronic TMD pain and 1,633 controls) aged 18-44, indicated that the incidence of chronic painful TMD 

(arthralgia and myalgia) was greater by 1.4 times in those who were previously orthodontically treated, in 

comparison to those who were not (57). This has been estimated when the influence of age, sex and race 

is controlled for, and in the population the ratio ranges between values of 1 and 2 (95% confidence 

interval). In the interpretation, it should be borne in mind that odds of 1.5 are considered mild or small, 

while odds of > 3 are considered moderate and odds of > 9 are considered large (58). The aforementioned 

study showed that an incidence of chronic TMD is highly related to numerous and frequent oral 

parafunctions (OR = 16.8; 95% CI 8.6-32.9) and moderately to highly related to jaw injury (micro and 

macro trauma) due to prolonged jaw opening (OR = 8.3; 95% CI 4.5-15.2), frequent yawning (OR = 7.3; 

4.2-12.7) and external jaw trauma (OR = 4.2; 95% CI 2.8-6.5) (57). 

Previous literature also points out the very poor relationship between orthodontic treatment and 

symptomatology of TMD. Moreover, even failure to achieve the gnathological concept of ideal occlusion 

does not necessarily result in the occurrence of TMD (59). 

A cohort study of 174 women aged 18-42 years identified an incidence of arthralgia and myalgia of 8.6% 

in persons previously without TMD, in an average period of three years of follow-up, and found that 

previous orthodontic treatment did not create a significantly higher risk of TMD (60). After 20 years of 

follow-up, there was no correlation between the signs of TMD and orthodontic treatment (61). However, 

the interaction of genes and the environment have been proven. Among subjects with a variant of the 

gene that encodes the pain response-related enzyme regulating the synaptic level of dopamine (catechol-
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O-methyl-transferase), the risk for TMD development was higher in those who had previously been 

orthodontically treated (60).  

Therefore, it could be said that orthodontic treatment does not increase the risk of developing TMD, but it 

may be a trigger in people who are predisposed to pain. A large cohort study that followed 2,737 people 

aged 18-44 over a period of about three years, did not detect orthodontic treatment as a likely risk factor 

for the onset of painful TMD (29).  

Systematic reviews and meta-analyses indicate that no type of orthodontic treatment, regardless of the 

type of appliance, biomechanics or teeth extraction, can prevent the onset of TMD, increase the 

frequency, cause TMD or exacerbate or cure TMD (62-64). Orthodontics is therefore TMD neutral (65).  

A typical dentate patient generally has a well-adapted position of condyles (in a stable musculoskeletal 

orthopaedic position) that does not need to be analysed. There is no evidence that asymptomatic 

temporomandibular joint with posteriorly placed condyle creates a risk of disc disorder, and there is no 

evidence that a centric condylar position means a healthy temporomandibular joint or that a centric 

position should be achieved to limit the risk in treating TMD patients (54).  

There is no scientific evidence that the position should be changed by repositioning the mandible using 

therapeutic or preventive procedures (55). It makes no sense to manufacture an occlusal splint at the 

beginning of orthodontic treatment (or before starting orthodontics) to properly position the condyle in the 

centric relation, because orthodontic treatment lasts two years on average, and all teeth change their 

position. It cannot be guaranteed that the position of the condyles at the end of the treatment will be in 

the centric relation. 

Since there is no evidence that malocclusion induces the onset of TMD, no interceptive orthodontic 

treatment can be recommended for the prevention of TMD. Of course, improving the conditions for the 

development of normal occlusion may be recommended, but not for the prevention of dysfunction of the 

temporomandibular joint or for orofacial pain. 
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A Michigan court lawsuit is well known, in which an orthodontist lost the lawsuit against a patient who 

claimed that orthodontic therapy had caused him TMD (68). If today's information had been available to 

his attorney, the outcome would have been different. 

Not even early orthodontic treatment in mixed dentition, with interceptive orthopaedic appliances in class 

II and III malocclusion, creates a risk of TMD development (69-71). 

Class II malocclusions are very frequent. They are also the most commonly treated malocclusions, but 

considering their high frequency there is no evidence of higher incidence or prevalence of TMD in these 

patients (72). Mesial displacement of the condyle during orthodontic treatment of class II malocclusion 

tends to return to the previous original position after termination of active treatment (73). Although 

symptomatology improvement is reported, or at least no deterioration occurs during or after class II 

malocclusion treatment with various appliances and mechanics, the condition is mainly dependent on the 

initial disc position and its function (74-76). Functional appliances in the treatment of class II malocclusions 

can have a beneficial effect in patients presenting disc displacement with reduction (with or without 

intermittent locking) as they can allow the disk to be re-captured (77, 78). This is not the case in patients 

with a disc displacement without reduction and a limited opening, because in this case they will not allow 

the disc to be re-captured but could push it even further anteriorly. 

Orthognathic surgery may reduce the symptomatology of TMD for most patients who had TMD prior to 

surgery, but it could also create symptoms for a smaller proportion of the population that was 

asymptomatic before surgery. Predictors of improvement are not known, but it seems that presence of 

parafunctional and dysfunctional oral habits before surgery could be predictors of the occurence of 

symptomatology after surgery (79-83). 

Surgical mandibular advancement, mandibular anterior rotation and rigid fixation increase the risk of 

condylar resorption, but resorption and remodelling are physiological processes, and resorption is not a 

contraindication for surgery (84, 85). Therefore, there is a somewhat greater risk for patients with vertical 

growth pattern in class II, due to overload of the temporomandibular joint when the maxillofacial surgeon 
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rotates condyles is too excessively within the fossa during orthognatic surgery after bilateral mandibular 

osteotomy, fixing the segments only with bicortical screws without bone plates (86).  

It is true that all patients have premature teeth contacts for a large part of orthodontic treatment, induced 

by moving teeth from the malposition to the correct position or by placing the bite raisers on two teeth to 

allow for correction of crossbite or scissor bite, reverse overjet or deep bite. However, following these 

occlusal interferences, no high incidence of temporomandibular joint dysfunction in orthodontic patients 

has been observed. Furthermore, no more frequent lockinig, reduced opening or protrusion, midline 

deviation during opening, asymmetry in lateral movement or subluxation has been detected. Indeed, 

during orthodontic treatment patients sometimes report the onset of clicking, but if it is pain-free and 

without functional limitations then it is not considered a pathological condition. It cannot be argued that 

the click in a particular patient would not have appeared even if he had not start orthodontic treatment. It 

could have been a natural course in a particular case, which coincided by chance with the orthodontic 

treatment. In addition, if myoarthropathy develops during orthodontic treatment, this does not necessarily 

have a cause-consequence relationship. As far as the incidence of orofacial pain during orthodontic 

treatment is concerned, it is actually increased, but it is of odontogenic, rather than non-odontogenic 

origin. Pain occurs after the application of force and pain a day after is reported by over 90% of people 

(87). Pain modulation is achieved with nonsteroidal anti-inflammatory drugs and by masticating chewing 

gum (88). A low-energy laser is also effective to a certain extent in reducing this type of pain (89, 90). 

The previously mentioned presence of variation in the enzyme for the regulation of pain, catechol-O-

methyl transferase, may also be responsible for some people feeling greater discomfort and pain during 

orthodontic treatment (91, 92). 

For screening for TMD, orthodontic patients are advised to use a very simple, short, self-administered 

questionnaire before the orthodontic examination (93). The TMD-Pain Screener includes six questions 

focusing on the pain of orofacial region and the function of the temporomandibular joint. By filling out the 

questionnaire, the patient becomes aware of activities that might not otherwise have been reported to the 
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orthodontist because the patient believed they were not important for orthodontic treatment. The patient 

reports whether he has experienced pain in the temporal area or the jaw, unilaterally or bilaterally, in the 

last 30 days, and if present, for how long it lasted (appearing occasionally or constantly present). 

Additionally, the patient reports pain or stiffness in the jaw on waking, and whether some jaw activities 

change the pain, either diminishing it or worsening it. Activities that are evaluated include chewing hard 

or tough foods, opening the mouth, protrusion and lateral movements, parafunctional habits such as 

holding the teeth together, clenching, grinding or chewing gum and daily activities such as talking, yawning 

or kissing. Summing the responses (the first question receives 0-2 points (a (no pain) =0, b (appearing 

occasionally) =1, c (constantly present) = 2), while the remaining questions are scored simply as a (no) = 

0, b (yes) = 1) produces a value in the range of 0-7 where a cut-off value of ≥ 3 indicates that TMD may 

be present (93). There is even a shorter version which includes only first three questions (experience of 

orofacial pain, stiffness/pain in jaw on waking and changes in pain due to chewing hard/tough food). 

Values exceeding a cut-off of ≥ 2 indicate the presence of TMD. 

From this questionnaire, it is apparent that the presence of joint clicking without pain or restriction of 

function is not considered a serious condition. It is important to screen in order to register conditions that 

the patient considers as unimportant or not very pronounced, but to which he may start to pay attention 

only during orthodontic treatment and then start to relate them to the orthodontic procedures. It is 

necessary to establish a proper diagnosis of the type of TMD. Pain and dysfunction should be eliminated 

prior to orthodontic treatment, and the patient should be advised regarding the fluctuation of the symptoms 

and the possibility of their re-emergence during orthodontic treatment (94). Management of such patients 

may include counselling, cognitive-behavioural therapy, physiotherapy, home massages, 

pharmacotherapy, and sometimes occlusal splint (95; Figure 2).  

There is no doubt that some form of TMD is present in some patients during orthodontic treatment. In this 

case the active orthodontic mechanics should be temporarily stopped to avoid exacerbating factors, and 

appliances should be left in passive form. Activating orthodontic appliances applies forces to teeth that 
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can cause transient discomfort or pain. Fixed and retention appliances and mini-implants are left in the 

mouth while the use of functional and removable appliances and intermaxillary elastics is temporarily 

suspended (95; Figure 2). The patient is approached and managed as any other person with TMD. It is 

diagnosed whether there is a pain disorder and/or joint disorder, and which subtype, and factors that may 

be related to the occurrence (trauma, stressful events, parafunctions, etc.) are investigated. 

 

Figure 2. Algorithm for patients presenting TMD before starting an orthodontic treatment (95) 

 

Figure 3. Algorithm for patients developing TMD during orthodontic treatment (94) 
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It is advisable for the patient to first fill in the DC TMD Axis II instruments, which consist of several 

structured questionnaires that will alert the patient to his or her own condition and allow him or her to think 

about related events and report them during clinical examination and orthodontic interview.  

The DC TMD Symptom Questionnaire focuses on five key clinical entities: orofacial pain, mouth opening 

problems, inability to close the mouth, joint noises and headache (2). A patient reports the signs and 

symptoms he or she has noticed and the activities that modify the condition. After completion, the 

Symptoms Questionnaire items are checked in front of the patient (and in conversation with him or her) 

because there is a chance that some of the items were not fully understood by the patient. Any illogicality 

is checked by direct questions to the patient and clarification. Questions 1, 3 and 4 are, with a very small 

modifications, contained in the TMD-Pain Screener. Therefore, by summing the answers to these three 

questions, we get a very similar value to the TMD-Pain Screener score, and thus we are able to determine 

whether TMD is present. The analysis of the five self-reported components allows us already to have 

some guidance when confirming signs and symptoms during clinical examination and making the 

diagnosis, i.e., it allows us to assess whether the patient has a painful condition (arthralgia, myalgia 

(localized myalgia or myofacsical pain), myofascial pain with referral, headache attributed to TMD), disc 

displacement with or without reduction or mandibular subluxation. 
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Table 1. Instruments recommended for use 

Domain Suggested instrument No of items Screening before 

treatment 

Comprehensive 

evaluation 

Symptoms DC TMD Symptom 

Questionnaire 

20 + + 

Pain intensity and 

pain-related 

disability 

Graded Chronic Pain Scale 

(GCPS) 

8 + + 

Pain locations Pain drawing 1 + + 

Functional 

limitations 

Jaw Functional Limitation 

Scale 

8 or 20 + 8 item + 20 item 

Parafunctions Oral Behaviours Checklist 

(OBC) 

21 + + 

Distress Pain Health Questionnaire 

(PHQ-4) 

4 +  

Depression Pain Health Questionnaire 

(PHQ-9) 

9  + 

Somatisation Pain Health Questionnaire 

(PHQ-15) 

15  + 

Anxiety Generalized Anxiety Disorder 

(GAD-7) 

7  + 

 

The Pain Drawing instrument helps the patient to indicate all locations of the pain by using the drawing of 

the mouth, head, face and body, and also to indicate the directions of spreading, if any (2). In addition to 

the drawings of the pain, the patient should be asked questions about the initial symptoms (whether it 

started after a trauma, a traffic accident, a stressful event, in the morning, after masticating or gum 

chewing, etc.), pain characteristics (dull, sharp, stabbing, aching, tingling, constant, intermittent, etc.), 

triggers (moving jaw, cold/heat, etc.) and inhibitors (massage, warmth/cold, humidity, moving the jaw, 

stillness, medication, etc.). More than three marked painful places point to a serious painful condition.  

The Graded Chronic Pain Scale Instrument is used to report the duration of pain (acute or chronic), pain 

intensity and pain-related disability (96). Pain intensity is assessed as the average value of reported 
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present pain, worst pain, average pain (on a scale fo zero to 10 for each of the three items), while disability 

is assessed as the average of scores of daily, work and social activities (also on a scale of zero to 10 for 

each of the three items). As mentioned above, the pain is characterized as chronic if it is present or 

repeated over a period of more than three months (almost every day or several times a week), if it lasts 

longer than one month after healing of acute tissue injury or if it is related to damage that cannot heal 

(97). The usual criterion for acute painful TMD is at least five days of pain in the last 30 days. Acute pain 

is a normal sensation indicating a possible injury. Sometimes, patients can manage their chronic pain 

quite well, but often the pain limits their everyday activities and causes disability. A subject is categorized 

into one of five possible groups on an ordinal scale: (0) no chronic pain, (1) low-intensity pain without 

disability, (2) high-intensity pain without disability, (3) moderately limiting pain or (4) with severely limiting 

pain. 

The Jaw Functional Limitation Scale is used for reporting in situations where there are restrictions, 

whether in mastication, mandibular mobility or communication (98). Even the low limitations regarding 

verbal and non-verbal communication point to a serious painful state. The instrument is available in longer 

and shorter form, with 20 and eight items respectively.  

The Oral Behaviours Checklist instrument contains two night-time and 19 daytime parafunctions, whose 

frequency is estimated on a scale of 0 = never to 4 = constant or four to seven nights per week (99). 

Patients should be consulted about the parafunctions that are present more than once weekly. As a risk 

factor for TMD, a score of ≥ 25 is associated with a 17-times-higher probability of TMD onset (57). 

Regarding psychological traits, psychological suffering can be evaluated by a short Patient Health 

Questionnaire (PHQ-4) that contains four questions focusing on distress as a combination of depression 

and anxiety (100). Alternatively, three separate questionnaires can be used within the DC TMD Axis II to 

assess the level of anxiety, somatization and depression (101-103). Additional psychological features that 

can help evaluate how the patient will cope with a health condition are hypervigilance (attentional – having 

increased sensitivity to the symptoms), somatosensory amplification (perceptual - perceiving somatic 
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sensations as intense, noxious and disturbing), catastrophizing (cognitive - assuming things are worse 

than they are) and health competence (ability to cope with health conditions and health outcomes) (104-

107). Their assessment is based on questionnaires that are not a standard part of the DC TMD protocol. 

 

Table 2. Additional instruments recommended for use 

Domain Suggested instrument No of items Screening before 

treatment 

Comprehensive 

evaluation 

Catastrophizing Pain Catastrophizing Scale 

(PCS) 

13 - + 

Hypervigilance Brief Hypervigilance Scale 

(BHS) 

5 - + 

Somatosensory 

amplification 

Somatosensory Amplification 

Scale (SAS) 

10 - + 

Health 

Competence 

Perceived Health 

Competence Scale (PHCS) 

8 - + 

 

Pain perception, including orthodontically induced pain, is influenced by anxiety, catastrophizing, and 

somatosensory amplification (108-110). Hypervigilance requires special attention, since, together with 

anxiety, it could be a risk factor for TMD when the therapeutic management includes a modification of the 

occlusion (33, 95). Such a person is placed on high alert, which includes a high rate of perpetual scanning 

of the environment to search for signs of threat and a reduced ability to switch attention away from the 

threatening stimulus. Individuals with bodily hypervigilance also present with occlusal hypervigilance and 

continuously check their occlusion (110). Parafunction may be a coping response to potential threat when 

coupled with hypervigilance and somatosensory amplification, and patients with high-frequency 

parafunctional activity could be more disturbed by occlusal interferences (111-113). Even a minimally 

invasive alteration of the existing occlusal pattern in subjects who are occlusally hypervigilant can lead to 

increased activity of the masticatory muscles, which in turn may lead to pain and dysfunction. This 

explains why some patients are disturbed and do not adapt to occlusal interferences present throughout 
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a long period duration of orthodontic treatment. Hence, TMD symptomatology that develops in occlusally 

hypervigilant patients is misdiagnosed as being caused by orthodontically changing the occlusion. 

Occlusal hypervigilance, besides being attentional, involves a perceptual habit of subjective amplification 

of a variety of painful but also non-painful sensations (95, 114). Thus, if attention is focused on sensations, 

their amplification increases, and they become autonomous (115; Figure 3).  

 

 

Figure 4. Occlusal hypervigilance theory (95) 

 

Therapeutic options in TMD subjects are focused on reducing pain and improving jaw function, to allow a 

person to continue with daily activities. The first and most important step after diagnosis is cognitive-

behavioural therapy. An international consensus suggests six components of self-management for use in 

clinical practice: education/counselling about the problem, parafunctional behaviour identification, 

monitoring and avoidance, jaw exercises, massage, thermal therapy and dietary and nutrition advice that 
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includes chewing mainly soft food while the painful state persists, with a gradual return to normal food 

(116). Chronic pain cannot be cured, but it can be managed.  

Education includes explaining the aetiology of the disorder, the functioning of the joints and muscles, 

chronicity and rehabilitation, emphasizing a generally good prognosis. It is important to emphasize the 

avoidance of overloading the mastication system via the control of parafunctions. Parafunctional 

behaviours should be avoided, with reinforcement from the clinician for several months. A patient is also 

advised to keep the muscles relaxed, with the mandible in a neutral position and the teeth not in the 

occlusion but separated, as if wearing an occlusal splint made of air. This is achieved by pronouncing ‘N’. 

These procedures have a confirmed effectiveness in the management of chronic TMD pain (117). 

Sometimes, pharmacological therapy and occlusal splints are also included, when needed (118). 

Education and physiotherapy seem to be more effective than an occlusal splint for myogenous TMD (119, 

120). Even when the use of an occlusal stabilization splint presents a short-term benefit for patients with 

TMD, the long term effect is equallized by other therapeutic modalities such as physiotherapy, behavioural 

therapy and counselling (121). Clicking and locking often resolve over time with minimal intervention 

(122). 

Therapy must be conservative and reversible, because occlusal modification can overcome the adaptive 

ability of the organism and trigger the onset of iatrogenic TMD. 
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2.0. Aim 

 

The aim of the study was: 

1. to translate and validate the TMD-Pain Screener instrument in Croatia, 

2 to assess the extent to which orofacial pain and temporomandibular joint dysfunction were present in 

patients referred for orthodontic consultation,  

3. to explore predictors of clinically diagnosed temporomandibular disorder, and of its two components 

(pain disorder and joint disorder).  

We expected the instrument to be valid and reliable in Croatia, with good internal consistency, and that it 

would have good ability to detect subjects with painful TMD, and temporal stability. 

Hypothetical predictors of TMD were type of dentition, malocclusion (crowding, cross bite, forced bite), 

facial asymmetry, previous orthodontic treatment, age, gender, self-reported parafunctions, chewing 

problems and self-reported pain and dysfunction. 
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3.0. Materials and Methods 

 

A Croatian version of the TMD-Pain Screener and DC TMD was produced in forward-backward translation 

independently by four dentists (two forward and two backward) with experience in temporomandibular 

disorders and a good knowledge of Croatian and English (2, 93). Translations were reviewed by a panel 

of five dentists also with a good knowledge of both languages and experience in the fields of validation of 

questionnaires and temporomandibular disorders. A consensus on the Croatian version was reached. 

The validation study included 134 participants (student of local university and dental clinic patients) aged 

11-62 years (median 23, interquartile range 21-24), 76% females and 82% adults who self-administered 

the TMD-Pain Screener. Clinical examination and diagnostics were performed according to the DC TMD 

protocol (2). For the assessment of temporal stability 23 participants completed the questionnaire twice 

in a two-week interval without any interventions; 14 had painful TMD. The orthodontic sample consisted 

of 352 consecutive subjects who came for orthodontic consultation at the Department of Orthodontics of 

the University Dental Clinic Rijeka, Croatia in 2018. The age range was five to 52 years, with a median of 

12 years (interquartile range 10-15), with 52% female and 9% adult subjects. Screening for orofacial pain 

and temporomandibular joint dysfunction was performed using the TMD-Pain Screener instrument 

evaluating pain, stiffness of the jaw and the modification of pain via jaw activities through six questions. 

Summing the responses produces a value in the range of 0-7, where a score of ≥ 3 indicates that a person 

could have a TMD (93). In a shorter 3-items version a score of ≥ 2 indicates TMD (out of range 0-4). 

Participants completed the questionnaire independently or, for underage participants, with the help of a 

parent or caregiver. DC TMD was used for clinical examination and diagnostics (2).  

The following occlusal characteristics were recorded: type of dentition (deciduous, mixed, permanent), 

sagittal class by Angle, presence of crowding, crossbite / scissor bite and forced bite. The swallowing 

pattern (infantile, somatic) and breathing pattern (nasal, oral, combined) was recorded. Parafunctional 

activities such as nail biting, tonguge-thrusting, clenching and grinding, were noted. The presence of facial 
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asymmetry was also estimated. Subjects reported whether they had problems during mastication and 

whether they had been previously orthodontically treated. 

Factor analysis and Cronbach alpha were used for assessment of internal consistency of the Croatian 

version of the TMD-Pain Screener. Discriminant ability was tested by comparing scores between 

participants with and without TMD using t-test, while temporal stability by intraclass correlation coeficient 

and Cohen kappa. Sensitivity, specificity, positive and negative predictive values, and likelihood ratio were 

used to verify the predictive value of the Croatian version of instrument in screening TMD subjects. 

The prevalence of orofacial pain and joint dysfunction was estimated with 95% confidence intervals (CI) 

(123). For comparing the TMD-Pain Screener scores between the occlusal characteristics groups, gender 

and age, a t-test and an analysis of variance (ANOVA) with the Student-Newman-Keuls post-hoc test, 

were used. Predictors of TMD were explored by applying Fisher’s exact test and logistic regression, and 

the odds ratios (OR) were calculated with 95% CI. Effect size, as a measure of the difference between 

groups, was quantified for Fisher’s test by means of Cramer’s V, for ANOVA via partial η2 and for the t-

test according to formula r=√(t2/(t2+df)). For interpretation, the Cohen criteria were used: 0.1-0.3 = small 

effect size, 0.3-0.5 = medium effect size, 0.5-0.7 = large effect size and >0.7 = very large effect size (40, 

41). In the interpretation, OR = 1.5 was considered mild or small, > 3 was considered moderate and > 9 

was considered large (58). IBM SPSS 22 statistical software (IBM Corp, Armonk, USA) was used. 
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4.0. Results 

 

4.1. TMD-Pain Screener 

In the validation study, the TMD-Pain Screener score for the 6-item instrument ranged from 0-7 (mean 

2.3±2.2) and 46% of subjects reported a score ≥3 indicating that the person could have TMD (95% CI 

38-55). In the 3-item instrument, the score ranged 0-4 (mean 1.5±1.3), with 50% of subjects indicative for 

TMD (scoring ≥2; 95% CI 42-58). Clinical confirmation of TMD was for 73% of subjects, 50% painful, 63% 

with joint disorder and 40% with painful and joint disorders. Out of TMD subjects, an isolated painful 

disorder was present in 14%, solitary joint dysfunction in 32% while both joint+painful in 59%. There were 

significant correlations between items (r=0.308-0.616; p<0.001). Factor analysis demonstrated one-factor 

structure accounting for 55% of variance. Internal consistency was higher for the 6-item than for the 3-

item instrument (Chronbach α 0.831 vs. 0.712). None of the items would increase the alpha coefficient if 

deleted from the scale. Discriminant validity was better for orofacial pain than joint dysfunction and in the 

3-item than in the 6-item instrument (Table 3). For the 6-item instrument sensitivity was 74.6%, specificity 

82.1%, positive predictive value 80.7% and negative predictive value 76.4%, while for the 3-item 

instrument all values were 83.6%. Likelihood ratio was 4.2 indicating that someone with a positive test is 

4.2 times more likely to have the disease than someone with a negative test. 

In test-retest no significant differences were present between the first and second administration of the 

instrument. Intraclass correlation coefficients were 0.706 (95% CI 0,424-0.864; p<0.001) and 0.632 (95% 

CI 0.302-0.826; p=0.001) for score of the six- and three-items instrument, while for dichotomous outcome 

Cohen Kappa was the same for both forms (0.635; p=0.002). 
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Table 3. Comparison of TMD-Pain Screener scores between TMD groups 

 variable  N mean±SD p r 

6-item clinically diagnosed TMD no 36 0.6±1.2   

  yes 98 3.0±2.2 <0.001 0.609 

 clinically diagnosed  no 67 0.8±1.4   

 orofacial pain yes 67 3.8±1.9 <0.001 0.693 

 clinically diagnosed no 50 1.1±1.6   

 TMJ dysunction yes 84 3.1±2.2 <0.001 0.465 

3-item clinically diagnosed TMD no 36 0.4±0.8   

  yes 98 1.9±1.2 <0.001 0.644 

 clinically diagnosed  no 67 0.6±0.9   

 orofacial pain yes 67 2.5±0.9 <0.001 0.725 

 clinically diagnosed no 50 0.8±1.1   

 TMJ dysunction yes 84 2.0±1.2 <0.001 0.412 

r=effect size for t-test. 

 

The TMD-Pain Screener score ranged from 0-6 (mean 0.6±1.3) and 10% of subjects reported scores ≥ 

3, indicating TMD (95% CI 7-14). Orofacial pain was reported by 24% of participants (95% CI 20-29), but 

only 1% had constant pain (95% CI 0.3-3). Pain modified by function was reported by 21% of participants 

(95% CI 17-25), and pain modification occurred mainly in one of four functions (interquartile range 1-2). 

Stiffness was present in 3% of cases (95% CI 1-5). TMD was clinically confirmed in 10% of subjects (95% 

CI 7-14), and of these, pain disorder was clinically confirmed in 4% (95% CI 3-7) and joint disorder in 7% 

(95% CI 5-10). Myalgia / myofascial pain was confirmed in 3% of cases (95% CI 2-5), arthralgia in 2% 

(95% CI 1-4), headache attributed to TMD in 1% (95% CI 0.2-2), disc displacement without reduction and 



28 
 

without intermittent locking in 5% (95% CI 3-7), disc displacement with reduction and intermittent locking 

in 1% (95% CI 1-3) and subluxation in 1% (95% CI 1-3). 

Of the examinees, 2% had deciduous dentition, 47% had mixed dentition and 51% had permanent 

dentition. Previous orthodontic treatment was reported in 5% of examinees. 

The TMD-Pain Screener scores that differed significantly between subjects grouped by clinical, 

behavioural and socio-demographic characteristics are shown in Table 4. Higher scores were observed 

for permanent dentition, adults, women, those who had previously been in orthodontic treatment, those 

with nasal breathing, those who reported that they could not chew well, those with parafunctions of biting 

pencils, lips, cheeks and/or tongues, and those with clinically confirmed temporomandibular disorders, 

orofacial pain and joint dysfunction, with small to moderate effect sizes (p <0.05). The weakest effect size 

was for previous orthodontic treatment. The presence of malocclusion (sagittal, transverse or crowding), 

forced bite and other parafunctions was not related to the TMD-Pain Screener score. 
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Table 4. Comparison of TMD-Pain Screener scores between groups of participants classified according 

to sociodemographic, clinical and behavioural characteristics 

variable  N mean±SD P r 

age child/adolescent 321 0.5±1.1   

 adult 31 1.7±2.0 0.001 0.277 

gender male 147 0.4±0.9   

 female 205 0.8±1.4 0.001 0.189 

previous orthodontic tx no 332 0.6±1.2   

 yes 19 1.2±1.7 0.031 0.117 

dentition type deciduous or mixed 174 0.3±0.9   

 permanent 178 0.9±1.5 <0.001 0.224 

breathing oral or combined 98 0.4±0.8   

 nasal 250 0.7±1.4 0.005 0.170 

mastication report no problems 310 0.5±1.1   

 report problems 38 1.4±2.0 0.008 0.225 

biting objects/tissues no 331 0.6±1.2   

 yes 21 1.3±1.3 0.007 0.143 

clinically diagnosed TMD no 317 0.5±1.0   

 yes 35 1.8±2.1 0.001 0.315 

clinically diagnosed  no 337 0.5±1.1   

orofacial pain yes 15 2.7±2.4 0.003 0.355 

clinically diagnosed no 327 0.5±1.1   

TMJ dysunction yes 25 1.8±2.2 0.010 0.253 

r=effect size for t-test. 
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4.2. Clinically Diagnosed TMD (Pain or/and Joint Disorder) 

In univariate analyses, TMD predictors were female sex, adult age, permanent dentition, crowding, facial 

asymmetry, previous orthodontic treatment, reported problems during mastication, and a TMD-Pain 

Screener score of ≥3. Deviation from sagittal class I, transversal discrepancies, forced bite or 

parafunctions were not found to be predictors. 

The oddsa of TMD are 3.2 times higher in female subjects (95% CI 1.3-7.5; p = 0.006; V = 0.147), 5.6 

times higher for adult ages (95% CI 2.4-13.3; p<0.001; V=0.232), 4.5 times higher for permanent dentition 

(95% CI 1.9-10.5, p <0.001, V = 0.196), 2.3 times higher for in crowding (95% CI 1.1-4.9; p=0.031; 

V=0.125), 2.7 times higher for facial asymmetry subjects (95% CI 1.3-5.5; p=0.008; V=0.149), 3.6 times 

higher in those who had been previously orthodontically treated (95% CI 1.2-10.7, p = 0.031, V = 0.130), 

4.9 times higher in subjects with chewing problems (95% CI 2.2-11.0; p <0.001; V = 0.220), and 6.7 times 

higher for the TMD-Pain Screener scores of ≥ 3 (95% CI 3.0-15.1; p <0.001; V = 0.270). All effect sizes 

were small to moderate. However, in the multiple logistic regression, when all factors were controlled for, 

the only significant predictors were difficulties with chewing (OR 2.8; 95% CI 1.1-7.4; p = 0.034) and a 

TMD-Pain Screener score ≥3 (OR 4.7; 95% CI 1, 8-12.4; p = 0.002). 

 

4.3. Clinically Diagnosed Orofacial Pain 

In univariate analyses, predictors of painful TMD were female gender, adult age, reported chewing 

problems, clinically diagnosed joint dysfunction and TMD-Pain Screener score ≥3. No occlusal 

characteristics or parafunctional behaviours were found to be predictors. The odds for painful TMD were 

4.9 times higher in females than in males (95% CI 1.1-22.1; p = 0.030; V = 0.122), 4.2 times higher for 

adult age (95% CI 1.2-14; p = 0.034; V = 0.133), 8.5 times higher for chewing problems (95% CI 2.9-25.1; 

p<0.001; V=0.243), 7.9 times higher for clinically diagnosed joint dysfunction (95% CI 2.5-25.4; p=0.002; 

V=0.215), and 13.1 times higher for a TMD-Pain Screener score ≥3 (95% CI 4.4-39.0; p <0.001; V = 

0.306). All effect sizes were small to moderate. However, in the multiple logistic regression, the only 
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significant predictors were chewing problems (OR 4.7; 95% CI 1.4-16.0; p = 0.013) and a TMD-Pain 

Screener score ≥3 (OR 6.9; 95% CI 2.0-23.6; p = 0.002). 

 

4.4. Clinically Diagnosed Joint Dysfunction 

Predictors of joint dysfunction in univariate analyses were adult age (OR 6.2; 95% CI 2.4-15.9; p = 0.001; 

V = 0.226), permanent dentition (OR 4.3; 95% CI 1.6-11.7; p=0.003; V=0.163), previous orthodontic 

treatment (OR 4.0; 95% CI 1.2-13.0; p=0.037; V=0.130), facial asymmetry (OR 3.4; 95% CI 1.5-7.8, p = 

0.004, V = 0.164), reported chewing problems (OR 3.7; 95% CI 1.4-9.5; p = 0.012, V = 0.152), grinding 

(OR 4.8; 95% CI 1.2-19.1; p = 0.045, V = 0.131), clinically diagnosed painful TMD (OR 7.9; 95% CI 2.5-

25.4; p = 0.002; V = 0.215) and TMD-Pain Screener score ≥3 (OR 5.2; 95% CI 2.1-13.1; p = 0.001; V = 

0.204). No occlusal characteristics (except permanent dentition) were found to be predictors. However, 

in the multiple logistic regression all predictors became insignificant. 
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5.0. Discussion 

 

The present study demonstrates that TMD is not a frequent problem in subjects referred for orthodontic 

consultation, and malocclusions and previous orthodontic treatment are not predictors of TMD.  

Orofacial pain was reported by 24% of subjects, mainly modified by function, but a minority had constant 

pain or stiffness on waking. In fact only 10% of subjects reported a score ≥ 3 indicating TMD -pain, which 

is less then in general population of children nine to 11 years in Italy (15%), using the same instrument 

(72). Self-reported painful TMD in children and young adolescents in the general population ranges from 

5-32%, although different screening methods are used (124-129).  

TMD was clinically confirmed in 10% of subjects referred for orthodontic consultation, with more joint 

disorders than pain disorders, while the prevalence of TMD -symptoms using a broad range of 

methodologies was up to 80% in children and adolescents from different populations (130-136). TMD 

appears to reach its peak in young adults between 20 and 40 years of age (5). TMD, especially painful 

TMD, can impact on the individual's psychosocial functioning, daily activities and overall quality of life 

(137-139). 

Occlusal characteristics and malocclusions were not related to self-reported TMD pain in our study, but 

several variables were identified in the general population of children in Italy in recent study, namely 

unilateral and bilateral crossbite and open bite, producing odds ratios of 2.3-4.5 (72). Nevertheless, these 

are the results of univariate analyses where other variables were not simultaneously controlled for. 

Another recent study implied that unstable occlusion, especially the amount of lateral deviation in RCP-

ICP slide, as well as negative overjet, were related to painful TMD (140). Nevertheless, the cross-sectional 

design does not imply a causal relationship, and there is no evidence that dental occlusion plays a role in 

the pathophysiology of TMD (53). 

Oral parafunctions are frequent in children and adolescents; gum chewing is the most prevalent oral 

parafunction followed by biting tissues, nails and objects while holding teeth in contact, grinding, clenching 
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and jaw play are not as prevalent (141). Persistence in these activities might have detrimental effects on 

the orofacial structures, disrupting the functional balance within the orofacial system, which can induce 

TMD or worsen TMD which is already present TMD (29). Our study and also others confirmed 

parafunctions as factors related to TMD -pain (72, 126, 141). Clenching is related to myofascial pain, while 

jaw play with disc displacement with reduction was also implicated, but with low odds ratios (141). Not all 

oral behaviours contribute equally to TMD, and among waking activities, several seem to be more 

influential: grinding, clenching, pressing, touching or holding teeth together during waking hours, biting, 

chewing or playing with tongue, cheeks or lips, holding objects between the teeth or biting objects such 

as hair, pipes, pencils, pens and fingers, together with gum chewing (99, 142, 143). Frequency appears 

to be better predictor than the number of parafunctions, with a high frequency having 2.3-times-higher 

odds for TMD pain than a low frequency (72). Avoidance of parafunctional behaviour is effective in 

management of TMD pain (117). However, parafunctions were not predictors of clinically confirmed TMJ 

dysfunction or pain in our research; they were only related to self-reported pain. Probably children, who 

composed the majority of our sample, are not able to accurately express the presence / absence and 

characteristics of their orofacial pain. 

Female gender is a known factor related to TMD -pain, in children, adolescents and adults, as outlined in 

present and previous research (3, 6, 126, 141, 144-147). Again, in multiple logistic regression, female 

gender did not predict clinically diagnosed TMD, dysfunction or pain, which could be explained by the 

small number of participants with those conditions in the present study. 

The weakest effect size was that of previous orthodontic treatment on self-reported TMD -pain, but not 

on clinically diagnosed painful disorders. This was related to TMJ dysfunction only in univariate, not in 

multivariate analyses. The association between orthodontic treatment and TMD appears to be small or 

non-existent (57, 59, 65). 

Excellent internal reliability is reported for the short and long versions TMD-Pain Screener instrument, 

with high sensitivity for correct classification of the presence or absence of TMD and high specificity in 
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the correct identification of people with unpainful TMD (93). However, the TMD-Pain Screener seems to 

lack diagnostic accuracy for differentiating pain of non-odontogenic origin from odontogenic pain without 

adjunctive clinical examination. It has low specificity (148). Nevertheless, its sensitivity is acceptable, i.e., 

it is able to identify subjects who have a painful condition. Its high negative predictive value implies that 

when the screening is negative, one can be reasonably sure that TMD is not present. Overall, it is a useful 

screening instrument when odontogenic aetiology for pain can be excluded on clinical and radiographic 

grounds. The Croatian version of the instrument met the sensitivity of ≥ 0.70 necessary to be declared 

valid, but the specificity wis lower than suggested ≥ 0.95 (149). Therefore, 75% of those with painful TMD 

will be correctly indentified as positive by the Croatian six-item instrument, and 84% with four-item 

instrument, which further implies that 16-25% of cases with painful TMD will not be correctly classified. 

Accordingly, considering specificity, 82% without a condition will be correctly indentified in longer form 

and 84% in shorter form, and 16-18% of negative cases will be false positive. A test with high sensitivity 

is useful for ruling out disease, attempting to avoid false negative findings, which makes it appropriate for 

screening. Tests with high specificity are better in detecting disease and are appropriate when a decision 

has to be made concerning therapy. Clinical assessment by using DC TMD protocol is able to reach target 

sensitivity and specificity for painful TMD conditions, but not for majority of joint disfunctions (150). 

Temporal stability of the  instrument is moderate or substantial (151). 

The TMD-Pain Screener has been used not only in adults, but also in adolescents and children, although 

it has not yet been validated in children (72, 110, 152-154). It was observed during investigation that 

younger children do not fully understand questions from the TMD-Pain Screener, and some of them tend 

to answer no to the first two questions (presence of pain in jaw or temple area and stiffness of jaw on 

waking) but yes to activities that changed the pain, namely, clenching, chewing gum or chewing hard 

food. Furthermore, sometimes, parents needed explanation. Nevertheless, the present study found that 

the TMD-Pain Screener score was a strong predictor of clinically confirmed orofacial pain, although not 

of joint dysfunction.  
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This study has several limitations. First of all, the sample size is low and the age range quite broad. In 

addition, the majority of participants were children or young adolescents. Since there was a low 

prevalence of self-reported TMD -pain and clinically confirmed painful conditions and TMJ dysfunctions, 

the majority of significant predictors from univariate analyses became insignifican in multiple regression. 

No distinction was made between waking and sleeping oral parafunctions and the frequency of 

parafunctions was not recorded. Due to cross-sectional design, cause-effect relationships could not be 

established. 
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6.0. Conclusion 

 

The Croatian version of the TMD-Pain Screener has good ability to detect subjects with painful TMD. 

Orofacial pain and temporomandibular joint dysfunction are not frequent in people referred to 

orthodontists. Malocclusions and previous orthodontic treatment are not predictors of TMD. The 

instrument is a strong predictor of clinically confirmed orofacial pain in subjects reffered for orthodontic 

consultation, with a high score indicating 6.9-times-higher odds, but it is not a significant predictor of joint 

dysfunction. 

  



37 
 

7.0. Reference 

 

1. Ohrbach R, Dworkin SF. The evolution of TMD diagnosis: past, present, future. J Dent Res. 2016; 

95:1093–101.  

2. Schiffman E, Ohrbach R, Truelove E, Look J, Anderson G, Goulet JP, List T, Svensson P, Gonzalez 

Y, Lobbezoo F, Michelotti A, Brooks SL, Ceusters W, Drangsholt M, Ettlin D, Gaul C, Goldberg LJ, 

Haythornthwaite JA, Hollender L, Jensen R, John MT, De Laat A, de Leeuw R, Maixner W, van der 

Meulen M, Murray GM, Nixdorf DR, Palla S, Petersson A, Pionchon P, Smith B, Visscher CM, 

Zakrzewska J, Dworkin SF; International RDC/TMD Consortium Network, International association 

for Dental Research; Orofacial Pain Special Interest Group, International Association for the Study of 

Pain. Diagnostic Criteria for Temporomandibular Disorders (DC/TMD) for clinical and research 

applications: recommendations of the International RDC/TMD Consortium Network* and Orofacial 

Pain Special Interest Group†. J Oral Facial Pain Headache. 2014;28:6-27. 

3. Isong U, Gansky SA, Plesh O. Temporomandibular joint and muscle disorder-type pain in U.S. adults: 

the National Health Interview Survey. J Orofac Pain. 2008;22:317-22. 

4. Rammelsberg P, LeResche L, Dworkin S, Mancl L. Longitudinal outcome of temporomandibular 

disorders: a 5-year epidemiologic study of muscle disorders defined by research diagnostic criteria 

for temporomandibular disorders. J Orofac Pain. 2003;17:9–20.  

5. Lövgren A, Häggman-Henrikson B, Visscher CM, Lobbezoo F, Marklund S, Wänman A. 

Temporomandibular pain and jaw dysfunction at different ages covering the lifespan--A population 

based study. Eur J Pain. 2016;20:532-40.  

6. Ostrom C, Bair E, Maixner W, Dubner R, Fillingim RB, Ohrbach R, Slade GD, Greenspan JD. 

Demographic predictors of pain sensitivity: results from the OPPERA study. J Pain. 2017;18:295-307. 



38 
 

7. Bueno CH, Pereira DD, Pattussi MP, Grossi PK, Grossi ML. Gender differences in 

temporomandibular disorders in adult populational studies: A systematic review and meta-analysis. J 

Oral Rehabil. 2018;45:720-9. 

8. Ostrom C, Bair E, Maixner W, Dubner R, Fillingim RB, Ohrbach R, Slade GD, Greenspan JD. 

Demographic predictors of pain sensitivity: results from the OPPERA study. J Pain. 2017;18:295-307. 

9. Melzack R. Phantom limbs, the self and the brain. Can Psychol. 1989;30:1–16. 

10. Greene CS. The etiology of temporomandibular disorders: implications for treatment. J Orofac Pain. 

2001;15:93-105., 

11. Klasser GD, Greene CS. The changing field of temporomandibular disorders: what dentists need to 

know. J Can Dent Assoc. 2009;75:49-53. 

12. Slade GD, Bair E, By K, Mulkey F, Baraian C, Rothwell R, Reynolds M, Miller V, Gonzalez Y, Gordon 

S, Ribeiro-Dasilva M, Lim PF, Greenspan JD, Dubner R, Fillingim RB, Diatchenko L, Maixner W, 

Dampier D, Knott C, Ohrbach R. Study methods, recruitment, sociodemographic findings, and 

demographic representativeness in the OPPERA study. J Pain. 2011;12(11 Suppl):T12-26. 

13. Slade GD, Bair E, Greenspan JD, Dubner R, Fillingim RB, Diatchenko L, Maixner W, Knott C, Ohrbach 

R. Signs and symptoms of first-onset TMD and sociodemographic predictors of its development: the 

OPPERA prospective cohort study. J Pain. 2013;14(12 Suppl):T20-32.e1-3. 

14. Slade GD, Sanders AE, Bair E, Brownstein N, Dampier D, Knott C, Fillingim R, Maixner WO, Smith 

S, Greenspan J, Dubner R, Ohrbach R. Preclinical episodes of orofacial pain symptoms and their 

association with health care behaviors in the OPPERA prospective cohort study. Pain. 2013;154:750-

60.  

15. Maixner W, Diatchenko L, Dubner R, Fillingim RB, Greenspan JD, Knott C, Ohrbach R, Weir B, Slade 

GD. Orofacial pain prospective evaluation and risk assessment study--the OPPERA study. J Pain. 

2011;12:T4-11.e1-2. 



39 
 

16. Bair E, Gaynor S, Slade GD, Ohrbach R, Fillingim RB, Greenspan JD, Dubner R, Smith SB, 

Diatchenko L, Maixner W. Identification of clusters of individuals relevant to temporomandibular 

disorders and other chronic pain conditions: the OPPERA study. Pain. 2016;157:1266-78. 

17. Tchivileva IE, Ohrbach R, Fillingim RB, Greenspan JD, Maixner W, Slade GD. Temporal change in 

headache and its contribution to the risk of developing first-onset temporomandibular disorder in the 

Orofacial Pain: Prospective Evaluation and Risk Assessment (OPPERA) study. Pain. 2017;158:120-

9. 

18. Sanders AE, Akinkugbe AA, Fillingim RB, Ohrbach R, Greenspan JD, Maixner W, Bair E, Slade GD. 

Causal mediation in the development of painful temporomandibular disorder. J Pain. 2017;18:428-

36.  

19. Sanders AE, Essick GK, Fillingim R, Knott C, Ohrbach R, Greenspan JD, Diatchenko L, Maixner W, 

Dubner R, Bair E, Miller VE, Slade GD. Sleep apnea symptoms and risk of temporomandibular 

disorder: OPPERA cohort. J Dent Res. 2013;92(7 Suppl):70S-7S.  

20. Jiménez-Silva A, Peña-Durán C, Tobar-Reyes J, Frugone-Zambra R. Sleep and awake bruxism in 

adults and its relationship with temporomandibular disorders: A systematic review from 2003 to 2014. 

Acta Odontol Scand. 2017;75:36-58.  

21. de Oliveira Reis L, Ribeiro RA, de Castro Martins C, Devito KL. Association between bruxism and 

temporomandibular disorders in children: a systematic review and meta-analysis. Int J Paediatr Dent. 

2019. doi: 10.1111/ipd.12496. 

22. Lavigne GJ, Huynh N, Kato T, Okura K, Adachi K, Yao D, Sessle B. Genesis of sleep bruxism: motor 

and autonomic-cardiac interactions. Arch Oral Biol. 2007;52:381-4.  

23. Manfredini D, Guarda-Nardini L, Marchese-Ragona R, Lobbezoo F. Theories on possible temporal 

relationships between sleep bruxism and obstructive sleep apnea events. An expert opinion. Sleep 

Breath. 2015;19:1459-65. 



40 
 

24. Saito M, Yamaguchi T, Mikami S, Watanabe K, Gotouda A, Okada K, Hishikawa R, Shibuya E, 

Shibuya Y, Lavigne G. Weak association between sleep bruxism and obstructive sleep apnea. A 

sleep laboratory study. Sleep Breath. 2016;20:703-9.  

25. Jokubauskas L, Baltrušaitytė A. Relationship between obstructive sleep apnoea syndrome and sleep 

bruxism: a systematic review. J Oral Rehabil. 2017;44:144-53. 

26. Lobbezoo F, Ahlberg J, Raphael KG, Wetselaar P, Glaros AG, Kato T, Santiago V, Winocur E, De 

Laat A, De Leeuw R, Koyano K, Lavigne GJ, Svensson P, Manfredini D. International consensus on 

the assessment of bruxism: Report of a work in progress. J Oral Rehabil. 2018;45:837-44. 

27. Gharaibeh TM, Jadallah K, Jadayel FA. Prevalence of temporomandibular disorders in patients with 

gastroesophageal reflux disease: a case-controlled study. J Oral Maxillofac Surg. 2010;68:1560-4.  

28. Li Y, Yu F, Niu L, Hu W, Long Y, Tay FR, Chen J. Associations among bruxism, gastroesophageal 

reflux disease, and tooth wear. J Clin Med. 2018;7:417.  

29. Ohrbach R, Bair E, Fillingim RB, Gonzalez Y, Gordon SM, Lim PF, Ribeiro-Dasilva M, Diatchenko L, 

Dubner R, Greenspan JD, Knott C, Maixner W, Smith SB, Slade GD. Clinical orofacial characteristics 

associated with risk of first-onset TMD: the OPPERA prospective cohort study. J Pain. 2013;14(12 

Suppl):T33-50. 

30. Slade GD, Fillingim RB, Sanders AE, Bair E, Greenspan JD, Ohrbach R, Dubner R, Diatchenko L, 

Smith SB, Knott C, Maixner W. Summary of findings from the OPPERA prospective cohort study of 

incidence of first-onset temporomandibular disorder: implications and future directions. J Pain. 

2013;14(12 Suppl):T116-24. 

31. Bair E, Ohrbach R, Fillingim RB, Greenspan JD, Dubner R, Diatchenko L, Helgeson E, Knott C, 

Maixner W, Slade GD. Multivariable modeling of phenotypic risk factors for first-onset TMD: the 

OPPERA prospective cohort study. J Pain. 2013; 14(12 Suppl):T102-15. 



41 
 

32. Slade GD, Ohrbach R, Greenspan JD, Fillingim RB, Bair E, Sanders AE, Dubner R, Diatchenko L, 

Meloto CB, Smith S, Maixner W. Painful temporomandibular disorder: decade of discovery from 

OPPERA studies. J Dent Res. 2016;95:1084-92.  

33. Cairns B, List T, Michelotti A, Ohrbach R, Svensson P. JOR-CORE recommendations on 

rehabilitation of temporomandibular disorders. J Oral Rehabil. 2010;37:481-9. 

34. Seligman DA, Pullinger AG. The role of functional occlusal relationships in temporomandibular 

disorders: a review. J Craniomandib Disord. 1991;5:265-79. 

35. McNamara JA Jr, Seligman DA, Okeson JP. Occlusion, orthodontic treatment, and 

temporomandibular disorders: a review. J Orofac Pain. 1995;9:73-90. 

36. Haralur SB. Digital evaluation of functional occlusion parameters and their association with 

temporomandibular disorders. J Clin Diagn Res. 2013;7:1772-5. 

37. Manfredini D, Perinetti G, Guarda-Nardini L. Dental malocclusion is not related to temporomandibular 

joint clicking: a logistic regression analysis in a patient population. Angle Orthod. 2014;84:310-5. 

38. Manfredini D, Perinetti G, Stellini E, Di Leonardo B, Guarda-Nardini L. Prevalence of static and 

dynamic dental malocclusion features in subgroups of temporomandibular disorder patients: 

Implications for the epidemiology of the TMD-occlusion association. Quintessence Int. 2015;46:341-

9. 

39. Egermark I, Magnusson T, Carlsson GE. A 20-year follow-up of signs and symptoms of 

temporomandibular disorders and malocclusions in subjects with and without orthodontic treatment 

in childhood. Angle Orthod. 2003;73:109-15. 

40. Cohen J. A power primer. Psychol Bull. 1992;112:155-9. 

41. Rosenthal JA. Qualitative descriptors of strength of association and effect size. J Soc Serv Res. 

1996;21:37-59. 



42 
 

42. Perinetti G, Marsi L, Castaldo A, Contardo L. Is postural platform suited to study correlations between 

the masticatory system and body posture? A study of repeatability and a meta-analysis of reported 

variations. Prog Orthod. 2012;13:273-80. 

43. Perinetti G, Primozic J, Manfredini D, Di Lenarda R, Contardo L. The diagnostic potential of static 

body-sway recording in orthodontics: a systematic review. Eur J Orthod. 2013;35:696-705. 

44. Perinetti G, Contardo L, Silvestrini-Biavati A, Perdoni L, Castaldo A. Dental malocclusion and body 

posture in young subjects: a multiple regression study. Clinics (Sao Paulo). 2010;65:689-95. 

45. Michelotti A, Buonocore G, Manzo P, Pellegrino G, Farella M. Dental occlusion and posture: an 

overview. Prog Orthod. 2011;12:53-8. 

46. Primozic J, Perinetti G, Zhurov A, Richmond S, Ovsenik M, Antolic V, Primozic J. Three-dimensional 

assessment of back symmetry in subjects with unilateral functional crossbite during the pre-pubertal 

growth phase: a controlled study. Eur J Orthod. 2018. doi: 10.1093/ejo/cjy053. 

47. Perinetti G. Temporomandibular disorders do not correlate with detectable alterations in body posture. 

J Contemp Dent Pract. 2007;8:60-7. 

48. Marini I, Alessandri Bonetti G, Bortolotti F, Bartolucci ML, Gatto MR, Michelotti A. Effects of 

experimental insoles on body posture, mandibular kinematics and masticatory muscles activity. A 

pilot study in healthy volunteers. J Electromyogr Kinesiol. 2015;25:531-9.  

49. Marini I, Gatto MR, Bartolucci ML, Bortolotti F, Alessandri Bonetti G, Michelotti A. Effects of 

experimental occlusal interference on body posture: an optoelectronic stereophotogrammetric 

analysis. J Oral Rehabil. 2013;40:509-18. 

50. Manfredini D, Castroflorio T, Perinetti G, Guarda-Nardini L. Dental occlusion, body posture and 

temporomandibular disorders: where we are now and where we are heading for. J Oral Rehabil. 

2012;39:463-71. 

51. Klasser GD, Manfredini D, Goulet JP, De Laat A. Oro-facial pain and temporomandibular disorders 

classification systems: A critical appraisal and future directions. J Oral Rehabil. 2018;45:258-68. 



43 
 

52. Helkimo M. Studies on function and dysfunction of the masticatory system. IV. Age and sex 

distribution of symptoms of dysfunction of the masticatory system in Lapps in the north of Finland. 

Acta Odontol Scand. 1974;32:255-67. 

53. Manfredini D, Lombardo L, Siciliani G. Temporomandibular disorders and dental occlusion. A 

systematic review of association studies: end of an era? J Oral Rehab. 2017;44:908–23. 

54. Fraga MR, Rodrigues AF, Ribeiro LC, Campos MJ, Vitral RW. Anteroposterior condylar position: a 

comparative study between subjects with normal occlusion and patients with Class I, Class II Division 

1, and Class III malocclusions. Med Sci Monit. 2013;19:903-7.  

55. Greene CS. “The Ball on the Hill”: A new perspective on TMJ functional anatomy. Orthod Craniofac 

Res. 2018;21:170–4.  

56. Türp JC, Schlenker A, Schröder J, Essig M, Schmitter M. Disk displacement, eccentric condylar 

position, osteoarthrosis - misnomers for variations of normality? Results and interpretations from an 

MRI study in two age cohorts. BMC Oral Health. 201617;16:124. 

57. Ohrbach R, Fillingim RB, Mulkey F, Gonzalez Y, Gordon S, Gremillion H, Lim PF, Ribeiro-Dasilva M, 

Greenspan JD, Knott C, Maixner W, Slade G. Clinical findings and pain symptoms as potential risk 

factors for chronic TMD: descriptive data and empirically identified domains from the OPPERA case-

control study. J Pain. 2011;12(11 Suppl):T27-45. 

58. Cohen J. Statistical power analysis for the behavioral sciences (2nd ed.). Hillsdale: Lawrence Erlbaum 

Associates; 1998. 

59. McNamara JA. Orthodontic treatment and temporomandibular disorders. Oral Surg Oral Med Oral 

Pathol Oral Radiol Endod. 1997;83:107–17. 

60. Slade GD, Diatchenko L, Ohrbach R, Maixner W. Orthodontic treatment, genetic factors, and risk of 

temporomandibular disorder. Semin Orthod. 2008;14:146–56. 



44 
 

61. Egermark I, Magnusson T, Carlsson GE. A 20-year follow-up of signs and symptoms of 

temporomandibular disorders and malocclusions in subjects with and without orthodontic treatment 

in childhood. Angle Orthod. 2003;73:109-15. 

62. Kim MR, Graber TM, Viana MA. Orthodontics and temporomandibular disorder: a meta-analysis. Am 

J Orthod Dentofacial Orthop. 2002;121:438–46. 

63. Rinchuse DJ, McMinn JT. Summary of evidence-based systematic reviews of temporomandibular 

disorders. Am J Orthod Dentofacial Orthop. 2006;130:715-20. 

64. Mohlin B, Axelsson S, Paulin G, Pietilä T, Bondemark L, Brattström V, Hansen K, Holm AK. TMD in 

relation to malocclusion and orthodontic treatment. A systematic review. Angle Orthod. 2007;77:542-

8. 

65. Manfredini D, Stellini E, Gracco A, Lombardo L, Nardini LG, Siciliani G. Orthodontics is 

temporomandibular disorder-neutral. Angle Orthod. 2016;86:649-54. 

66. Fraga MR, Rodrigues AF, Ribeiro LC, Campos MJ, Vitral RW. Anteroposterior condylar position: a 

comparative study between subjects with normal occlusion and patients with Class I, Class II Division 

1, and Class III malocclusions. Med Sci Monit. 2013;19:903-7. 

67. Greene CS. “The Ball on the Hill”: A new perspective on TMJ functional anatomy. Orthod Craniofac 

Res. 2018;21:170–4.  

68. Pollack B. Cases of note. Michigan Jury Awards $ 850.000 in ortho case: a tempest in teapot. Am J 

Orthod Dentofacial Orthop. 1998;94:358–9.  

69. Jiménez-Silva A, Carnevali-Arellano R, Venegas-Aguilera M, Tobar-Reyes J, Palomino-Montenegro 

H. Temporomandibular disorders in growing patients after treatment of class II and III malocclusion 

with orthopaedic appliances: a systematic review. Acta Odontol Scand. 2018;76:262-73. 

70. Zurfluh MA, Kloukos D, Patcas R, Eliades T. Effect of chin-cup treatment on the temporomandibular 

joint: a systematic review. Eur J Orthod. 2015;37:314-24. 



45 
 

71. Huang X, Cen X, Liu J. Effect of protraction facemask on the temporomandibular joint: a systematic 

review. BMC Oral Health. 2018;18:38. 

72. Perrotta S, Bucci R, Simeon V, Martina S, Michelotti A, Valletta R. Prevalence of malocclusion, oral 

parafunctions and temporomandibular disorder-pain in Italian school children: an epidemiological 

study. J Oral Rehabil. 2019. doi: 10.1111/joor.12794. 

73. Conti AC, Oltramari PV, Navarro Rde L, de Almeida MR. Examination of temporomandibular 

disorders in the orthodontic patient: a clinical guide. J Appl Oral Sci. 2007;15:77-82. 

74. Henrikson T, Nilner M, Kurol J. Signs of temporomandibular disorders in girls receiving orthodontic 

treatment. A prospective and longitudinal comparison with untreated Class II malocclusions and 

normal occlusion subjects. Eur J Orthod. 2000;22:271-81. 

75. Ruf S, Wüsten B, Pancherz H. Temporomandibular joint effects of activator treatment: a prospective 

longitudinal magnetic resonance imaging and clinical study. Angle Orthod. 2002;72:527-40. 

76. Antunes Ortega AC, Pozza DH, Rocha Rodrigues LL, Guimarães AS. Relationship between 

orthodontics and temporomandibular disorders: a prospective study. J Oral Facial Pain Headache. 

2016;30:134-8. 

77. Ruf S, Pancherz H. Does bite-jumping damage the TMJ? A prospective longitudinal clinical and MRI 

study of Herbst patients. Angle Orthod. 2000;70:183-99. 

78. Franco AA, Yamashita HK, Lederman HM, Cevidanes LH, Proffit WR, Vigorito JW. Fränkel appliance 

therapy and the temporomandibular disc: a prospective magnetic resonance imaging study. Am J 

Orthod Dentofacial Orthop. 2002;121:447-57. 

79. Al-Moraissi EA, Perez D, Ellis E 3rd. Do patients with malocclusion have a higher prevalence of 

temporomandibular disorders than controls both before and after orthognathic surgery? A systematic 

review and meta-analysis. J Craniomaxillofac Surg. 2017;45:1716-23. 



46 
 

80. Sebastiani AM, de Lucas Corso PFC, Bonotto D, de Souza JF, da Costa DJ, Scariot R, Rebellato 

NLB. Does orthognathic surgery improve myofacial pain in individuals with skeletal class III? One-

year follow-up. Oral Surg Oral Med Oral Pathol Oral Radiol. 2018;126:322-30. 

81. Al-Moraissi EA, Wolford LM, Perez D, Laskin DM, Ellis E 3rd. Does orthognathic surgery cause or 

cure temporomandibular disorders? A systematic review and meta-analysis. J Oral Maxillofac Surg. 

2017;75:1835-47.  

82. AlWarawreh AM, AlTamimi ZH, Khraisat HM, Kretschmer W. Prevalence of temporomandibular 

disorder symptoms among orthognathic patients in southern Germany: retrospective study. Int J Dent. 

2018;2018:4706487.  

83. Bruguiere F, Sciote JJ, Roland-Billecart T, Raoul G, Machuron F, Ferri J, Nicot R. Pre-operative 

parafunctional or dysfunctional oral habits are associated with the temporomandibular disorders after 

orthognathic surgery: An observational cohort study. J Oral Rehabil. 2019;46:321-9. 

84. Valladares-Neto J, Cevidanes LH, Rocha WC, Almeida Gde A, Paiva JB, Rino-Neto J. TMJ response 

to mandibular advancement surgery: an overview of risk factors. J Appl Oral Sci. 2014;22:2-14. 

85. Bermell-Baviera A, Bellot-Arcís C, Montiel-Company JM, Almerich-Silla JM. Effects of mandibular 

advancement surgery on the temporomandibular joint and muscular and articular adaptive changes-

-a systematic review. Int J Oral Maxillofac Surg. 2016;45:545-52. 

86. Handelman SC, Mercuri L. Idiopatic/progressive condylar resorption: an orthodontic perspective. In: 

TMD and Orthodontics. A clinical guide for the orthodontist. Kandasamy S, Greene CS, Rinchuse DJ, 

Stockstill JW (ed.). Heidelberg: Springer; 2015: pp. 97-118. 

87. Scheurer PA, Firestone AR, Bürgin WB. Perception of pain as a result of orthodontic treatment with 

fixed appliances. Eur J Orthod. 1996;18:349-57. 

88. Ireland AJ, Ellis P, Jordan A, Bradley R, Ewings P, Atack NE, Griffiths H, House K, Moore M, Deacon 

S, Wenger N, Worth V, Scaysbrook E, Sandy JR. Comparative assessment of chewing gum and 



47 
 

ibuprofen in the management of orthodontic pain with fixed appliances: A pragmatic multicenter 

randomized controlled trial. Am J Orthod Dentofacial Orthop. 2016;150:220-7. 

89. Deana NF, Zaror C, Sandoval P, Alves N. Effectiveness of low-level laser therapy in reducing 

orthodontic pain: A systematic review and meta-analysis. Pain Res Manag. 2017;2017:8560652. 

90. Aljudaibi S, Duane B. Non-pharmacological pain relief during orthodontic treatment. Evid Based Dent. 

2018;19:48-4. 

91. Zubieta JK, Heitzeg MM, Smith YR, Bueller JA, Xu K, Xu Y, Koeppe RA, Stohler CS, Goldman D. 

COMT val158met genotype affects mu-opioid neurotransmitter responses to a pain stressor. Science. 

2003; 299:1240-3. 

92. Diatchenko L, Slade GD, Nackley AG, Bhalang K, Sigurdsson A, Belfer I, Goldman D, Xu K, Shabalina 

SA, Shagin D, Max MB, Makarov SS, Maixner W .Genetic basis for individual variations in pain 

perception and the development of a chronic pain condition. Hum Mol Genet. 2005;14:135-43. 

93. Gonzalez YM, Schiffman E, Gordon G, Seago B, Truelove EL, Slade G, Ohrbach R. Development of 

a brief and effective temporomandibular disorder pain screening questionnaire: reliability and validity. 

JADA. 2011;142:1183-91. 

94. Conti AC, Oltramari PV, Navarro Rde L, de Almeida MR. Examination of temporomandibular 

disorders in the orthodontic patient: a clinical guide. J Appl Oral Sci. 2007;15:77-82.  

95. Michelotti A, Iodice G. The role of orthodontics in temporomandibular disorders. J Oral Rehabil. 

2010;37:411-29. 

96. Von Korff M. Assessment of chronic pain in epidemiological and health services research: empirical 

bases and new directions. In: Turk DC, Melzack R, editors. Handbook of Pain Assessment, Third 

Edition. New York: Guilford Press. 2011. pp 455–73. 

97. MSD manual. Merck & Co. Inc. Kenilworth: 2019. 

98. Ohrbach R, Larsson P, List T. The jaw functional limitation scale: development, reliability, and validity 

of 8-item and 20-item versions. J Orofac Pain. 2008;22:219-30. 



48 
 

99. Ohrbach R, Markiewicz MR, McCall WD Jr. Waking state oral parafunctional behaviors: specificity 

and validity as assessed by electromyography. Eur J Oral Sci. 2008;116:438-44. 

100. Kroenke K, Spitzer RL, Williams JB, Löwe B. An ultra-brief screening scale for anxiety and 

depression: the PHQ-4. Psychosomatics. 2009;50:613-21. 

101. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. 

J Gen Intern Med. 2001;16:606-13. 

102. Spitzer RL, Kroenke K, Williams JB, and Löwe B. A brief measure for assessing generalized 

anxiety disorder: the GAD-7. Arch Intern Med. 2006;166:1092-7. 

103. Kroenke K, Spitzer RL, Williams JB. The PHQ-15: validity of a new measure for evaluating the 

severity of somatic symptoms. Psychosom Med. 2002;64:258-66.  

104. Barsky AJ, Wyshak G, Klerman GL. The somatosensory amplification scale and its relationship 

to hypochondriasis. J Psychiatr Res. 1990;24:323-34. 

105. Bernstein RE, Delker BC, Knight JA, Freyd JJ. Hypervigilance in college students: Associations 

with betrayal and dissociation and psychometric properties in a Brief Hypervigilance Scale. Psychol 

Trauma. 2015;7:448-55. 

106. Maric A, Banozic A, Cosisc A, Kraljevic S, Sapunar D, Puljak L. Validation of the Croatian Pain 

Catastrophizing Scale through a study on the influence of medical education on pain catastrophizing. 

Period Biol. 2011;113:171-5. 

107. Smith MS, Wallston KA, Smith CA. The development and validation of the Perceived Health 

Competence Scale. Health Educ Res. 1995;10:51-64. 

108. Beck VJ, Farella M, Chandler NP, Kieser JA, Thomson WM. Factors associated with pain induced 

by orthodontic separators. J Oral Rehabil. 2014;41:282-8. 

109. Cioffi I, Michelotti A, Perrotta S, Chiodini P, Ohrbach R. Effect of somatosensory amplification 

and trait anxiety on experimentally induced orthodontic pain. Eur J Oral Sci. 2016;124:127-34.  



49 
 

110. Chow JC, Cioffi I. Effects of trait anxiety, somatosensory amplification, and facial pain on self-

reported oral behaviors. Clin Oral Investig. 2019;23:1653-61. 

111. Ohrbach R, Michelotti A. The role of stress in the etiology of oral parafunction and myofascial 

pain. Oral Maxillofac Surg Clin North Am. 2018;30:369-79.  

112. Bucci R, Koutris M, Lobbezoo F, Michelotti A. Occlusal sensitivity in individuals with different 

frequencies of oral parafunction. J Prosthet Dent. 2019. doi: 10.1016/j.prosdent.2018.10.006. 

113. Michelotti A, Cioffi I, Landino D, Galeone C, Farella M. Effects of experimental occlusal 

interferences in individuals reporting different levels of wake-time parafunctions. J Orofac Pain. 

2012;26:168-75. 

114. McDermid AJ, Rollman GB, McCain GA. Generalized hypervigilance in fibromyalgia: evidence of 

perceptual amplification. Pain. 1996;66:133–44. 

115. Hollins M, Harper D, Gallagher S, Owings EW, Lim PF, Miller V, Siddiqi MQ, Maixner W. 

Perceived intensity and unpleasantness of cutaneous and auditory stimuli: an evaluation of the 

generalized hypervigilance hypothesis. Pain. 2009;141:215–21. 

116. Durham J, Al-Baghdadi M, Baad-Hansen L, Breckons M, Goulet JP, Lobbezoo F, List T, Michelotti 

A, Nixdorf DR, Peck CC, Raphael K, Schiffman E, Steele JG, Story W, Ohrbach R. Self-management 

programmes in temporomandibular disorders: results from an international Delphi process. J Oral 

Rehabil. 2016;43:929-36. 

117. de Barros Pascoal AL, de Freitas RFCP, da Silva LFG, Oliveira AGRC, Dos Santos Calderon P. 

Effectiveness of counseling on chronic pain management in patients with temporomandibular 

disorders. J Oral Facial Pain Headache. 2019. doi: 10.11607/ofph.2163. 

118. Wieckiewicz M, Boening K, Wiland P, Shiau YY, Paradowska-Stolarz A. Reported concepts for 

the treatment modalities and pain management of temporomandibular disorders. J Headache Pain. 

2015;16:106. 



50 
 

119. Michelotti A, Iodice G, Vollaro S, Steenks MH, Farella M. Evaluation of the short-term 

effectiveness of education versus an occlusal splint for the treatment of myofascial pain of the jaw 

muscles. J Am Dent Assoc. 2012;143:47-53. 

120. van Grootel RJ, Buchner R, Wismeijer D, van der Glas HW. Towards an optimal therapy strategy 

for myogenous TMD, physiotherapy compared with occlusal splint therapy in an RCT with therapy-

and-patient-specific treatment durations. BMC Musculoskelet Disord. 2017;18:76. 

121. Kuzmanovic Pficer J, Dodic S, Lazic V, Trajkovic G, Milic N, Milicic B. Occlusal stabilization splint 

for patients with temporomandibular disorders: Meta-analysis of short and long term effects. PLoS 

One. 2017;12:e0171296. 

122. de Leeuw R, Boering G, Stegenga B, de Bont LG. Clinical signs of TMJ osteoarthrosis and internal 

derangement 30 years after nonsurgical treatment. J Orofac Pain. 1994;8:18-24. 

123. Newcombe RG. Two-sided confidence intervals for the single proportion: comparison of seven 

methods. Stat Med. 1998;17:857-72.  

124. List T, Wahlund K, Wenneberg B, Dworkin SF. TMD in children and adolescents: prevalence of 

pain, gender differences, and perceived treatment need. J Orofac Pain. 1999;13:9-20. 

125. Nilsson IM, List T, Drangsholt M. Prevalence of temporomandibular pain and subsequent dental 

treatment in Swedish adolescents. J Orofac Pain. 2005;19:144-50. 

126. Franco-Micheloni AL, Fernandes G, de Godoi Gonçalves DA, Camparis CM. Temporomandibular 

disorders in a young adolescent brazilian population: epidemiologic characterization and associated 

factors. J Oral Facial Pain Headache. 2015;29:242-9. 

127. Al-Khotani A, Naimi-Akbar A, Albadawi E, Ernberg M, Hedenberg-Magnusson B, Christidis N. 

Prevalence of diagnosed temporomandibular disorders among Saudi Arabian children and 

adolescents. J Headache Pain. 2016;17:41. 



51 
 

128. Hongxing L, Astrom AN, List T, Nilsson IM, Johansson A. Prevalence of temporomandibular 

disorder pain in Chinese adolescents compared to an age-matched Swedish population. J Oral 

Rehabilit. 2016;43:241–48. 

129. Simangwa LD, Astrom AN, Johansson A, Minja IK, Johansson AK. Oral diseases and socio-

demographic factors in adolescents living in Maasai population areas of Tanzania: a cross-sectional 

study. BMC Oral Health. 2018;18:200. 

130. Deng YM, Fu MK, Hägg U. Prevalence of temporomandibular joint dysfunction (TMJD) in Chinese 

children and adolescents. A cross-sectional epidemiological study. Eur J Orthod. 1995;17:305-9. 

131. Thilander B, Rubio G, Pena L, de Mayorga C. Prevalence of temporomandibular dysfunction and 

its association with malocclusion in children and adolescents: an epidemiologic study related to 

specified stages of dental development. Angle Orthod. 2002;72:146-54. 

132. Feteih RM. Signs and symptoms of temporomandibular disorders and oral parafunctions in urban 

Saudi Arabian adolescents: a research report. Head Face Med. 2006;2:25. 

133. Köhler AA, Helkimo AN, Magnusson T, Hugoson A. Prevalence of symptoms and signs indicative 

of temporomandibular disorders in children and adolescents. A cross-sectional epidemiological 

investigation covering two decades. Eur Arch Paediatr Dent. 2009;10 Suppl 1:16-25. 

134. Manfredini D, Guarda-Nardini L, Winocur E, Piccotti F, Ahlberg J, Lobbezoo F. Research 

diagnostic criteria for temporomandibular disorders: a systematic review of axis I epidemiologic 

findings. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2011;112:453–62. 

135. De Sena MF, de Mesquita KSF, Santos FRR, Silva FWGP, Serrano KVD. Prevalence of 

temporomandibular dysfunction in children and adolescents. Rev Paul Pediatr. 2013;31:538–45. 

136. Špalj S, Šlaj M, Athanasiou AE, Žak I, Šimunović M, Šlaj M. Temporomandibular disorders and 

orthodontic treatment need in orthodontically untreated children and adolescents. Coll Antropol. 

2015;39:151-8. 



52 
 

137. John MT, Reissmann DR, Schierz O, Wassell RW. Oral health-related quality of life in patients 

with temporomandibular disorders. J Orofac Pain. 2007;21:46-54. 

138. Dahlström L, Carlsson GE. Temporomandibular disorders and oral health-related quality of life. 

A systematic review. Acta Odontol Scand. 2010;68:80-5. 

139. da Silva MF, Vedovello SAS, Vedovello Filho M, Venezian GC, Valdrighi HC, Degan VV. 

Temporomandibular disorders and quality of life among 12-year-old schoolchildren. Cranio. 

2017;35:392-6. 

140. Jussila P, Krooks L, Näpänkangas R, Päkkilä J, Lähdesmäki R, Pirttiniemi P, Raustia A. The role 

of occlusion in temporomandibular disorders (TMD) in the Northern Finland Birth Cohort (NFBC) 

1966. Cranio. 2018. doi: 10.1080/08869634.2017.1414347. 

141. Paduano S, Bucci R, Rongo R, Silva R, Michelotti A. Prevalence of temporomandibular disorders 

and oral parafunctions in adolescents from public schools in Southern Italy. Cranio. 2018. doi: 

10.1080/08869634.2018.1556893. 

142. Donnarumma V, Cioffi I, Michelotti A, Cimino R, Vollaro S, Amato M. Analysis of the reliability of 

the Italian version of the Oral Behaviours Checklist and the relationship between oral behaviours and 

trait anxiety in healthy individuals. J Oral Rehabil 2018;45:317-22. 

143. Markiewicz MR, Ohrbach R, McCall WD Jr. Oral behaviors checklist: reliability of performance in 

targeted waking-state behaviors. J Orofac Pain. 2006;20:306-16. 

144. LeResche L, Mancl LA, Drangsholt MT, Huang G, Von Korff M. Predictors of onset of facial pain 

and temporomandibular disorders in early adolescence. Pain. 2007;129:269–78. 

145. Wahlund K. Temporomandibular disorders in adolescents. Epidemiological and methodological 

studies and a randomized controlled trial. Swed Dent J Suppl. 2003;164:2-64. 

146. Tecco S, Crincoli V, Di Bisceglie B, Saccucci M, Macrl M, Polimeni A, Festa F. Signs and 

symptoms of temporomandibular joint disorders in Caucasian children and adolescents. Cranio. 

2011;29:71–9. 



53 
 

147. Iodice G, Cimino R, Vollaro S, Lobbezoo F, Michelotti A. Prevalence of temporomandibular 

disorder pain, jaw noises and oral behaviors in an adult Italian population sample. J Oral Rehabil. 

2019. doi: 10.1111/joor.12803. 

148. Fonseca Alonso B, Nixdorf DR, Shueb SS, John MT, Law AS, Durham J. Examining the sensitivity 

and specificity of 2 screening instruments: odontogenic or temporomandibular disorder pain? J 

Endod. 2017;43:36-45. 

149. Dworkin SF, LeResche L. Research diagnostic criteria for temporomandibular disorders: review, 

criteria, examinations and specifications, critique. J Craniomandib Disord. 1992;6:301-55. 

150. Schiffman EL, Ohrbach R, Truelove EL, Tai F, Anderson GC, Pan W, Gonzalez YM, John MT, 

Sommers E, List T, Velly AM, Kang W, Look JO. The Research Diagnostic Criteria for 

Temporomandibular Disorders. V: methods used to establish and validate revised Axis I diagnostic 

algorithms. J Orofac Pain. 2010; 24:63-78. 

151. Koo TK, Li MY. A guideline of selecting and reporting intraclass correlation coefficients for 

reliability research. J Chiropr Med. 2016;15:155–63. 

152. Jivnani HM, Tripathi S, Shanker R, Singh BP, Agrawal KK, Singhal R. A study to determine the 

prevalence of temporomandibular disorders in a young adult population and its association with 

psychological and functional occlusal parameters. J Prosthodont. 2019;28:e445-e449.  

153. Smardz J, Martynowicz H, Michalek-Zrabkowska M, Wojakowska A, Mazur G, Winocur E, 

Wieckiewicz M. Sleep bruxism and occurrence of temporomandibular disorders-related pain: a 

polysomnographic study. Front Neurol. 2019;10:168. 

154. Alkhudhairy MW, Al Ramel F, Al Jader G, Al Saegh L, Al Hadad A, Alalwan T, Al Shaikh D, Al 

Bandar M. A self-reported association between temporomandibular joint disorders, headaches, and 

stress. J Int Soc Prev Community Dent. 2018;8:371-80. 

  



54 
 

 

E U R O P E A N  
C U R R I C U L U M  V I T A E  

F O R M A T  

 

 
 

PERSONAL INFORMATION 
 

Name  SPALJ, STJEPAN 

Address  J.P.KAMOVA 57, 51000 RIJEKA, CROATIA 

Telephone  +38591-1651-333 

Fax  +38551-345-630 

E-mail  stjepan.spalj@medri.uniri.hr 

 

Nationality  Croat 
 

Date of birth  4TH FEBRUARY 1974 

 

 

WORK EXPERIENCE 
  

• Dates (from – to)  SINCE AUGUST 1ST 2009 

• Name and address of employer  University of Rijeka, Faculty of Medicine & Dental Clinic at Clical Hospital Centre 
Rijeka 

• Type of business or sector  Science, teaching, health sector 

• Occupation or position held  Associate Professor, Orthodontist, Head of Department of Orthodontics 

• Main activities and 
responsibilities 

 Teaching Orthodontics and Public Health Dentistry, providing orthodontic treatment 

 

• Dates (from – to)  2002-2009 

• Name and address of employer  Public Health Center Vukovar 

• Type of business or sector  Health sector 

• Occupation or position held  General dentist, orthodontic resident, orthodontist 

• Main activities and responsibilities  Team head, Dental unit head 

 

• Dates (from – to)  1998-2002 

• Name and address of employer  Public Health Center Senj, Dental Office Kuzmic Crikvenicar 

• Type of business or sector  Health sector 

• Occupation or position held  General dentist 

• Main activities and responsibilities  Intern, Team head 

 

EDUCATION AND TRAINING 
 

• Dates (from – to)  2004-2008 

• Name and type of organization 
providing education and training 

 Clinical Hospital Centre Zagreb - Dental Clinic 

• Principal subjects/occupational  

skills covered 

 Orthodontics, dentofacial orthopedics, facial growth and development 

• Title of qualification awarded  Specialist in orthodontics 

• Level in national classification   Spec. 



55 
 

(if appropriate) 

 

• Dates (from – to)  2005 

• Name and type of organization 
providing education and training 

 School of Dental Medicine University of Zagreb 

• Principal subjects/occupational  

skills covered 

 Public Health Dentistry and Oral Epidemiology 

• Title of qualification awarded  PhD 

• Level in national classification  

(if appropriate) 

 Dr. sc. 

 

• Dates (from – to)  1998-2000 

• Name and type of organization 
providing education and training 

 School of Dental Medicine University of Zagreb 

• Principal subjects/occupational  

skills covered 

 Periodontology and Oral Epidemiology 

• Title of qualification awarded  Master of science 

• Level in national classification  

(if appropriate) 

 Mr. sc. 

 

• Dates (from – to)  1992-1998 

• Name and type of organization 
providing education and training 

 School of Dental Medicine University of Zagreb 

• Principal subjects/occupational  

skills covered 

 Dental Medicine 

• Title of qualification awarded  Doctor of Dental Medicine 

• Level in national classification  

(if appropriate) 

 Dr. med. dent. 

 

• Dates (from – to)  1998 

• Name and type of organization 
providing education and training 

 Faculty of Political Sciences University of Zagreb 

• Principal subjects/occupational  

skills covered 

 Journalism, Communications, Political Sciences 

• Title of qualification awarded  Master of journalism 

• Level in national classification  

(if appropriate) 

 Mag. nov. 

 

 

• Dates (from – to)  2006, 2007, 2009, 2010 

• Name and type of organization 
providing education and training 

 University Computational Centre Zagreb, E-academy University of Rijeka 

• Principal subjects/occupational  

skills covered 

 Statistical methods – descriptive, graphical, univariate analysis of variance and 
correlations, multivariate analyses 

• Title of qualification awarded   

• Level in national classification  

(if appropriate) 

  

  



56 
 

PERSONAL SKILLS 
AND COMPETENCIES 

Acquired in the course of life and career 
but not necessarily covered by formal 

certificates and diplomas. 

 

MOTHER TONGUE  CROATIAN 

 

OTHER LANGUAGES 
 

  ENGLISH, ITALIAN, GERMAN 

• Reading skills     C1             B2            A2 

• Writing skills     B2             B1            A2 

• Verbal skills     B2             B1            A2 

 

SOCIAL SKILLS 

AND COMPETENCIES 
Living and working with other 

people, in multicultural 
environments, in positions where 
communication is important and 

situations where teamwork is 
essential (for example culture and 

sports), etc. 

 COMUNICATION SKILS acquired during studying journalism, and working as a journalist 
in daily newspapers Novi list, Vecernji list and Jutarnji list during the period of 2001-
4. Assistant editor in Croatian Journal of Dental Medicine 2010-2017 

 

ORGANIZATIONAL SKILLS  

AND COMPETENCIES  

Coordination and administration of 
people, projects and budgets; at work, in 
voluntary work (for example culture and 

sports) and at home, etc. 

 Coordination and administration of people, projects and budgets as a head of Dental 
Unit of Public Health Centre Vukovar in 2008/9 and head of Department of 
Orthodontics at University of Rijeka, Faculty of Medicine since 2014 

 

Principle investigator at three scientific projects: 

 Immunological and regenerative implications of corrosion of dental materials in 
children and adolescents (IP-2014-09-7500; duration 2015-2019) – funding 
Croatian Science Foundation 

 Determinants of effectiveness of treatment of altered orofacial functions and 
appearance (uniri-biomed-18-22; since 2019) – funding University of Rijeka 

 Predictors of success of orthodontic treatment in children and adolescents 
(13.06.2.1.53; duration 2013-2018) – funding University of Rijeka 

Actively participated in three scientific projects at University of Rijeka and Zagreb: 

 Bioactive dental materials – modulation of the active matrix for improvement of 
the clinical efficiency and reduction of the DNA damage (18.07.2.2.03.; duration 
2018-2019; principal investigator Visnja Katic) - funding University of Rijeka 

 New diagnostic methods in orthodontics and biocompatibility of appliances 
(065-0650444-0436; duration 2007-2012, principal investigator Professor 
Mladen Slaj) - funding Ministry of Science of the Republic of Croatia 

 Systemic aspects of periodontal disease (065-0650444-0415; duration 2007-
2009, principal investigator Professor Darije Plancak) - funding Ministry of 
Science of the Republic of Croatia 

 Epidemiology of periodontal diseases and caries in Croatia (065102; duration 
2002-2006, principal investigator Professor Darije Plancak) - funding Ministry of 
Science of the Republic of Croatia 

 Reorgansation and modernization of specialist network in City of Zagreb based 
on evaluation of orthodontic treatment need of schoolchildren, and 
epidemiological survey, and quality assessment (duration 2005-2008, principal 
investigator Professor Mladen Slaj) - funding Zagreb Municipality 

Course teacher Oral epidemiology at Master and PhD program at School of Dental 
Medicine University of Zagreb since 2007 



57 
 

Course head Public Health Dentistry, Principles of Dentistry, Orthodontics, 
Antropometry and cephalometry, and Dental photography for graduate program at 
School of Medicine Universtiy of Rijeka since 2008. 

Course head Assessment of orthodontic treatment needs at PhD program at 
School of Dental Medicine University of Zagreb since 2009 

 

TECHNICAL SKILLS  

AND COMPETENCIES 
With computers, specific kinds of 

equipment, machinery, etc. 

 Work on computers – Word, Excel, Acces, Power Point, SPSS, Statistica – skils gained 
at Faculty of Political Sciences, University Computational Centre and e-academy at 
University of Rijeka 

 

ARTISTIC SKILLS 

AND COMPETENCIES 
Music, writing, design, etc. 

  

 

OTHER SKILLS  

AND COMPETENCIES 
Competences not mentioned above. 

  

 

DRIVING LICENCE(S)  B category 

 

ADDITIONAL INFORMATION  MARRIED TO VEDRANA TUDOR, MD, 2 CHILDREN – PROSPER, BORN 2007 AND MATIJA, 2009. 

PUBLICATIONS: CO-AUTHOR OF 78 PUBLICATIONS - 49 PAPERS IN JOURNALS INDEXED IN 

CC, 10 IN SCIE 

MENTORING: 5 PHD THESIS  AND 8 GRADUATE THESIS 

REVIEWER IN JOURNALS: EUR J ORTHOD, ANGLE ORTHOD, ORTHOD CRAIOFAC RES, QUAL 

LIFE RES, HEAD FACE MED, J PUBLIC HEALTH DENT, PLOS ONE, INT J DENT HYG, J APPL 

ORAL SCI, BIOMED RES INT, MED SCI MONIT, BMC MUSCULOSKELET DISORD, ANN MED 

HEALTH SCI RES, J AFFECT DISORD, ACTA MED ACAD, SAUDI DENT J, AUSTRALAS MED J, 
COLL ANTROPOL, ADV MED SCI, INT J ADOLESC MED HEALTH, ACTA STOMATOLO CROAT, 
SOUTH EUR J ORTHOD DETOFAC RES, JMED RES, INT RES J PURE APPL CHEM, STOM EDU 

J, J DENT APPLIC, J INT MED RES 

RESEARCH INTERESTS: PERCEPTION OF DENTOFACIAL ESTHETICS, ORTHODONTIC 

TREATMENT AND QUALITY OF LIFE, ORAL CORROSION AND BIOCOMPATIBILITY, ORAL 

EPIDEMIOLOGY AND PUBLIC HEALTH 

CROSBI: 269751 

ORCID 0000-0003-4836-3903 

RESEARCHERID: O-5970-2018 

 
 

ANNEXES  Bibliography: (Articles in journals indexed in CC, SCIE and SSCI) 

 
1. Spalj S, Plancak D. The distribution of periodontal disease and loss of attachment in jaw sextants in different age groups-

-cross-sectional study. Coll Antropol. 2003;27 Suppl 1:183-90. (Q3; CC;IF 0.356) 

2. Plancak D, Spalj S, Juric H, Bosnjak A. Degree of correlation between two periodontal indices in a rural Croatian 

population. Int Dent J. 2004;54:261-8. (Q2; CC; IF 0.672) 

3. Spalj S, Plancak D, Jurić H, Pavelić B, Bosnjak A. Reasons for extraction of permanent teeth in urban and rural 

populations of Croatia. Coll Antropol. 2004;28:833-9. (Q3; CC; IF 0.373) 

4. Artuković D, Spalj S, Knezević A, Plancak D, Pandurić V, Anić-Milosević S, Lauc T. Prevalence of periodontal diseases 

in Zagreb population, Croatia, 14 years ago and today. Coll Antropol. 2007;31:471-4. (Q3; CC; IF 0.306) 

5. Spalj S, Mestrovic S, Lapter Varga M, Slaj M. Skeletal components of class III malocclusions and compensation 

mechanisms. J Oral Rehabil. 2008;35:629-37. (Q2; CC; IF 1.356) 



58 
 

6. Spalj S, Plancak D, Bozic D, Kasaj A, Willershausen B, Jelusic D. Periodontal conditions and oral hygiene in rural 

population of post-war Vukovar region, Croatia in correlation to stress. Eur J Med Res. 2008;13:100-6. IF 1.040 

7. Jurić H, Klarić T, Zagar M, Buković D Jr, Janković B, Spalj S. Incidence of caries in children of rural and subrural areas 

in Croatia. Coll Antropol. 2008;32:131-6. (Q3; CC; IF 0.687) 

8. Suman M, Spalj S, Plancak D, Dukic W, Juric H. The influence of war on the oral health of professional soldiers. Int Dent 

J. 2008;58:71-4. (Q1; CC; IF 0.504) 

9. Cala L, Spalj S, Slaj M, Lapter MV, Slaj M. Facial profile preferences: differences in the perception of children with and 

without orthodontic history. Am J Orthod Dentofacial Orthop. 2010;138:442-50. (Q1; CC; IF 1.354) 

10. Slaj M, Spalj S, Pavlin D, Illes D, Slaj M. Dental archforms in dentoalveolar Class I, II and III. Angle Orthod. 2010;80:919-

24. (Q1; CC; IF 1.000) 

11. Spalj S, Slaj M, Varga S, Strujic M, Slaj M. Perception of orthodontic treatment need in children and adolescents. Eur J 

Orthod. 2010;32:387-94. (Q1; CC; IF 0.932) 

12. Slaj M, Spalj S, Jelusic D, Slaj M. Discriminant factor analysis of dental arch dimensions with 3-dimensional virtual models. 

Am J Orthod Dentofacial Orthop. 2011;140:680-7. (Q1; CC; IF 1.381) 

13. Varga S, Spalj S, Lapter Varga M, Anic Milosevic S, Mestrovic S, Slaj M. Maximum voluntary molar bite force in subjects 

with normal occlusion. Eur J Orthod. 2011;33:427-33. (Q1; CC; IF 0.893) 

14. Spalj S, Mlacovic Zrinski M, Tudor Spalj V, Ivankovic Buljan Z. In-vitro assessment of oxidative stress generated by 

orthodontic archwires. Am J Orthod Dentofacial Orthop. 2012;141:583-9.(Q1; CC; IF 1.458) 

15. Buljan ZI, Ribaric SP, Abram M, Ivankovic A, Spalj S. In vitro oxidative stress induced by conventional and self-ligating 

brackets. Angle Orthod. 2012;82:340-5. (Q1, CC; IF 1.184) 

16. Spalj S, Peric D, Mlacovic Zrinski M, Bulj M, Plancak D. Predictive value of dental readiness and psychological dimensions 

for oral health-related quality of life in Croatian soldiers: a cross-sectional study. Croat Med J. 2012;53:461-9. (Q1; CC; 

IF 1.250) 

17. Grzic R, Spalj S, Lajnert V, Glavicic S, Uhac I, Kovacevic Pavicic D. Factors influencing a patient's decision to choose 

the type of treatment to improve dental esthetic. Vojnosanit Pregl. 2012;69:978-85. (Q3; SCIE; IF 0.210) 

18. Juretić M, Cerović R, Belušić-Gobić M, Brekalo Pršo I, Kqiku L, Špalj S, Pezelj-Ribarić S. Salivary levels of TNF-α and 

IL-6 in patients with oral premalignant and malignant lesions. Folia Biol (Praha). 2013;59:99-102. (Q3; SCIE; IF 0.778) 

19. Sasso A, Spalj S, Mady Maricic B, Sasso A, Cabov T, Legovic M. Secular trend in the development of the permanent 

teeth in a population of Istria and littoral region of Croatia. J Forensic Sci. 2013;58:673-7. (Q1; CC; IF 1.306) 

20. Perić D, Plancak D, Bulj M, Tudor V, Spalj S. Health-related quality of life in soldiers in Croatia: relationship with combat 

readiness and psychological dimensions. Cent Eur J Public Health. 2013;21:207-12. (Q3; CC; IF 0.798) 

21. Vuletic L, Spalj S, Rogic D, Ruzic L, Alajbeg I. Effect of L-arginine dietary supplementation on salivary urea concentration 

and pH in physically active individuals. Aust Dent J. 2013;58:491-7. (Q2; CC; IF 1.452) 

22. Ledić K, Marinković S, Puhar I, Spalj S, Popović-Grle S, Ivić-Kardum M, Samarzija M, Plancak D. Periodontal disease 

increases risk for chronic obstructive pulmonary disease. Coll Antropol. 2013;37:937-42. (Q3; CC; IF 0.609) 

23. Bojčić D, Prpić J, Puhar I, Špalj S, Plančak D. Periodontal status in nursing homes residents in Split-Dalmatia county. 

Period Biol. 2013;115:511-5. (Q3; SCIE; IF 0.139) 

24. Brumini G, Spalj S, Mavrinac M, Biočina-Lukenda D, Strujić M, Brumini M. Attitudes towards e-learning amongst dental 

students at the universities in Croatia. Eur J Dent Educ. 2014;18:15-23. (Q2; SCIE; IF 0.938) 

http://bib.irb.hr/prikazi-rad?&rad=577528
http://bib.irb.hr/prikazi-rad?&rad=577528


59 
 

25. Jordan A, Badovinac A, Spalj S, Par M, Slaj M, Plančak D. Factors influencing intensive care nurses' knowledge and 

attitudes regarding ventilator-associated pneumonia and oral care practice in intubated patients in Croatia. Am J Infect 

Control. 2014;42:1115-7. (Q1; CC; IF 2.326) 

26. Tole N, Lajnert V, Kovacevic Pavicic D, Spalj S. Gender, age, and psychosocial context of the perception of facial 

esthetics. J Esthet Restor Dent. 2014;26:119-30. (Q2; CC; IF 0.808) 

27. Spalj S, Lajnert V, Ivankovic L. The psychosocial impact of dental aesthetics questionnaire-translation and cross-cultural 

validation in Croatia. Qual Life Res. 2014;23:1267-71. (Q1; CC; IF 2.486) 

28. Vuletic L, Peros K, Spalj S, Rogic D, Alajbeg I. Time-related changes in pH, buffering capacity and phosphate and urea 

concentration of stimulated saliva. Oral Health Prev Dent. 2014;12:45-53. (Q2; CC; IF 0.505) 

29. Katić V, Ćurković L, Ujević Bošnjak M, Špalj S. Determination of corrosion rate of orthodontic wires based on nickel-

titanium alloy in arteficial saliva. Materialwiss Werkst. 2014;45:99-105. (Q2; CC; IF 0.425) 

30. Katić V, Curković HO, Semenski D, Baršić G, Marušić K, Spalj S. Influence of surface layer on mechanical and corrosion 

properties of nickel-titanium orthodontic wires. Angle Orthod. 2014;84:1041-8. (Q1; CC; IF 1.225) 

31. Katić V, Kamenar E, Blažević D, Špalj S. Geometrical design characteristics of orthodontic mini-implants predicting 

maximum insertion torque. Korean J Orthod. 2014;44:177-83. (Q2; SCIE; IF 1.173) 

32. Novsak D, Trinajstic Zrinski M, Spalj S. Machine-driven versus manual insertion mode: influence on primary stability of 

orthodontic mini-implants. Implant Dent. 2015;24:31-6. (Q2; CC; IF 1.023) 

33. Sasso A, Legovic M, Mady Maricic B, Pavlic A, Spalj S. Secular trend of earlier onset and decelerated development of 

third molars: Evidence from Croatia. Forensic Sci Int. 2015;249C:202-206. (Q1; CC; IF 1.950) 

34. Katić V, Mandić V, Ježek D, Baršić G, Špalj S. Influence of various fluoride agents on working proprties and surface 

characteristics of uncoated, rhodium coated and nitrified nickel-titanium orthodontic wires. Acta Odontol Scand. 

2015;73:241-9. (Q2; CC; IF 1.171) 

35. Lukez A, Pavlic A, Trinajstic Zrinski M, Spalj S. The unique contribution of elements of smile aesthetics to psychosocial 

well-being. J Oral Rehabil. 2015;42:275-81. (Q1; CC; IF 1.926) 

36. Gavric A, Mirceta D, Jakobovic M, Pavlic A, Zrinski MT, Spalj S. Craniodentofacial charactersitics, dental esthetics-related 

quality of life, and self-esteem. Am J Orthod Dentofacial Orthop. 2015;147:711-8. (Q1; CC; IF 1.690) 

37. Ahel V, Ćabov T, Špalj S, Perić B, Jelušić D, Dmitrašinović M. Forces that fracture teeth during extraction with mandibular 

premolar and maxillary incisor forceps. Br J Oral Maxillofac Surg. 2015;53:982-7. (Q1; CC; IF 1.237) 

38. Vuletic L, Spalj S, Peros K. Visual presentation of a medical physiology seminar modifies dental students' perception of 

its clinical significance. Eur J Dent Educ. 2016;20:14-9. (Q2, SCIE; IF 1.053) 

39. Spalj S, Novsak A, Bilobrk P, Katic V, Trinajstic Zrinski M, Pavlic A. Mediation and moderation effect of the big five 

personality traits on the relationship between self-perceived malocclusion and psychosocial impact of dental esthetics. 

Angle Orthod. 2016;86:413-20. (Q1; CC; IF 1.366) 

40. Peršić Bukmir R, Jurčević Grgić M, Brumini G, Spalj S, Pezelj-Ribaric S, Brekalo Pršo I. Influence of tobacco smoking on 

dental periapical condition in a sample of Croatian adults. Wien Klin Wochenschr. 2016;128:260-5. (Q3; CC; IF 0.974) 

41. Spalj S, Katić V, Vidakovic R, Slaj M, Slaj M. History of orthodontic treatment, treatment needs and influencing factors in 

adolescents in Croatia. Cent Eur J Public Health. 2016;24;24:123-7. (Q3; CC; IF 0.682) 

42. Sop I, Mady Maricic B, Legovic M, Pavlic A, Spalj S. Biological predictors of mandibular asymmetries in children with 

mixed dentition. Cranio. 2016;34:303-8. (Q3, CC; IF 0.877) 

43. Jovic T, Pavlic A, Varga S, Kovacevic Pavicic D, Slaj M, Spalj S. Perception of facial profiles: influence of female sex 

hormones and personality traits. Orthod Craniofac Res. 2016;19:209-15. (Q2; CC; IF 1.115) 



60 
 

44. Lajnert V, Grzic R, Radica N, Snjaric D, Spalj S. Translation and validation of the Croatian version of the Oral Impacts on 

Daily Performances (OIDP) scale. Vojnosanit Pregl. 2016;73:811-6.(Q3, SCIE; IF 0.367) 

45. Katalinic A, Trinajstic Zrinski M, Roksandic Vrancic Z, Spalj S. Influence of manual screwdriver design in combination 

with and without predrilling on insertion torque of orthodontic mini-implants. Implant Dent. 2017;26:95-100. (Q2; CC; IF 

1.307) 

46. Kovacevic Pavicic D, Spalj S, Uhac I, Lajnert V. A cross-sectional study of the influence of tooth-colour elements on 

satisfaction with a smile's aesthetics. Int J Prosthod. 2017;30:156-9. (Q1; CC; IF 1.386) 

47. Spalj S, Mroz Tranesen K, Birkeland K, Katic V, Pavlic A, Vandevska-Radunovic V. Comparison of activator-headgear 

and Twin Block treatment approaches in class II division 1 malocclusion. BioMed Res Int. 2017;2017:4861924. (Q1; SCIE; 

IF 2.583) 

48. Katic V, Curkovic L, Ujevic Bosnjak M, Peros K, Mandic V, Spalj S. Effect of pH, fluoride and hydrofluoric acid 

concentration on ion release from NiTi wires with various coatings. Dent Mater J. 2017;36:149-56. (Q2, CC; IF 1.073) 

49. Pavlic A, Katic V, Trinajstic Zrinski M, Spalj S. Neoclassical facial canons; do we see the deviations? J Craniomaxillofac 

Surg. 2017;45:741-7. (Q1; CC; IF 1.960) 

50. Varga S, Spalj S, Anic Milosevic S, Lapter Varga M, Mestrovic S, Trinajstic Zrinski M, Slaj M. Changes of bite force and 

occlusal contacts in the retention phase of orthodontic treatment: A controlled clinical trial. Am J Orthod Dentofacial 

Orthop. 2017;152:767-777. (Q1; CC; IF 1.842) 

51. Vuletic L, Spalj S, Peros K, Jakovac H, Ostroski Anic A, Vodanovic M. Assessing the influence of the English language 

on professional vocabulary of Croatian dental students by analyzing their word choice for translation of medical/dental 

terms. Terminology. 2017:23:2. (Q2; CC; IF 0.619) 

52. Manevska I, Pavlic A, Katic V, Trinajstic Zrinski M, Drevensek M, Spalj S. Satisfaction with facial profile aesthetics: are 

norms overrated? Int J Oral Maxillofac Surg. 2018;47:72-8. (Q1; CC; IF 2.164) 

53. Kovacevic Pavicic D, Kolceg M, Lajnert V, Pavlic A, Brumini M, Spalj S. Changes in quality of life induced by tooth 

whitening are moderated by perfectionism: a randomized double-blinded placebo-controlled trial. Int J Prosthod. 

2018;31:394-6. (Q1; CC, IF 1.333) 

54. Katic V, Ivankovic Buljan Z, Spalj S, Otmacic Curkovic H. Corrosion behavior of coated and uncoated nickel-titanium 

orthodontic wires in artificial saliva with short-term prophylactic fluoride treatment. Int J Electrochem Sci. 2018;13:4160-

70. (Q3; CC; IF 1.469) 

55. Rincic Mlinaric M, Kanizaj L, Zuljevic D, Katic V, Spalj S, Otmacic Curkovic H. Effect of oral antiseptics on the corrosion 

stability of nickel-titanium orthodontic alloys. Mater Corros. 2018;69:510-8. (Q2; CC; IF 1.260) 

56. Saltovic E, Lajnert V, Saltovic S, Kovacevic Pavicic D, Pavlic A, Spalj S. Development and validation of a new condition-

specific instrument for evaluation of smile esthetics-related quality of life. J Esthet Restor Dent. 2018;30:160-7. (Q1; CC; 

IF 1.531) 

57. Lajnert V, Kovacevic Pavicic D, Pavlic A, Bulian Pokrajac A, Spalj S. Smile Aesthetics Satisfaction Scale: development 

and validation of a new brief five-item measure of satisfaction with smile aesthetics in adults and the elderly. Int Dent J. 

2018;68:162-70. (Q2; CC; IF 1.389) 

58. Pop Acev D, Katic V, Turco G, Contardo L, Spalj S. Coating of NiTi alloy has bigger impact on mechanical properties 

than acidity of saliva. Mater Tehnol. 2018;52:469-73. (Q3; SCIE; IF 0.439) 

59. Vidaković R, Špalj S, Šlaj M, Šlaj M, Katić V. Correlation between the DAI and ICON Indices used for Assessment of 

Orthodontic Treatment need in Croatian Schoolchildren. Zdr Varst. 2018;57:218-26. (Q4; SSCI; IF 0.620)  



61 
 

60. Rincic Mlinaric M, Karlovic S, Ciganj Z, Pop Acev D, Pavlic A, Spalj S. Oral antiseptics and orthodontic appliances: 

mechanical and chemical effect of interaction. Odontology. 2019;107:150-7. (Q2; SICE; IF 1.458)  

61. Kovacevic Pavicic D, Pavlic A, Kinkela Devcic M, Lajnert V, Spalj S. Tooth color as a predictor of oral health-related 

quality of life in young adults. J Prosthodont. 2019;28:e886-92. (Q1; CC; IF 1.452) 

62. Trinajstic Zrinski M, Miljanic S, Peros K, Turco G, Contardo L, Spalj S. Fluoride release and recharge potential of 

remineralizing orthodontic adhesive systems. Fluoride. 2019. (in press) (Q2, SCIE; IF 1.438) 

63. Popovic Z, Trinajstic Zrinski M, Spalj S. Orthodontists' clinical experience and clinical situation significantly affect the 

retention protocol – a survey from Croatia. Acta Clin Croat. 2019. (in press). (Q3, SCIE; IF 0.497) 

  



62 
 

ANEXES 

 

Anex 1. Croatian version of TMD-Pain Screener 

 

TMP-PROBIR BOLI 

1. U posljednjih 30 dana, koliko dugo je trajala bilo kakva bol u području čeljusti ili sljepoočnica na 

jednoj ili obje strane? 

a.– Bez boli 

b.– Bol dolazi i prolazi 

c.– Bol je stalno prisutna 

 

2. U posljednjih 30 dana, jeste li imali bolnu ili zakočenu čeljust nakon buđenja? 

a. - Ne 

b. - Da 

 

3. U posljednjih 30 dana, jesu li sljedeće aktivnosti promijenile bol (odnosno, smanjile ju ili 

pogoršale) u području čeljusti ili sljepoočnica na jednoj ili obje strane? 

A.– Žvakanje tvrde ili žilave hrane 

a. - Ne 

b. - Da 

B.– Otvaranje usta ili pomicanje čeljusti naprijed ili u stranu 

a - Ne 

b - Da 

C. - Čeljusne navike, kao npr. držanje zubi spojenima, stiskanje, škrgutanje ili žvakanje žvakače 

a. - Ne 

b - Da 

D.– Ostale aktivnosti čeljusti, kao npr. govorenje, ljubljenje ili zijevanje 

a. - Ne 

b. – Da 

 

UKUPNI ZBROJ =_____________ 
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Anex 2. Croatian version of DC- Symptom Questionnaire 

 

DK- Upitnik o simptomima 

BOL 
  ne da 

1. Jeste li ikada imali bol u čeljusti, sljepoočnici, uhu ili ispred uha na jednoj ili obje 
strane? 

  

 Ako ste odgovorili NE, preskočite na pitanje 5 
 

2. Prije koliko godina ili mjeseci su Vam počeli bolovi u čeljusti, 
sljepoočnici, uhu ili ispred uha?  

 
____godina_____mjeseci 
 

   

3. U posljednjih 30 dana, što od navedenog najbolje opisuje bol u 
Vašoj čeljusti, sljepoočnici, uhu ili ispred uha na jednoj ili obje 
strane?  
Izaberite JEDAN odgovor.  
Ako ste odgovorili BEZ BOLA na pitanje 3, preskočite na pitanje 
5 

 bez bola 

 bol dođe i prođe 

 bol uvijek prisutna 

  

  
4. U posljednjih 30 dana, je li koja od sljedećih aktivnosti promijenila bilo koju bolnost (pogoršala 

ili poboljšala) čeljusti, sljepoočnice, uha, ispred uha na jednoj ili obje strane? 
   ne da 

 A. Žvakanje tvrde ili žilave hrane   

 B. Otvaranje usta, pomicanje čeljusti naprijed ili u stranu   

 C. Navike poput držanja zubi spojenima, stiskanja/škripanja zubima ili žvakanja 
žvakaće gume 

  

 D. Druge aktivnosti čeljusti kao pričanje, ljubljenje ili zijevanje   

     
 

GLAVOBOLJA 
   ne da 

5. U posljednjih 30 dana jeste li imali glavobolje koje su uključivale područja 
sljepoočnica? 

  

 Ako ste odgovorili NE na pitanje 5, preskočite na pitanje 8   
    

6. Prije koliko godina ili mjeseci su Vam počele glavobolje u 
području sljepoočnice?  

 
____godina_____mjeseci 

   

   
7. U posljednjih 30 dana, je li koja od sljedećih aktivnosti promijenila glabovolju (pogoršala ili 

poboljšala) u području sljepoočnice na jednoj ili obje strane? 
   ne da 

 A. Žvakanje tvrde ili žilave hrane   

 B. Otvaranje usta, pomicanje čeljusti naprijed ili u stranu   

 C. Navike poput držanja zubi spojenima, stiskanja/škripanja zubima ili žvakanja 
žvakaće gume 

  

 D. Druge aktivnosti čeljusti kao pričanje, ljubljenje ili zijevanje   
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ZVUKOVI U ZGLOBU    
  ne da D L ne zna 

8. U posljednjih 30 dana jeste li imali zvukove u zglobu pri pomaku 
ili korištenju čeljusti? 

     

       

      

KOČENJE ČELJUSTI PRI OTVARANJU      

      

9.  Je li Vam ikada čeljust zapela ili se zakočila, čak i na trenutak, da 
niste mogli U POTPUNOSTI otvoriti usta  

     

 Ako ste odgovorili NE na pitanje 9, preskočite na pitanje 11      

       

10. Je li Vam čeljust zapela ili se zakočila tako ozbiljno da Vam 
ograniči otvaranje usta i onemogući Vas u jelu? 

     

       

       

11. U posljednjih 30 dana je li Vam se čeljusti toliko zakočila da niste 
mogli otvoriti U POTPUNOSTI, čak i na trenutak, a onda otkočila 
da ste mogli otvoriti U POTPUNOSTI? 

     

 Ako ste odgovorili NE na pitanje 9, preskočite na pitanje 13      

       

12. Je li Vaša čeljust trenutno zakočena ili ograničena tako da se ne 
može otvoriti DO KRAJA? 

     

       

       

KOČENJE ČELJUSTI PRI ZATVARANJU      

       

13. U posljednjih 30 dana, kada bi otvorili jako usta, je li Vam čeljusti 
zapela ili se zakočila čak i na trenutak tako da niste mogli 
zatvoriti usta iz tog položaja? 

     

 Ako ste odgovorili NE na pitanje 13 onda ste završili s 
odgovorima na ovoj stranici. 

     

       

14. U posljednjih 30 dana, kada bi Vam čeljust zapela ili se zakočila 
pri otvorenim ustima, jeste li morali napraviti nešto da bi 
zatvorili usta, uključujući odmaranje, micanje, pritiskanje ili neki 
manevar sa čeljusti? 

     

       

 

 

 

Copyright Pfizer Inc. No permission required to reproduce, translate, display, or distribute. 

Source instrument available at http://www.phqscreeners.com/ 

Consortium version 12May2013. Available at http://www.rdc‐tmdinternational.org/ 
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Anex 3. Croatian version of DC TMP Axis I – clinical examination form 
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