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Abstract

Background: The aims of this study were to examine whether patients’ psychosocial profiles influence the location
of pain, and to identify the clinical and psychosocial predictors of high levels of pain-related disability in
temporomandibular disorders (TMD) patients with chronic pain at least 6 months in duration.

Methods: The Research Diagnostic Criteria of TMD (RDC/TMD) data for Axis I and II were obtained for 104
consecutive patients seeking treatment.
Data were analyzed using descriptive statistics, t-test, Mann–Whitney U-test, chi-square test, One-way ANOVA,
Kruskal-Wallis test, and binary multiple logistic regression tests. Patients were classified into two groups according
to Graded Chronic Pain Scale scores: Grade III and IV were scored for patients with high levels of pain-related
disability, whereas Grade I and II were scored for patients with low disability.

Results: Muscle and joint pain were found in 64.9% and 31.8% of the patients, respectively, and 27.3% of the
patients suffered from both muscle and joint pain.
Psychosocial disability was found in 26% of patients. There were no statistically significant differences among the
diagnostic subgroups with regards to the demographic, behavioral, psychological, and psychosocial characteristics.
Patients with high levels of pain-related disability had significantly higher depression, somatization, pain intensity
and jaw disability scores than those with low levels of pain-related disability.
Patients with high levels of pain-related disability were more likely to have higher pain intensity, to report higher
somatization symptoms and functional impairment, and were less likely to have joint pain than those with low
levels of pain related disability.

Conclusion: In conclusion, the Turkish version RDC/TMD, based on a dual axis system, may be used to screen
chronic TMD patients at high-risk for pain-related disability who need comprehensive care treatment program.

Keywords: Temporomandibular disorders, Pain-related impairment, Chronic pain, RDC/TMD, SCL-90-R, Treatment-
seeking behavior
Background
Temporomandibular disorders (TMD) are now recognized
as a group of biopsychosocial illnesses characterized by
chronic painful conditions and dysfunction in the muscles
of mastication and the temporomandibular joint [1-4].
The cause of TMD is considered multifactorial with
physical, psychological and psychosocial factors, alone
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or in combination, contributing to the predisposition,
initiation or perpetuation of TMD [1,2]. In TMD patients
with chronic pain conditions, psychological factors are
better predictors of treatment outcome than physical
findings [5,6]. As a result, treatment philosophies have
moved from the traditional mono-disciplinary approach
to the multimodal biopsychosocial approach for reducing
pain and improving function in TMD patients [1,5-11].
Within biopsychosocial model, the Research Diagnostic
Criteria for TMD (RDC/TMD) is the best and mostly pre-
ferred classification system that allows for standardization
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and replication of research focusing on jaw muscle-
and temporomandibular joint (TMJ)-related pain and
dysfunction [12-14], and for predicting chronicity in
acute temporomandibular joint disorders [15-17]. The
Graded Chronic Pain Scale [4], which is a measure of
pain impact and disability has been used in many studies
examining the prevalence of TMD subtypes, psychological
distress, and psychosocial dysfunction in patients [18-24].
However, little research has been conducted to identify
clinical and psychosocial factors associated with high levels
of pain-related impairment in these patients [22,25,26].
Researchers have reported that pain-related disability

is associated with widespread pain [27,28], the frequency
of headache [29], undesirable life events [30], illness
behaviors [31], treatment-seeking behavior [25], depression
[22,25,26,32], somatization [22,25,26,32], and pain duration
[22,25]. There are many studies investigating the risk
factors for dysfunctional TMD pain [27-33] and the
relationship between the psychosocial status and pain
severity in TMD patients with chronic pain [26,34].
Recent studies have reported that psychological conditions
(i.e. depression and catastrophizing) contribute to the pro-
gression of chronic TMD pain and disability [32] and that
psychosocial variables (i.e., psychosocial symptoms, affective
distress, somatic awareness, and pain catastrophizing) may
be premorbid risk factors for the development of chronic
TMD pain [33].
Previous studies suggested that TMD patients with

muscle disorders may present a higher rate of psycho-
social impairment than those with articular disorders
[23,25,26,35,36]. The estimated prevalence of psycho-
social dysfunction in TMD patients varies from 4.2% to
30% depending on the country and clinical setting
[4,18,19,21,22,25,26,37,38].
Recent studies from Turkey showed that jaw pain is

the most frequently reported symptom of TMD in adult
population [39], while myogenous TMD pain is more
common in TMD patients [40]. Only two studies have
examined the psychopathological and clinical features in
Turkish TMD patients [40,41].
Researchers suggested that further studies are required

to improve the integrated knowledge on the relationship
between the different axis I and II diagnoses and it may
provide valuable information regarding the clinical
predictors of high levels of pain-related disability that
influence clinical decision-making process [25,42]. To
our knowledge, there is only one study determining the
relationship between physical findings and disability
levels in TMD patients with chronic pain both acute
and chronic pain [25].
The aims of this study were, (a) to examine whether

patients’ psychosocial profiles influence the location of
pain (masticator muscles, the TMJ, or both), and (b) to
identify the clinical and psychosocial predictors of high
levels of pain-related disability in TMD patients with
chronic pain at least 6 months in duration.

Methods
Participants and study design
This cross-sectional study was carried out on a series
of consecutive patients seeking treatment for the com-
plaints regarding the masticatory muscles and TMJ in
the Department of Prosthodontics, Faculty of Dentistry,
Istanbul University, between July and September 2012. A
total of 104 patients (40 male and 64 female) were
selected from 152 consecutive patients who referred to
the Department of Prosthodontics. Of the 104 patients
who were enrolled, 43 were self-referred and 61 were
referred from general and specialist dental or medical prac-
titioners in the community. The inclusion criteria were the
presence of a painful TMD as classified according to RDC/
TMD, and complaint of pain at the temporomandibular
region and/or masticator muscles for at least 6 months in
duration. Patients were excluded if they: (1) had no TMD
diagnosis based on the RDC/TMD; (2) had acute TMD
pain for less than 6 months; (3) had systemic rheumatic
disease; (4) were under the age of 18 years; (5) had a history
of psychiatric illness; (6) were pregnant; or (7)were unable
or unwilling to consent. Accordingly, 48 patients were ex-
cluded, and 41 patients did not meet the inclusion criteria
(18 had acute TMD pain, 9 had no TMD diagnosis, 5 had a
history of psychiatric illness, 2 failed to give informed
consent,3 were pregnant, and 4 had systemic rheumatic
disease). In addition, 7 patients who had arthralgia, arthritis,
or arthrosis were excluded due to small numbers.
The study was approved by the ethics committee of

Istanbul Faculty of Medicine and conducted in accordance
with the principles of the Helsinki declaration. All subjects
were informed about the nature of the study by a clinic
assistant (A. B.). Informed consent was obtained from
each subject who agreed to participate in the study prior
to filling out the questionnaires.
After finishing the questionnaire, all patients were

clinically examined by a trained clinic assistant (M. O.K.)
in accordance with the RDC/TMD version 1.0 guidelines
[12]. A translated Turkish version of RDC/TMD was
used in this study which is available on the RDC/TMD
consortium website [43].
All participants were subsequently divided into 3

groups based on their RDC/TMD axis I diagnostic
groups. These were as follows: group A, myofascial
pain only (n = 43); group B, joint pain only due to disk
displacement (n = 20); and group C, myofascial and
joint pain due to disk displacement (n = 41).
Subjects completed the RDC/TMD Axis II self-report

measures, which include the Graded Chronic Pain Scale
(GCPS), the Jaw Disability Checklist, and the Revised
Symptom Checklist (SCL-90-R).
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Functional status was evaluated using the jaw disability
checklist that contains 12 items concerning limitations
in activities related to mandibular functioning. The
answer to each item might be ‘No’ (0)or ‘Yes’(1). Total
scores might range from 0 to 12 [12]. Cronbach’s alpha
coefficient for this sample was 0.76.
Psychosocial functioning was assessed using the GCPS,

which is an indicator of the extent to which pain is
perceived by the patient and the degree to which the
pain is disabling [4,24]. The GCPS assesses pain intensity,
interferences with usual activities, family and leisure
activities, work-related activities, and disability days
due to pain. Characteristic Pain Intensity (CPI) was
evaluated through scoring items in the questionnaire
about pain history. The patient’s score ranged from 0 to
100, with 100 being the most intense pain. Cronbach’s
alpha of CPI in this study was 0.79.
The GCPS was used to classify individuals according

to the chronic pain grades: I = low pain intensity and low
levels of pain-related disability, II = high pain intensity and
low levels of pain-related disability, III =moderate pain-
related disability and IV = severe pain-related disability. The
study sample was then split into two groups, based on
GCPS scores, which were assumed as the indicators of
treatment need. The first group included subjects with high
levels of pain-related disability (GCPS grades III and IV),
whereas the second group included subjects with low levels
of pain-related disability (GCPS grade I and II).
The psychological status was assessed through depression

and non-specific physical symptom (somatization) scores
measured with subscales of SCL-90-R [12]. The question-
naire included 32 questions with 5-point Likert response
scale, 12 items of somatization subscale and 20 items of
depression subscale. The mean score ranged from 0 to 4
for both depression and somatization subscales. Cronbach
alpha levels for this sample were 0.87 and 0.93 for the
somatization and depression scales, respectively.
Patient’s treatment-seeking status before attending

Prosthodontics Clinics of Istanbul University was evaluated
by a single specific question of the RDC/TMD axis II
questionnaire: "Have you ever gone to physician, dentist,
chiropractor or other health professional for facial ache
or pain?” Then, the patients were classified into two
groups according to their response: treatment-seeking
group and non-treatment-seeking group.
Additional data related to nonspecific pain condition,

general health status perception, pain medication use,
education level, employment, and marital status of
patients were gathered using the axis II questionnaire
and a single-item measure of the frequency of pain
medication. These data were not included in the analysis,
because it will be used in a future study evaluating the
premorbid psychosocial and behavioral risk factors of
chronic TMD pain.
Statistical analysis
Descriptive data on frequencies, proportions, and on
means and standard deviations were obtained with
respect to the demographic, behavioral, psychological, and
psychosocial characteristics of the groups. Subsequently,
the normality of the SCL–90-R subscale scores, age, CPI,
jaw disability scores and pain duration was checked using
Kolmogorov-Smirnov test. Continuous data were analyzed
by means of One-way ANOVA and Kruskal-Wallis test,
for detection of possible differences between the variables
under investigation among the TMD diagnostic subgroups,
and categorical variables were analyzed using Pearson's
chi-square test.
Patients with high and low levels of pain – related dis-

ability were compared with regards to socio-demographic,
behavioral, psychological, and psychosocial characteristics
using chi-square tests for categorical data, t-tests for
continuous parametric data and Mann–Whitney U-test for
continuous non-parametric data. The internal consistency
of the Axis II measures was evaluated using the Cronbach's
alpha reliability coefficient. A priori power analysis was
performed by using an online calculator (http://statpages.
org/index.html#Power) to determine sample size needed
for the binary logistic regression analysis. Sample size
calculations based on an alpha of 0.05, 10 predictor
variables, expected effect size of 0.20 (moderate effect size),
and power of 0.80 indicated a required sample size of
91 subjects.
A binary logistic regression analysis with stepwise

backward elimination (likelihood ratio) was performed to
identify the significant associations between the predictors
(independent variables: sex, age, pain duration, CPI, jaw
disability score, treatment-seeking behavior, myofascial
pain, disk displacement, depression and somatization
scores) and the outcome (dependent variable: high levels of
pain- related disability). The predictive power of the model
was tested using Omnibus Test of Model, and Hosmer and
Lemeshow tests were used to examine goodness of the fit
of the model. Nagelkerke R square was generated to
express the proportion of variance explained by the model.
The odds ratio (OR) and 95% confidence intervals (95% CI)
were calculated using binary logistic regression models.
Statistical significance was achieved when p < 0.05.
Statistical analysis was performed using IBM SPSS Statistics
19 for Windows (SPSS Inc., Chicago, IL, USA).

Results
The study sample consisted of 104 patients (61.5%
females, 38.5% males) with a mean age of 33.46 ± 10.51 -
years. The mean chronic pain duration at the time of
the assessment was 25.90 ± 28.76 months (range 7–168 -
months). Fifty-nine percent of these patients reported
treatment-seeking for TMD pain before referring to the
Prosthodontics Clinics of Istanbul University. From 104

http://statpages.org/index.html#Power
http://statpages.org/index.html#Power
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patients, 51% (n = 53) were single, 48.1% (n = 50) had a
formal school education of less than or equal to 8 years,
54.8% (n = 57) were employed, 32.7% (n = 34) rated their
health status as moderate, and 87.5% (n = 91) reported a
recent history of headache or pain in the lower back,
chest/heart, or nausea/abdominal pain (data not shown).
The frequencies of the TMD diagnostic subgroups

were as follows: group A, 41.3%; group B, 19.2%; and
group C, 39.4%. There were no statistically significant
differences among the TMD diagnostic subgroups with
regards to the demographic, behavioral, psychological,
and psychosocial characteristics as seen in Table 1.
Based on GCPS scores, psychosocial disability (grade III

or IV) was revealed in 26% of TMD patients.
Bivariate analysis showed that patients with high levels of

pain-related disability had significantly higher depression,
somatization, CPI and jaw disability scores than patients
with low levels of pain-related disability. No significant
differences were found between patients with high and low
levels of pain-related disability in terms of age, gender,
RDC/TMD diagnostic sub- groups, and pain duration.
Patients who had never been treated before referring
to our clinic reported lower levels of pain–related dis-
ability (Table 2).
Stepwise binary logistic regression analyses were

performed to examine the association of the variables
under investigation with higher levels of pain- related
Table 1 Demographic, behavioral, psychological, and psychos
pain, according to pain location

Characteristics

Group A (43)

Gendera

Male 22 (51.2%)

Female 21 (48.8%)

Depression b (Mean ± SD) 1.57 ± 0.89

Somatization b (Mean ± SD) 1.64 ± 0.81

Pain duration c (Mean ± SD) 20.67 ± 20.50

Jaw disability checklist b (Mean ± SD) 5.25 ± 2.70

CPI b (Mean ± SD) 63.10 ± 19.27

Age b (Mean ± SD) 30.69 ± 9.58

Treatment-seekinga

No 19 (44.2%)

Yes 24 (55.8%)

Disabilitya

High 12 (46.2)

Low 31 (39.7)

SD, standard deviation; CPI, Characteristic Pain Intensity; Group A, myofascial pain o
and joint pain due to disk displacement.
a Statistical evaluation by the chi-square test.
bStatistical evaluation by t test.
cStatistical evaluation by Mann–Whitney U test.
disability. In the final model, only four variables were
found to be associated with higher levels of pain-related
disability after removing non-significant variables. The
final model had a statistically significant predictive
power (χ2 = 61.745, p < 0.0001; Hosmer and Lemeshow
goodness of fit χ2 = 6.910, p = 0.546) and overall correctly
classified 83.7% of the patients.
The final model explained 66% of the variance for the

level of pain-related disability of patients with chronic
TMD pain (Nagelkerke's R square = 66.3%; Table 3).
Patients with high levels of pain-related disability were
more likely to have higher pain intensity (OR = 1.16, 95%
CI = 1.07-1.27), and to report higher somatization symp-
toms (OR = 3.66, 95% CI = 1.16-11.49) and mandibular
functional impairment (OR = 1.63, 95% CI = 1.18-2.23),
and were less likely to have joint pain (OR = 0.22, 95%
CI = 0.06-0.73), than those with low levels of pain related
disability (Table 3).

Discussion
Recent studies have shown that psychosocial and behavioral
factors are important predictors of treatment outcome
[42,43]. Thus, a multidimensional and biopsychosocial
approach is recommended to be used for the assessment
and management of TMD patients with major psychosocial
involvement which determines a combination of biological,
psychological, behavioral and social factors [1,5-11].
ocial characteristics of the 104 TMD patients with chronic

RDC/TMD subgroups p value

Group B (20) Group C (41)

6 (30%) 12 (29.3%) 0.082

14 (70%) 29 (70.7%)

1.13 ± 0.87 1.45 ± 0.95 0.213

1.25 ± 0.90 1.79 ± 0.95 0.085

33.55 ± 44.31 27.65 ± 26.33 0.446

5.40 ± 2.50 5.60 ± 3.02 0.845

59.50 ± 16.62 66.34 ± 20.55 0.420

35.80 ± 10.30 35.21 ± 11.11 0.077

8 (40%) 16 (39%) 0.883

12 (60%) 25 (61%)

5 (19.2) 9 (34.6) 0.820

15 (19.2) 32 (41)

nly; Group B, joint pain only due to disk displacement; Group C, myofascial



Table 2 Frequency distribution of patients' pain- related
disability according to demographic, behavioral,
psychological, and physical characteristics

Low High
Characteristics n (%) n (%) p value

Gendera

Male 28 (35.9%) 12 (46.2%) 0.352

Female 50 (64.1%) 14 (53.8%)

Treatment-seekinga

No 38 (48.7%) 5 (19.2%) 0.011

Yes 40 (51.3%) 21 (80.8%)

RDCa

Muscle 31 (39.7%) 12 (46.2%) 0.820

Disc 15 (19.2%) 5 (19.2%)

Muscle&disc 32 (41%) 9 (34.6%)

Depression b (Mean ± SD) 1.29 ± 0.86 1.89 ± 0.92 0.003

Somatization b (Mean ± SD) 1.47 ± 0.93 2.08 ± 0.58 0.000

Age b (Mean ± SD) 32.78 ± 11.12 35.50 ± 8.27 0.256

Pain duration c (Mean ± SD) 25.97 ± 30.22 25.69 ± 24.38 0.258

Jaw disability checklist b

(Mean ± SD)
4.69 ± 2.44 7.61 ± 2.60 0.000

CPI b (Mean ± SD) 57.90 ± 18.21 81.02 ± 9.92 0.000

SD, standard deviation; CPI, Characteristic Pain Intensity.
a Statistical evaluation by the chi- square test.
bStatistical evaluation by t test.
cStatistical evaluation by Mann–Whitney U test.
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To date, only one multicenter study explored the
relationship between physical findings and disability
levels in TMD patients with acute and chronic pain [25].
To our knowledge, this is the first study to examine the
relationship between RDC/TMD axis I and axis II findings
and to identify the predictors of high levels of pain-related
disability in patients with chronic TMD pain. In this study,
RDC/TMD was used because it is currently the most
widely accepted method for assessing both physical and
biobehavioral aspects of TMD. In this study, the temporal
criterion (pain lasting for at least 6 months) was used to
select the TMD patients suffering from chronic pain, as
Table 3 Predictors of high pain-related disability

Significant predictors OR (95% CI) p value

Somatizationb 3.66 (1.16-11.49) 0.026

Jaw disability checklist b 1.63 (1.18-2.23) 0.002

CPIb 1.16 (1.07-1.27) 0.000

Joint paina 0.22 (0.06-0.73) 0.014
a Dichotomized variables: Joint pain (0 = having joint pain,1 = no having joint pain).
bContinous variables: Somatization was measured by the 12- item somatization
subscale of the of SCL-90-R; Jaw disability checklist which contains 12 items
concerning limitations in activities related to mandibular functioning; CPI was
evaluated through scoring items in the questionnaire about pain history. The
patient’s score ranges from 0 to 100, with 100 being in the most pain.
CI, confidence interval; OR, odds ratio.
well as in many others [4,6,22,26]. Patients were classified
into two groups based on GCPS scores: the first group
included subjects with high levels of pain-related disability
and and the second included subjects with low levels of
pain-related disability. Manfredini et al. [44] reported that
the factor “time since pain onset” is not likely to be the
most important predictor of pain-related disability. Von
Korff and Dunn [45] indicated that a prognostic risk score
had better predictive validity for pain outcomes than did
the pain duration alone for back pain, headache, and
orofacial pain. In contrast to duration – based defining,
defining chronic pain prospectively, by risk thresholds for
future clinically significant pain accepts that chronic
pain has multiple attributes, including psychological
and behavioral components, in addition to pain severity
and duration [45,46].
Due to the long lead time required to complete the

Risk Score questions, we did not calculate patients’ Risk
Scores in the present study [45]. In addition to the temporal
criterion, we used other important pain characteristics such
as the onset of chronic pain, the CPI, treatment-seeking
behavior, the impact of pain on patient’s emotional and jaw
functional status in accordance with the new definition of
chronic pain.
Consistent with previous studies [18,19,25,40], we found

that myofascial pain diagnosis was the most common axis I
finding. The present findings confirm previous sugges-
tion that the original RDC/TMD facilitate establishing
myofascial pain diagnoses [47].
In this study, 35% of patients received multiple axis I

diagnoses. This is in line with a previous study [25,38]
suggesting that the prevalence of combined muscle and
joint disorders is a clinically important reality.
This study showed that the estimated prevalence of

psychosocial dysfunction in Turkish patients with chronic
TMD pain was higher than that reported in the previous
studies on TMD patients [4,18,19,21,22,25,26,37,38]. This
could be explained by the fact that many patients with
chronic TMD pain are referred by a dentist or a physician
to specialized clinics, such as prosthodontic outpatient
clinics or physical medicine and rehabilitation clinics at
university hospitals.
We determined that the psychological factors (depression,

somatization), pain characteristics (CPI, pain duration),
demographic factors (age, gender), treatment-seeking
behavior, pain-related impairment, jaw functional limi-
tation were not associated with a specific pain location.
Our results are inconsistent with a previous study
reporting differences in pain intensity among RDC/
TMD Axis I diagnoses [17]. This study confirmed the
findings of Reissmann et al. [23] that the location of
pain in TMD patients is not a major factor for the
prediction of psychosocial profiles and the current
pain severity-measured by CPI.
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Manfredini et al. [44] reported that there is a close
association between pain and psychosocial disorders in
TMD patients because of the trend in evidencing higher
SCL-90-R scores for myofascial pain patients, alone or
combined with TMJ pain compared with TMJ pain
alone. The discrepancy between our results and those of
Manfredini et al. [44] might be explained by the fact that
they did not take into account the pain chronicity as the
main study’s variable. Celić et al. [34] reported that
the chronic TMD patients and patients with multiple
TMD diagnoses had higher rates of depression and
somatization, which is in contrast with our findings. Our
results were consistent with the study by Kino et al. [48]
that also found no differences in functional difficulties
across the RDC/TMD diagnostic groups using a newly
devised pain-related ‘Limitation of Daily Functions’ for
the TMD questionnaire. In contrast to the results of our
study, Reissmann et al. [23] reported that jaw function is
affected more by joint pain than by myogenous pain.
Bivariate analysis revealed significant differences between

patients with low and high levels of pain-related disability
in depression, somatization, CPI and jaw disability scores
as well as in treatment-seeking behavior. We found no
significant differences between patients with high and low
levels of pain-related disability in terms of age, gender,
RDC/TMD diagnostic sub-groups, and pain duration. In
contrast with the results of our study, Maixner et al. [49]
reported that younger age and female sex are associated
with an elevated risk of first-onset TMD and increased
odds of chronic TMD.
The relatively small number of studies examining the

relationship between depression and somatization levels
in pain-related impairment. In previous studies, pain-
related disability was found to be strongly related with
depression and somatization levels [13,22] and pain
duration [22]. We determined very similar results,
except for the finding that pain-related disability was
not significantly related with pain duration. Our study
confirmed the results of previous studies showing that
the dysfunctional pain patients were more likely to be
depressed [1,4,22,25,32,34], to report non-specific physical
symptoms [1,4,22,24-26,33,50] and higher pain severity
ratings [26], and to use more health care [1,25,37] than
functional pain patients.
Multivariate analysis showed that patients with high

levels of pain- related disability were more likely to have
higher pain intensity, to report higher somatization
symptoms and mandibular functional impairment, and
were less likely to have joint pain due to disk displace-
ment than those with low levels of pain related disability.
Consistent with our study, Manfredini et al. [25] found
that disk displacement with reduction was a negative
predictor of high disability. In contrast to our findings,
they reported that predictors for high disability were
related to severe depression and somatization as well as
psychosocial aspects (pain lasting frommore than 6 months;
treatment-seeking behavior). This difference between their
findings and those in our study may be due to the study
design and the differences in patient inclusion criteria.
Their study aimed to describe the relationship of RDC/
TMD axis I diagnoses with GCPS ratings and to identify
predictors of disability levels in a sample comprising both
clinic and community subjects. The present study aimed to
identify clinical and psychosocial predictors of high levels
of pain-related disability in TMD patients who had chronic
pain in the masticatory muscles, TMJ, or both. Patients
with a diagnosis of arthralgia, arthritis, or arthrosis were
not included in this study due to the small number of
patients. These patients are generally referred by a primary
care physician or a dentist to the Multidisciplinary
Temporomandibular Joint Diagnosis and Management
Unit at Faculty of Medicine, Istanbul University. In this
study, somatization was found to be a significant predictor
for high disability, consistent with previous studies of
TMD patients with chronic pain [26,51]. This may be
explained by the fact that somatization is related to a
more widely dispersed pain [13,24,49,52] and nonspecific
pain conditions [27], which are highly associated with risk
of developing pain-related disability [27,28]. This study’s
observed relationship between somatization and pain-
related disability may suggest that those two parameters
are actually the most clinically valid components of the
RDC/TMD axis II psychosocial assessment. More research
will be needed to confirm these findings.
We found a strong relationship between pain–related

disability and jaw disability. In accordance with this
finding, Kafas and Leeson [8] reported that the chronic
pain affects patients’ eating and chewing functions. In
contrast, a previous study [20] found no significant
difference in limitations related to mandibular func-
tioning scores among patients with different graded
chronic pain severity classification. Dougall et al. [17]
reported that patients' high-risk versus low-risk status
for potentially developing chronic TMD significantly
affected chewing performance.
It should be noted that we did not find pain duration

to be a predictor of high disability in patients with
chronic TMD pain, while the duration of pain greater
than 6 months was found to be the most important
predictor for high disability in TMD patients [22,25].
We found that CPI was a highly significant predictor of
high disability in patients with chronic TMD while
previous studies using the “high-risk versus low-risk”
model for the development of chronic TMD showed that
patients with high risk reported more pain on the CPI
relatively, than the patients with low risk [15-17]. Future
studies are needed to confirm our findings in chronic
TMD patients.
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Manfredini et al. [25] found that treatment-seeking
behavior was a significantly predictor of high disability
in TMD patients. In contrast, we did not find that
treatment-seeking was a predictor of high disability.
Studies suggested that profiling patients' clinical presen-
tations and psychological status can be useful for a
better understanding of the treatment-seeking behavior of
TMD and for providing appropriate treatment planning
[8,9,11,16,20,23,25,26,44,53]. Additional studies are needed
for determining the clinical and psychological factors
related to treatment-seeking behaviors in TMD patients
with chronic pain.
To the best of our knowledge, this is the first study

using “high-risk versus low-risk” model to identify clin-
ical and psychosocial predictors of pain-related disability
in patients with chronic TMD pain. Each measures of
the translated Turkish version of the RDC/TMD Axis II
Questionnaire showed satisfactory internal consistency.
There are several limitations to this cross-sectional study
that should be considered when interpreting these find-
ings. The study was conducted in one of the three dental
faculties in Istanbul, limiting the generalizability of the
results and the conclusions. Regarding the health – care
seeking behavior, patients who attend a tertiary hospital
clinic are probably not representatives of their source
population that has the same condition and do not seek
any treatment. Therefore, future community – based
studies are needed to increase representativeness of
groups investigated and generalizability of the findings
[54]. Patients with a diagnosis of arthralgia, arthritis, or
arthrosis were not included in this study due to the
small number of patients. Further multicenter studies
are needed to evaluate the potential factors related to
pain related disability in different RDC/TMD subgroups.
The cross -sectional design did not allow causation or
changes over time in pain-related impairment of TMD
patients with chronic pain. Future research should focus
on longitudinal studies in an attempt to clarify causal
relationships between pain – related impairment and
chronic pain conditions in TMD patients. Further studies
are required to assess the predictive validity of a multifac-
torial risk score for TMD pain that is based on the pain
intensity, interference, and activity limitation day ratings
from the GCPS; SCL-90-R depression scale; pain days in
the last six months; and the number of pain conditions at
sites other than the pain condition index [45,46].
Additional studies are needed to assess the premorbid

psychosocial risk factors (i.e., somatic awareness, anxiety,
affective distress, psychosocial stress, pain coping and
catastrophizing) for chronic TMD pain that may affect the
treatment plan in Turkish TMD patients [8,30-33,36,49].
We analyzed our findings using mean scale scores instead
of the published cutoff points for patients on both the
somatization and depression subscale. Further studies are
required to assess both the clinical utility and validity of the
depression and somatization subscales of RDC/TMD Axis
II using previously validated reference standards [13,14].

Conclusion
In conclusion, the results of this study emphasize the im-
portance of obtaining both Axis I and Axis II assessments
for identifying TMD patients at a high risk for pain- related
disability who are characterized by the absence of joint
pain, and by increased pain intensity, jaw disability, and
somatic symptoms. In our clinic, TMD patients were
treated with intra-oral appliances and/or occlusal therapy
without considering the patient's psychosocial status. If
treatment is unsuccessful, patients are primarily referred to
the Multidisciplinary Temporomandibular Joint Diagnosis
and Management Unit at Faculty of Medicine, Istanbul
University. The Turkish version of a dual-axis system for
the diagnosis of TMD may be used by clinicians to screen
high-risk patients for pain- related disability who need
comprehensive treatment care program.

Competing interest
The authors declare having no competing financial interest/funding for this
paper.

Authors’ contributions
MOK, KP, AB and EBT were principal investigators of this study. They
contributed to the interpretation of the data and review of the manuscript.
MOK and KP conceptualized the study, contributed to the interpretation of
the data and wrote the manuscript. EBT participated in study design. AB
contributed to the data collection. OU contributed to the study design and
data analysis and calculated the required sample size. All authors read and
approved the final manuscript.

Acknowledgments
The authors wish to thank all the patients for participating to the study, and
Dr. Didem Ozdemir-Ozenen and Dr. Elif Sungurtekin Ekci for their assistance
in editing this manuscript.

Author details
1Department of Maxillofacial Prosthodontics, Faculty of Dentistry, Istanbul
University, 34093, Istanbul, Capa, Turkey. 2Department of Dental Public
Health, Faculty of Dentistry, Istanbul University, 34093, Istanbul, Capa, Turkey.
3Department of Medical Statistics and Informatics, Medical School,
Bezmialem Vakif University, 34093, Istanbul, Fatih, Turkey. 4Department of
Maxillofacial Prosthodontics, Faculty of Dentistry, Istanbul University, 34093,
Istanbul, Capa, Turkey.

Received: 7 December 2012 Accepted: 7 December 2012
Published: 14 March 2013

References
1. Dworkin SF, Massoth DL (1994) Temporomandibular disorders and chronic

pain: disease or illness? J Prosthet Dent 72(1):29–38
2. Suvinen TI, Reade PC, Kemppainen P, Könönen M, Dworkin SF (2005) Review

of aetiological concepts of temporomandibular pain disorders: towards a
biopsychosocial model for integration of physical disorder factors with
psychological and psychosocial illness impact factors. Eur J Pain 9(6):613–633

3. Maixner W, Fillingim R, Booker D, Sigurdsson A (1995) Sensitivity of patients
with painful temporomandibular disorders to experimentally evoked pain.
Pain 63(3):341–351

4. Von Korff M, Ormel F, Keefe FJ, Dworkin SF (1992) Grading the severity of
chronic pain. Pain 50:133–149

5. Turk DC, Okifuji A (2002) Psychological factors in chronic pain: evolution
and revolution. J Consult Clin Psychol 70:678–690



Ozdemir-Karatas et al. The Journal of Headache and Pain 2013, 14:17 Page 8 of 9
http://www.thejournalofheadacheandpain.com/content/14/1/17
6. Tjakkes GH, Reinders JJ, Tenvergert EM, Stegenga B (2010) TMD pain: the
effect on health related quality of life and the influence of pain duration.
Health Qual Life Outcomes 8:46

7. Uyanik JM (2003) Evaluation and management of TMDs, Part 2. Dent Today
22(11):108–110, 112, 114–117

8. Kafas P, Leeson R (2006) Assessment of pain in temporomandibular
disorders: the bio-psychosocial complexity. Int J Oral Maxillofac Surg
35(2):145–149

9. Türp JC, Jokstad A, Motschall E, Schindler HJ, Windecker-Gétaz I, Ettlin DA
(2007) Is there a superiority of multimodal as opposed to simple therapy in
patients with temporomandibular disorders? A qualitative systematic review
of the literature Clin Oral Implants Res 18(Suppl 3):138–150

10. Rollman GB, Gillespie JM (2000) The role of psychosocial factors in
temporomandibular disorders. Curr Rev Pain 4(1):71–81

11. Klasser GD, Greene CS (2009) The changing field of temporomandibular
disorders: what dentists need to know. J Can Dent Assoc 75(1):49–53

12. Dworkin SF, LeResche L (1992) Research diagnostic criteria for
temporomandibular disorders. J Craniomandib Disord Fac Oral Pain
6:301–355

13. Dworkin SF, Sherman J, Mancl L, Ohrbach R, LeResche L, Truelove E
(2002) Reliability, validity, and clinical utility of the research diagnostic
criteria for temporomandibular disorders axis II scales: depression,
non-specific physical symptoms, and graded chronic pain. J Orofac Pain
16:207–220

14. Ohrbach R (2010) Assessment and further development of RDC/TMD Axis II
biobehavioural instruments: a research programme progress report. J Oral
Rehabil 37(10):784–798

15. Wright AR, Gatchel RJ, Wildenstein L, Riggs R, Buschang P, Ellis E 3rd (2004)
Biopsychosocial differences between high-risk and low-risk patients with
acute TMD-related pain. J Am Dent Assoc 135(4):474–483

16. Epker J, Gatchel RJ, Ellis E 3rd (1999) A model for predicting chronic TMD:
practical application in clinical settings. J Am Dent Assoc 130(10):1470–1475

17. Dougall AL, Jimenez CA, Haggard RA, Stowell AW, Riggs RR, Gatchel RJ
(2012) Biopsychosocial factors associated with the subcategories of acute
temporomandibular joint disorders. J Orofac Pain 26(1):7–16

18. Ćelić R, Dworkin S, Jerolimov V, Maver-Biščanin M, Bago MJ (2004)
Prevalence of temporomandibular disorders diagnosis and psychologic
status in Croatian patients. Acta Stomatol Croat 38(4):323–339

19. Yap AU, Dworkin SF, Chua EK, List T, Tan KB, Tan HH (2003) Prevalence of
temporomandibular disorder subtypes, psychologic distress, and
psychosocial dysfunction in Asian patients. J Orofac Pain 17(1):21–28

20. Yap AU, Chua EK, Hoe JK (2002) Clinical TMD, pain-related disability and
psychological status of TMD patients. J Oral Rehabil 29(4):374–380

21. Lee LT, Yeung RW, Wong MC, McMillan AS (2008) Diagnostic sub-types,
psychological distress and psychosocial dysfunction in southern Chinese
people with temporomandibular disorders. J Oral Rehabil 35(3):184–190

22. Manfredini D, Winocur E, Ahlberg J, Guarda-Nardini L, Lobbezoo F (2010)
Psychosocial impairment in temporomandibular disorders patients. RDC/
TMD axis II findings from a multicentre study J Dent 38(10):765–772

23. Reissmann DR, John MT, Wassell RW, Hinz A (2008) Psychosocial profiles of
diagnostic subgroups of temporomandibular disorder patients. Eur J Oral
Sci 116(3):237–244

24. Yap AU, Chua EK, Tan KB, Chan YH (2004) Relationships between
depression/somatization and self-reports of pain and disability. J Orofac
Pain 18(3):220–225

25. Manfredini D, Ahlberg J, Winocur E, Guarda-Nardini L, Lobbezoo F (2011)
Correlation of RDC/TMD axis I diagnoses and axis II pain-related disability. A
multicenter study Clin Oral Investig 15(5):749–756

26. Manfredini D, Borella L, Favero L, Ferronato G, Guarda-Nardini L (2010)
Chronic pain severity and depression/somatization levels in TMD patients.
Int J Prosthodont 23(6):529–534

27. Yap AU, Chua EK, Dworkin SF, Tan HH, Tan KB (2002) Multiple pains and
psychosocial functioning/psychologic distress in TMD patients. Int J
Prosthodont 15(5):461–466

28. John MT, Miglioretti DL, LeResche L, Von Korff M, Critchlow CW (2003)
Widespread pain as a risk factor for dysfunctional temporomandibular
disorder pain. Pain 102(3):257–263

29. List T, John MT, Ohrbach R, Schiffman EL, Truelove EL, Anderson GC (2012)
Influence of temple headache frequency on physical functioning and
emotional functioning in subjects with temporomandibular disorder pain.
J Orofac Pain 26(2):83–90
30. Marbach JJ, Lennon MC, Dohrenwend BP (1988) Candidate risk factors for
temporomandibular pain and dysfunction syndrome: psychosocial, health
behavior, physical illness and injury. Pain 34(2):139–151

31. Macfarlane TV, Gray RJM, Kincey J, Worthington HV (2001) Factors
associated with the temporomandibular disorder, pain dysfunction
syndrome (PDS): Manchester case–control study. Oral Dis 7(6):321–330

32. Velly AM, Look JO, Carlson C, Lenton PA, Kang W, Holcroft CA, Fricton JR
(2011) The effect of catastrophizing and depression on chronic pain–a
prospective cohort study of temporomandibular muscle and joint pain
disorders. Pain 152(10):2377–2383

33. Fillingim RB, Ohrbach R, Greenspan JD, Knott C, Dubner R, Bair E, Baraian C,
Slade GD, Maixner W (2011) Potential psychosocial risk factors for chronic
TMD: descriptive data and empirically identified domains from the OPPERA
case–control study. J Pain 12(11 Suppl):T46–60

34. Celić R, Braut V, Petricević N (2011) Influence of depression and
somatization on acute and chronic orofacial pain in patients with single or
multiple TMD diagnoses. Coll Antropol 35(3):709–713

35. Harness D, Donlon W, Eversole L (1990) Comparison of clinical
characteristics in myogenic, TMJ internal derangement and atypical facial
pain patients. Clin J Pain 6:4–17

36. Manfredini D, Bandettini Di Poggio A, Cantini E, Dell’Osso L, Bosco M (2004)
Mood and anxiety psychopathology and temporomandibular disorders: a
spectrum approach. J Oral Rehabil 31:933–940

37. Von Korff M, Dworkin SF, Le Resche L (1990) Graded chronic pain status: an
epidemiologic evaluation. Pain 40(3):279–291

38. Paak S, Hugger A, Bollmann F, Stüttgen U (2001) Schmerzbezogene
psychosoziale Aspekte bei Patienten der Myoarthropathie-Sprechstunde.
Dtsch Zahnärztl Z 56(5):317–321

39. Nekora-Azak A, Evlioglu G, Ordulu M, Işsever H (2006) Prevalence of
symptoms associated with temporomandibular disorders in a Turkish
population. J Oral Rehabil 33(2):81–84

40. Akar GC, Eryuksel G, Erdem A (2007) The Psychological Status in Patients
with Temporomandibular Disorders in Turkish Population. Acta Stomatol
Croat 41(4):345–354

41. Kocaman Yıldırım N, Ozkan M, Dıraçoglu D, Saral I, Karan A, Aksoy C,
Ozkan S (2012) Temporomandibuler eklem disfonksiyon sendromlu
hastalarda klinik ve psikopatolojik özellikler (psychopathological and
clinical features in patients with temporomandibular joint dysfunction
syndrome) Turk Fiz Tıp Rehab Derg (Turk J Phys Med Rehab). 58:9–15

42. Anderson GC, Gonzalez YM, Ohrbach R, Truelove EL, Sommers E, Look
JO, Schiffman EL (2010) The Research Diagnostic Criteria for
Temporomandibular Disorders. VI: future directions.J. Orofac Pain
24(1):79–88

43. Kurkcu M (2005) (Translation in Turkish) Research Diagnostic Criteria for
Temporomandibular Disorders. Journal of Craniomandibular Disorders:
Facial & Oral Pain, 1992, http://www.rdc-tmdinternational.org/
TMDAssessmentDiagnosis/RDCTMD/Translations/Turkish.aspx

44. Manfredini D, Marini M, Pavan C, Pavan L, Guarda-Nardini L (2009)
Psychosocial profiles of painful TMD patients. J Oral Rehabil 36:193–198

45. Von Korff M, Dunn KM (2008) Chronic pain reconsidered. Pain
138(2):267–276

46. Palla S (2006) A need to redefine chronic pain? J Orofac Pain 20(4):265–266
47. Steenks MH, de Wijer A (2009) Validity of the Research Diagnostic Criteria

for Temporomandibular Disorders Axis I in clinical and research settings.
J Orofac Pain 23(1):9–16, discussion 17–27

48. Kino K, Sugisaki M, Haketa T, Amemori Y, Ishikawa T, Shibuya T, Sato F,
Amagasa T, Shibuya T, Tanabe H, Yoda T, Sakamoto I, Omura K, Miyaoka H
(2005) The comparison between pains, difficulties in function, and
associating factors of patients in subtypes of temporomandibular disorders.
J Oral Rehabil 32:315–325

49. Maixner W, Diatchenko L, Dubner R, Fillingim RB, Greenspan JD, Knott
C, Ohrbach R, Weir B, Slade GD (2011) Orofacial pain prospective
evaluation and risk assessment study--the OPPERA study. J Pain
12(11):4–11, e1-2

50. Dworkin SF, Wilson L, Massoth DL (1994) Somatizing as a risk factor for
chronic pain. In: Grzesiak RD, Ciccone DS (eds) Psychologic vulnerability to
chronic pain. Springer, New York, pp 28–54

51. Dworkin SF, Turner JA, Mancl L, Wilson L, Massoth D, Huggins KH, Leresche
L, Truelove E (2002) A randomized clinical trial of a tailored comprehensive
care treatment program for temporomandibular disorders. J Orofac Pain
16:259–276

http://www.rdc-tmdinternational.org/TMDAssessmentDiagnosis/RDCTMD/Translations/Turkish.aspx
http://www.rdc-tmdinternational.org/TMDAssessmentDiagnosis/RDCTMD/Translations/Turkish.aspx


Ozdemir-Karatas et al. The Journal of Headache and Pain 2013, 14:17 Page 9 of 9
http://www.thejournalofheadacheandpain.com/content/14/1/17
52. Wilson L, Dworkin SF, Whitney C, LeResche L (1994) Somatization and pain
dispersion in chronic temporomandibular disorder pain. Pain 57(1):55–61

53. Silva Machado LP, de Macedo Nery MB, Góis Nery CD, Leles CR (2012)
Profiling the clinical presentation of diagnostic characteristics of a sample of
satic TMD patients. BMC Oral Health 12(1):26

54. Palla S, Farella M (2009) External validity: A forgotten issue [editorial]?
J Orofac Pain 23:297–298

doi:10.1186/1129-2377-14-17
Cite this article as: Ozdemir-Karatas et al.: Identifying potential predictors
of pain–related disability in Turkish patients with chronic
temporomandibular disorder pain. The Journal of Headache and Pain 2013
14:17.
Submit your manuscript to a 
journal and benefi t from:

7 Convenient online submission

7 Rigorous peer review

7 Immediate publication on acceptance

7 Open access: articles freely available online

7 High visibility within the fi eld

7 Retaining the copyright to your article

    Submit your next manuscript at 7 springeropen.com


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Participants and study design
	Statistical analysis

	Results
	Discussion
	Conclusion
	Competing interest
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


