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ABSTRACT

Objectives: A four-dimensional structure for oral health-related quality of life (OHRQoL) was recently proposed, comprising
oral function (OF), orofacial pain (OP), orofacial appearance (OA) and psychosocial impact (PI). This study examined the impact
of different temporomandibular disorder (TMD) symptoms on the four OHRQoL dimensions in young adults. It also correlated
the four dimensions with the seven Oral Health Impact Profile (OHIP) domains.

Methods: Young adults were recruited from a large university. The quintessential five TMD symptoms (5Ts) and OHIP-14 were
used to assess TMD symptoms and OHRQoL. Participants were categorised into no (NT), pain-related (PT), intra-articular (IT)
and combined (CT) TMD groups, and total, dimension and domain OHIP scores were computed. Data were evaluated using the
chi-square test and non-parametric analyses (o =0.05).

Results: Among the 1097 eligible participants (mean age 19.9years [SD = 1.3]; 69.7% women), 47.2% reported no TMD symp-
toms, while 20.5%, 14.9% and 17.4% had PT, IT and CT TMD symptoms, respectively. Significant differences in OHIP scores
were noted between individuals with and without TMD symptoms across all dimensions and domains (CT, PT, IT > NT).
Additionally, notable distinctions in normalised dimension scores were evident in all participant groups (OPF, OA > OF, PI).
Moderate to strong correlations were discerned between OHIP dimensions and domain, except for OA with functional limi-
tation (r, =0.35).

Conclusions: Adopting the four dimensions as the standard metric for assessing OHRQoL can improve study comparability and
enhance understanding of TMD impacts.

Adrian Ujin Yap and Yinghao Xiongare co-firstauthors.
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1 | Background

Temporomandibular disorders (TMDs), a cluster of clinical
problems involving the masticatory system, are the second
most common musculoskeletal condition causing pain and
disability, following chronic low back pain [1]. While the es-
timated prevalence of TMDs is around 34%, up to 75% of the
general population experience TMD symptoms, including
facial/pre-auricular pain, temporomandibular joint (TMJ)
sounds and limitations in jaw movements [2-4]. Using the di-
agnostic criteria for TMDs (DC/TMD) and its stratified report-
ing system, TMD diagnoses and symptoms can be classified
into three main categories: intra-articular (IT), pain-related
(PT) and combined (CT) [5, 6]. Women, particularly those be-
tween 20 and 40 years old, have a heightened susceptibility to
TMDs [7, 8]. In addition to gender, various bio-psychosocial
factors, such as age, trauma, oral parafunction, psychological
distress and somatic symptoms, have been implicated in the
development of TMDs [9-11]. TMDs, especially those accom-
panied by pain, have been shown to significantly impair oral
health-related quality of life (OHRQoL) in both patient and
community samples. This impact appears more pronounced
in individuals who experience a higher number of TMD symp-
toms [12-14]. Conversely, therapeutic TMD interventions,
such as psychotherapy, occlusal appliances and TMI arthro-
centesis, have the potential to enhance the OHRQoL of indi-
viduals affected by TMDs [15].

OHRQoL is a complex construct concerning the bio-psychosocial
(functional, physical and psychosocial) aspects of well-being re-
lated to oral health /diseases [14-16]. Its importance in both dental
research and clinical practice lies in the increasing recognition
that managing oral diseases, including TMDs, should prioritise
dental patient-reported outcomes (dPROs) that ‘resonate’ with
patients' subjective experiences, rather than solely concentrating
on objective clinical measures [15, 16]. The Oral Health Impact
Profile (OHIP), specifically its 14-item short-form version (OHIP-
14), is one of the most widely used tools for assessing OHRQoL
[16-18]. Derived from Locker's model of oral health, the OHIP-
14 consists of seven domains and is frequently employed in TMD
research [12, 13, 19, 20]. However, the OHIP's seven-domain
structure doesn't align well with empirical data [16, 21]. Instead, a
set of four dimensions, namely oral function (OF), orofacial pain
(OP), orofacial appearance (OA) and psychesocial impact (PI),
were identified using exploratory factor analysis [22]. These di-
mensions were later verified and validated through further anal-
yses, establishing a more psychometrically robust and clinically
plausible structure for OHIP and OHRQoL in general [23-25].
Moreover, the four dimensions were also found to underlie den-
tal patient-reported outcome measures (AIPROMs) and were de-
termined to be the primary drivers compelling dental patients to
seek care worldwide [26-29]. In light of these discoveries, an in-
ternational group of oral health researchers recommended adopt-
ing the four dimensions as the common metric for assessing the
impact of oral diseases and exploring the effectiveness of dental
interventions. This involved re-mapping and scoring the OHIP
and its iterations, including the OHIP-14 [16, 29, 30].

The four-dimensional impact of different TMD symptoms on
OHRQoL has not been documented among non-clinical young
adults in community settings [30, 31]. Furthermore, correlation

analyses need to be conducted between the OHIP dimensions
and domains to substantiate the use of the physical disability,
physical pain, psychological discomfort and handicap domains
to represent OF, OP, OA and PI dimensions, respectively [16].
Therefore, the threefold objectives of this study were to (1) in-
vestigate the impact of intra-articular and/or pain-related TMD
symptoms on the four OHIP dimensions, (2) identify which
OHIP dimensions are primarily affected by various TMD symp-
toms and (3) establish correlations between the four OHIP
dimensions and the seven OHIP domains. The research hy-
potheses were as follows: (a) TMD symptoms significantly di-
minished the OHRQoL of young adults; (b) the affected OHIP
dimensions varied depending on the presence of TMD painand/
or dysfunction; and (c) the physical disability, physical pain,
psychological discomfort and handicap domains exhibited mod-
erate to strong correlations with the OF, OP, OA and PI dimen-
sions, correspondingly.

2 | Methods
2.1 | Study Design and Sample

Ethics approval for this research was duly obtained from the
Institutional Review Board of Trisakti University School of
Dentistry (ID: 377/S1/KEPK/FKG/8/2020). Young adults were
recruited from a large university using a non-probabilistic vol-
untary sampling approach. The recruitment process extended
from January to December 2021, leveraging various channels
such as the university's intranet portal and direct interpersonal
engagement. To attain a 95% confidence level with a 5% margin
of error, taking into account the university's student population
of 21000 individuals and a previously reported prevalence rate
of 59% for TMD symptoms in a comparable sample, the study
required a minimum of 366 participants [32]. The inclusion
criteria involved individuals aged 18-24 proficient in English,
while the exclusion criteria comprised those with a history of
prior orofacial trauma/orthognathic surgery, as well asindividu-
als currently undergoing treatment for debilitating physical and/
or psychological conditions that impeded independent living.
Additionally, participants with incomplete surveys were also
omitted. After providing informed consent, participants were
directed to complete a comprehensive online survey, which in-
cluded demographic information, the quintessential five TMD
symptoms of the DC/TMD (5Ts) and the OHIP-14 [4, 18].

2.2 | Study Measures

The 5Ts screening tool involves the five key TMD symptoms
specified in the DC/TMD Symptom Questionnaire (SQ), com-
prising three intra-articular symptoms (TMJ noises, closed and
open locking) and two pain-related symptoms (masticatory
muscle/TMI pain and headache) [4, 5]. It demonstrated high ac-
curacy in detecting all TMDs, IT and PT, with corresponding
areas under the receiver operating characteristics curves of 0.98,
0.98 and 1.00, respectively [4, 5]. Furthermore, the 5Ts exhibited
high sensitivity, ranging from 96.1% to 99.2%, and 100% speci-
ficity in identifying the various TMD conditions [4]. Recently,
the validity of the 5Ts tool was reaffirmed, and enhancements
were made by including options to indicate the frequency and
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differentiate muscle/TMJ pain [33]. TMD symptoms were eval-
uated over 30days, with participants categorised as either ‘5Ts-
negative’ (no TMD symptoms [NT]) if they responded ‘no’ to all
five questions or as ‘5Ts-positive’ (with TMD symptoms [WT])
if they answered ‘yes’ to any of the five items. The *5Ts-positive’
participants were subsequently stratified into subgroups based
on the presence of 1T, PT or CT symptoms [4, 32].

OHRQoL was assessed using the OHIP-14 questionnaire, which
contained 14 items. The items were grouped into four dimensions
(OF, OP, OA and PI) and seven domains (functional limitation,
physical pain, psychological discomfort, physical disability, psy-
chological disability, social disability and handicap), as outlined
in Table 1 [16, 18]. A 5-point response scale was employed for
scoring the items, where ‘never’ equated to 0 points, ‘hardly’ to 1
point, ‘occasionally’ to 2 points, ‘fairly often’ to 3 points and ‘very
often’ to 4 points. Severity scores for total OHIP, individual di-
mensions and domains were calculated by summing the ordinal
values of all 14 items or dimension/domain-specific items, To sup-
port the comparison of dimensional impacts, normalised severity
scores were computed by dividing the sum of dimension scores
by the number of stipulated items, thereby normalising the scores
with a common score range of 0-4. Larger severity scores indicate
more impairments to quality of life and a lower OHRQoL.

2.3 | Statistical Analyses

All statistical analyses were conducted using the Statistical
Package for the Social Sciences (SPSS) software version 28.0

(IBM Corporation, Armonk, New York, USA), with the sig-
nificance level set at 0.05. Categorical data were displayed as
frequencies with their corresponding percentages, whereas
numerical data were depicted using both means with standard
deviations and medians with interquartile ranges. Chi-square
test was employed to evaluate categorical data. Given the non-
normal distribution of OHIP data as per Shapiro-Wilk's test,
statistical comparisons among participant groups were per-
formed using Mann-Whitney U test or Kruskal-Wallis tests
with post hoc Dunn tests and Bonferroni correction, while
within-group comparisons were assessed with the Friedman
and Wilcoxon signed-rank tests. Correlation analysis between
the four OHIP dimensions and seven OHIP domains was
conducted using Spearman'’s rho correlation. The strength of
correlation coefficients (r,) was classified as weak, moderate
or strong, with cut-off values of 0.1, 0.4 and 0.7, correspond-
ingly [34].

3 | Results

The study included 1097 eligible participants, with a mean age
of 19.9years (SD=1.3), and 69.7% were women. Of these, 47.2%
were 5Ts-negative (NT), while 52.8% were 5Ts-positive (WT)
and experienced TMD symptoms. Among the 5Ts-positive indi-
viduals, the proportion with PT (38.8%) was notably higher than
those with CT (32.9%) and IT (28.3%). The 5Ts-positive group
was somewhat older than the 5Ts-negative group, and no signif-
icant difference in sex distribution was noted between the two
groups (Table 2).

TABLE1 | Distribution of OHIP-14 items for the four dimensions and seven domains.
Dimensions Domains
OHIP Items OF opP 0OA PI D1 D2 D3 D4 D5 D6 D7
1. Speaking/pronouncing . .
2. Sense of taste . .
3. Painful aching . hd
4. Uncomfortable eating . .
5. Self-conscious hd g
6. Tense . .
@ Unsatisfactory diet . .
8. Interrupted meals . .
9, Difficulty relaxing . .
10. Embarrassed . .
iliL] Irritable . .
12. Occupational difficulties hd hd
13. Unsatisfactory life . .
14 Unable to function . .
Total number of items 4 2 1 7 2 2 2 2 2 2 2

Abbreviations: D1 = functional limitation; D2= physical pain; D3 = psychological discomfort; D4= physical disability; D5 =psychological disability; D6 =social

v: D7 =handicap; OA = orofacial appearance; OF = aral function; OF = arofacial pain; PI = psychosocial impact.
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TABLE 2 | Demographic characteristics of the study sample.

5Ts-negative with no 5Ts-positive with TMD

Variables Total TMD symptoms (NT) symptoms (WT) P
n(%) 1078 (100%) 509 (47.2%) 569 (52.8%)
Age

Mean (SD) 19.9(1.3) 19.7 (1.3) 20.0 (1.3)

Median (IQR) 20.0 (19.0-21.0) 19.0 (19.0-21.0) 20.0 (19.0-21.0) <0.001*
Sex

Male, n (%) 327 (30.3%) 155 (30.5%) 172 (30.2%) 0.937%

Female, n (%) 751 (69.7%)
TMD sub-types

No TMD, 1 (%) 509 (47.2%)
Pain-related, n (%) 221 (20.5%)
Intra-articular, n (%) 161 (14.9%)

Combined, n (%) 187 (17.4%)

354 (69.5%)

509 (100%)

397 (69.8%)

— 221 (38.8%)
161 (28.3%)

187 (32.9%)

Note: Bald indicates p <0.05. Results of *Mann-Whitney U and *chi-square tests.

Table 3 shows the mean/median of OHIP dimension and domain
scores for the four participant groups. Individuals with TMD
symptoms presented significantly higher scores for all OHIP di-
mensions and domains compared to their peers without TMD
symptoms (CT, PT, IT>NT). Moreover, substantial differences in
total OHIP, OP and PI dimension scores, as well as physical pain,
physical disability and psychological disability domain scores,
were observed between those with CT and IT (CT >IT). Table 4
presents the mean/median normalised OHIP dimension scores.
For all participant groups, OP and OA scores were significantly
higher than OF and PI scores (OF, OA > OF, PI). Additionally, no
significant differences in scores were observed between OP and
OA, as well as between OF and PI normalised scores.

Table 5 indicates the correlations between the four OHIP di-
mensions and seven OHIP domains. The correlations between
dimension and domain scores were highly significant (p <0.001)
and generally moderate to strong except for OA with functional
limitation (r, =0.35). The strongest correlations between the four
dimensions and discrete domains were as follows: OF and physi-
cal disability (r, =0.92), OP and physical pain (r,=1.00), OA and
psychological discomfort (r, =0.93) and P1 and psychological dis-
ability (r,=0.90).

4 | Discussion

This research is an initial exploration into the impact of differ-
ent TMD symptoms on the four OHRQoL dimensions in young
adults. It identified the dimensions primarily affected by the vari-
ous symptoms and correlated the four dimensions with the seven
OHIP domains. In addition to being more reliable and relevant,
adopting the four dimensions as a standardised metric enables
comparisons among various OHRQoL measures, oral diseases
and dental interventions. It also facilitates decision-making in

clinical practice, enhances communication and collaboration and
aids in policy development [23-25]. Given the significant impact
on OHRQoL caused by TMD symptoms and the largely moderate
to strong correlations between OHIP dimensions and domains,
the first and third research hypotheses were supported. However,
the second research hypothesis was not upheld, as the primarily
affected OHIP dimensions were consistent across all participant
groups. University students were selected as the young adult pop-
ulation due to their vulnerability to chronic pain, including TMDs,
which may stem from psychological distress induced by academic
stress, social pressures and lifestyle adjustments [35, 36]. The prev-
alence of TMD symptoms observed fell within the documented
range for the general population [3, 37]. Participants experiencing
TMD symptoms tended to be slightly older, which could be associ-
ated with increased academic stressors and class hours as courses
progressed [38].

4.1 | Comparison of TMD Symptoms

The presence of TMD pain and/or dysfunction significantly
impaired overall OHRQoL as well as all OHIP dimensions and
domains. Additionally, the combination of pain-related and
intra-articular TMD symptoms reduced overall OHRQoL and
negatively affected the OP and PI dimensions, along with the
physical pain, physical disability and psychological disability do-
mains, when contrasted with painless intra-articular symptoms
alone. This could be partially attributed to the increased likeli-
hood of young adults with CT experiencing more TMD pain and
dysfunction, possibly linked to elevated levels of psychological
distress and reliance on maladaptive coping strategies, including
oral parafunction [32, 39]. Findings corroborated those of previ-
ous studies, emphasising the significant influence of TMDs on
OHRQoL, particularly concerning the physical and psychosocial
aspects [12, 13, 20, 40].
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TABLE 3 | Mean/median OHIP dimension and domain scores for the four participant groups.

Pain-related Intra-articular Combined
Variables NoTMD (NT) TMD (PT) TMD (IT) TMD (CT) p* Post hoc”
Total OHIP-14
Mean (SD) 87(8.7) 13.8(9.6) 12.6(11.3) 15.4(10.5)
Median 6.0 (2-13) 12.0 (6.0-19.5) 10.0(3.5-18.0) 14.0 (7.0-22.0)  <0.001 CT, PT, IT>NT
(IQR) CT>IT
Dimensions
Oral function (OF)
Mean 2.2(2.7) 3.6(29) 32(3.2) 3.8(3.2)
(SD)
Median 1.0 (0.0-4.0) 3.0 (1.0-6.0) 2.0(0.5-5.0) 3.0(2.0-6.0) <0.001 CT, PT, IT> NT
(IQR)
Orofacial pain (OP)
Mean 17 (1.6) 2.6(19) 2.4(2.0) 3.0(2.0)
(SD)
Median 2.0(0.0-3.0) 2.0(1.0-4.0) 2.0 (1.0-4.0) 3.0(2.0-4.0) <0.001 CT,PT.IT>NT,
(IQR) CT>1IT
Orofacial appearance (OA)
Mean 11(1.2) 1.6(1.3) 1.5(1.3) 1.8(L.5)
(SD)
Median 1.0 (0.0-2.0) 2.0 (0.0-3.0) 2.0 (0.0-3.0) 2.0(0.0-3.0) <0.001 CT,PT,IT>NT
(IQR)
Psychosocial impact (PT)
Mean 3.6(4.6) 6.1(5.5) 5.5(5.9) 6.8 (5.7)
(SD)
Median 2.0(0.0-6.0) 4.0(2.0-9.0) 4.0 (1.0-8.0) 6.0 (2.0-10.0) <0.001 CT, PT, IT> NT
(IQR) CT>IT
Domains
Functional limitation (D1)
Mean 0.8(1.3) 1.3(1.6) 1.2(1.7) 1.2(1.5)
(SD)
Median 0.0 (0.0-1.0) 1.0 (0.0-2.0) 1.0 (0.0-2.0) 1.0 (0.0-2.0) <0.001 CT, PT, IT> NT
(IQR)
Physical pain (D2)
Mean 17 (1.6) 2.6(19) 2.4(2.0) 3.0(2.0)
(SD)
Median 2.0(0.0-3.0) 2.0(1.0-4.0) 2.0 (1.0-4.0) 3.0 (2.0-4.0) <0.001 CT, PT,IT> NT
(IQR) CT>IT
Psychological discomfort (D3)
Mean 1.6 (1.8) 25(2.2) 22(2.0) 2.8(2.2)
(SD)
Median 1.0 (0.0-3.0) 2.0 (0.0-4.0) 2.0 (0.0-4.0) 2.0 (1.0-4.0) <0.001 CT, PT, IT> NT
(IQR)

(Continues)
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TABLE 3 | (Continued)

Pain-related Intra-articular Combined
Variables NoTMD (NT) TMD (PT) TMD (IT) TMD (CT) p* Post hoc”

Physical disability (D4)

Mean 1.4(1.7) 2.3(2.0) 1.9(1.9) 2.6(2.1)

(SD)

Median 1.0(0.0-2.0) 2.0(0.0-4.0) 2.0(0.0-3.0) 2.0 (1.0-4.0) <0.001 CT, PT, IT>NT

(IQR) CT>IT
Psychological disability (D5)

Mean 1.3(1.7) 2.2(2.0) 21(2.1) 2.6 (2.0)

(SD)

Median 1.0(0.0-2.0) 2.0(0.0-4.0) 2.0 (0.0-4.0) 2.0 (1.0-4.0) <0.001 CT, PT, IT>NT

(IQR) CT>IT
Social disability (D&)

Mean 0.9 (1.5) 1.5(1.9) 1.3(1.8) 1.6(1.9)

(SD)

Median 0.0 (0.0-1.0) 1.0 (0.0-2.0) 1.0 (0.0-2.0) 1.0 (0.0-3.0) <0.001 CT, PT, IT>NT

(IQR)
Handicap (D7)

Mean 0.9(1.4) 1.5(L7) 14(1.8) 1.6 (L.8)

(SD)

Median 0.0 (0.0-2.0) 1.0 (0.0-2.0) 1.0 (0.0-2.0) 1.0 (0.0-3.0) <0.001 CT, PT, IT>NT

(IQR)

Note: Bold indicates p <0.05. Results of *Krusk al-Wallis and “Dunn tests with Bonferroni correction.

4.2 | Comparison of OHIP Dimensions

The use of normalised scores allowed for the standardised eval-
uation of the four OHIP dimensions. In all participant groups,
the OP and OA dimensions were significantly more affected
than the OF and PI dimensions. While the disparity in impact
between the OP and OF/PI dimensions is evident, the signifi-
cance of the OA dimension warrants further clarification, es-
pecially since it was also observed in participants without TMD
symptoms [30]. According to the recommended mapping, the
OA dimension is only assessed by a single question in the OHIP-
14: ‘Have you been self-conscious because of your teeth, mouth
or jaws? (item 5)’ [16, 29]. As dental malocclusion, which may be
related to dentofacial disharmonies, has considerable effects on
OA and is associated with OHRQoL, much of the impact on OA
may result from untreated malocclusion [41, 42]. Nevertheless,
a recent study of prospective orthodontic patients found that
TMDs influenced OHRQoL more than the severity of malocclu-
sion [43]. The moderate to strong correlations of OA with OP, OF
and P1 (r,=0.465-0.674) provided some evidence to support this.

Montero et al. [44], employing both exploratory and confirma-
tory factor analyses, determined that the OHIP-14 has a three-
dimensional structure, comprising only OF, OP and PL Their
model was subsequently applied in TMD research, revealing
that the OP and PI dimensions, which exhibited moderate to
strong relationships, were more impacted than the OF dimen-
sion [31]. The three-dimensional structure of the OHIP-14 might

be better suited for TMD research, as it corresponds with exist-
ing literature and the limited relevance of OA to TMDs, except
in situations of dentofacial deformities resulting from severe
TMIJ degeneration [31]. Considering the aforementioned infor-
mation, it is advisable to minimise or even omitemphasis on the
0A dimension when using the OHIP-14 mapping recommended
by the international workgroup for TMD research.

4.3 | Correlations Between OHIP Dimensions
and Domains

Correlational analyses were conducted to confirm the inter-
national workgroup's recommendation to use the physical dis-
ability, physical pain, psychological discomfort and handicap
domains as representations of the OF, OP, OA and PI dimen-
sions, correspondingly, in OHIP assessments [16, 29]. While the
strongest correlations for OF, OP and OA were consistent with
those proposed by the international workgroup, there was a
variation for the Pl dimension. The highest correlation coeffi-
cient was noted between PI and psychological disability, with
additional strong associations evident in the psychological dis-
comfort (r,=0.78), social disability (r,=0.78) and handicap do-
mains (r,=0.83). Similarly, strong correlations were discerned
between OF and functional limitation (r,=0.75), as well as be-
tween OA and psychological disability (r,=0.71). This implies
that there may be some overlap in the concepts measured by the
various OHIP-14 domains [45]. As such, the handicap domain
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TABLE 4 |

Normalised mean/median OHIP dimension scores for the four participant groups.

Orofacial
Oral function Orofacial appearance Psychosocial
Variables (OF) pain (OP) (0A) impact (PI) p* Post hoc”
5Ts-negative
No TMD symptoms (NT)
Mean (SD) 0.6 (0.7) 0.9 (0.8) 1.1(1.2) 0.5(0.7)
Median 0.3 (0.0-1.0) 1.0 (0.0-1.5) 1.0(0.0-2.0) 0.3(0.0-0.9) <0.001 0OA, OP>OF, PI
(IQR)
5Ts-positive
With TMD symptoms (WT)
Mean (SD) 0.9 (0.8) 1.3(1.0) 1.6(1.4) 0.9(0.8)
Median 0.8(0.3-1.3) 1.0 (0.5-2.0) 2.0 (0.0-3.0) 0.6 (0.3-1.3) <0.001 0A, OP>OF, PI
(IQR)
Intra-articular TMD (IT)
Mean (SD) 0.8 (0.8) 1.2 (1.0) 1.5(1.3) 0.8(0.8)
Median 0.5(0.1-1.3) 1.0 (0.5-2.0) 2.0 (0.0-3.0) 0.6 (0.1-1.1) <0.001 0A, OP > PI, OF
(IQR)
Pain-related TMD (PT)
Mean (SD) 09 (0.7) 1.3 (L0) 1.6(1.3) 0.9 (0.8)
Median 0.8 (0.3-1.5) 1.0 (0.5-2.0) 2.0 (0.0-3.0) 0.6 (0.3-1.3) <0.001 0A, OP>OF, PI
(IQR)
Combined TMD (CT)
Mean (SD) 0.9 (0.8) 1.5 (L0) 1.8(1.5) 1.0(0.8)
Median 0.8 (0.5-1.5) 1.5 (L.0-2.0) 2.0 (0.0-3.0) 0.9 (0.3-1.4) <0.001 OP, 0A > PI, OF
(IQR)

Note: Bold indicates p <0.05. Results of *Friedman and *Wilcoxon signed-rank tests with Bonferroni correction.

can still be used to reflect the PT domain given their close to very
strong relationships.

4.4 | Study Limitations

The study was subject to some limitations. Firstly, the use of a
cross-sectional design limits the ability to establish causality
between TMD symptoms and the dimensions and domains of
OHRQoL. To determine causal relationships, a longitudinal
study would be necessary. Secondly, the study focused solely on
TMDs and did not assess other oral conditions, such as caries,
periodontal disease and malocclusion, which could also affect
OHRQoL [46]. Thirdly, the findings may not be easily gener-
alised to other age groups or TMD patient populations, as the
study involved young adults from a single university. Moreover,
the sample had a higher proportion of female participants, likely
due to women's greater tendency to engage in online surveys [47].
However, the strong alignment of the results with those from
more diverse populations suggests that the underlying mecha-
nisms are robust, reinforcing the strength of the findings despite
differences in the study population and lending support to their

cautious generalisability [16, 26]. Lastly, although the measures
for assessing TMD symptoms and OHRQoL were validated, they
are self-reported, which can introduce information partialities,
including recall and social desirability biases [48]. That said,
the four-dimensional impact of PT and/or IT symptoms in this
study appears to have mitigated these potential biases. Future
research should prioritise longitudinal studies to establish cau-
sality between TMD symptoms and OHRQoL, with consider-
ation for both general and TMD patient populations to enhance
generalisability. Additionally, TMDs and a broader range of oral
conditions should be physically assessed to minimise biases in
self-reported measures.

5 | Conclusion

This study represents the first large-scale validation of the four-
dimensional impact framework in a non-clinical sample of
young adults, specifically addressing the consequences of TMD
symptoms. Pain-related and/or intra-articular TMD symptoms
are common among young adults, affecting approximately 53%
of the participants in the study. TMD pain and dysfunction,
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TABLE 5 | Correlations between the four OHIP dimensions and seven OHIP domains for all participants.

OHIP dimensions

Orofacial Orofacial Psychosocial
Variables Oral function (OF) pain (OP) appearance (OA) impact (PI)
OHIP dimensions
Oral function (OF) — 0.68 047 0.67
Orofacial pain (OF) 0.68 — 0.49 0.60
Orofacial appearance (OA) 0.47 0.49 — 0.67
Psychosocial impact (P1) 0.67 0.60 0.67 —
OHIP domains
Functional limitation (D1) 0.75 0.49 0.35 046
Physical pain (D2) 0.68 1.00 0.49 0.60
Psychological discomfort (D3) 0.55 0.56 0.93 0.78
Physical disability (D4) 0.92 0.65 0.44 0.65
Psychological disability (DS) 0.60 0.58 0.71 0.90
Social disability (D &) 0.56 0.46 0.40 0.78
Handicap (D7) 0.53 0.44 0.53 0.83

Note: Results of Spearman’s correlation. All displayed associations were significant (p < 0.001). Bold indicates the strongest correlations.

especially when concurrent, can significantly impair the OF, OP,
OA and PI dimensions of OHRQoL. The dimensions concern-
ing OP and OA seem to be more affected than those associated
with OF and PI, even in individuals without TMD symptoms.
As dental malocclusion and related conditions exert consider-
able effects on OA and are associated with OHRQoL, it is advis-
able to minimise or even omit emphasis on the OA dimension
when using the OHIP-14 mapping recommended by the interna-
tional workgroup for TMD research. Apart from OA and func-
tional limitation, moderate to strong associations were observed
among OHIP dimensions and domains. The strong correlations
observed between the physical disability, physical pain, psycho-
logical discomfort and handicap domains and the OF, OF, OA
and PI dimensions confirmed their suitability as representa-
tions for the four dimensions. However, within the field of TMD,
there exists some degree of overlap in the concepts measured
by the four dimensions, warranting further investigation. The
adoption of the four dimensions as the standardised metric for
assessing OHRQoL can facilitate comparability between stud-
ies and enhance understanding of the impacts of TMDs, as well
as the outcomes of bio-psychosocial interventions aimed at ad-
dressing them.
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