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Biopsychosocial Pain Model Crippled?

At the beginning of the nineties, a group of 
researchers and clinicians proposed a new 
classification system for temporomandibular 

disorders (TMD).1 The goal was to develop standard-
ized diagnostic criteria for defining clinical subtypes 
of TMD to further the understanding of this disor-
der. The effort yielded a set of research diagnostic 
criteria, labeled RDC/TMD, used in many studies to 
define, standardize, and replicate the characteristics 
of the study samples. One of the great advantages 
of that classification system was the recognition that 
TMD patients cannot be diagnosed only according to 
physical signs but also to psychological, behavioral,  
and cognitive characteristics. Indeed, as it is for eve-
ry pain condition, there is a great variability in pain 
perception between patients having the same pathol-
ogy, a variability that is mainly due to the patient’s 
coping strategies and the consequences that the pain 
has on the psychosocial patient’s context.

Since publication of the RDC/TMD, a number of 
studies have been undertaken to validate the physi-
cal diagnoses. On the other hand, very little research 
dealt with the expansion of the patient psychoso-
matic evaluation and the analysis of whether and 
how psychosomatic factors may influence the disor-
der progression, although substantial evidence ex-
ists. A series of psychosocial factors, such as anxiety,  
depressed mood, distress, fear-avoidance beliefs, 
catastrophic thoughts, passive coping strategies, and 
social isolation, have been recognized as risk factors 
for the development of chronic pain in patients with 
musculoskeletal disorders, to which TMD belong.2–4 
Similar risk factors, including several aspects related 
to pain beliefs, have also been reported for TMD 
patients.5–7 In addition, psychosocial factors are at 
least as important for the treatment outcome as the 
initial pain intensity and the pathophysiology.8,9 The 
presence of these risk factors should, therefore, be 
addressed from the beginning of the therapy in order 
to decrease the risk of developing chronic pain in pa-
tients that are at risk.3,10 

Contrary to the intention of the RDC/TMD, the 
majority of studies on treatment outcome have not 
included a psychosocial diagnosis but instead com-
pared different treatment modalities matching the 
samples only for their physical diagnoses. It is, there-
fore, not surprising that the intervention studies con-
tinue to report that the vast majority of TMD patients 
can be managed with simple noninvasive therapies 
and that no one therapy seems to be clinically supe-

rior. This last observation proves that the therapies 
are not specific and that their comparable success 
rates are likely due to uncontrolled confounders, eg, 
the placebo effect. Yet, researchers continue repeat-
ing the same kind of studies hoping that, by improv-
ing the methodology or by changing for instance the 
design of an occlusal appliance, they will be able to 
find the “magic bullet.” It is difficult to foresee how 
research that does not take into consideration im-
portant risk factors may improve our understanding 
of TMD and provide us with the treatment of choice. 

Considering that TMD have a good prognosis and 
that the majority of patients can be managed even if 
the pain lasted for more than 3 or 6 months, there 
is a great need for a better understanding of those 
10% to 15% of patients who are therapy refractory, 
since they pose the greatest challenge. The clinical 
experience shows that in these individuals the pain 
is associated with high pain-related disability and 
psychosocial distress, challenging the definition of 
chronic pain based only on pain duration. Thus, it 
is mandatory to also define samples on chronic pain 
severity by using at least the Chronic Pain Grade 
Scale.11 Thus, improvement in TMD management 
likely requires definitions of the patients not only 
based on physical diagnosis and pain duration but 
also on psychosocial functioning. Türp and col-
leagues wrote: “A fundamental requirement for 
improved therapeutic outcomes is the clinician’s ac-
ceptance of the importance of psychological factors 
and knowledge about the efficacy and effectiveness 
of psychological interventions.”12 

Why has the message of the RDC/TMD not gotten 
across? Why does the scientific community continue 
disregarding this most relevant aspect of pain? This 
attitude seems to indicate that the biopsychosocial 
concept is not understood in its proper value. As 
stated by Klasser and Green,13 the word “biopsycho-
social” provides an excellent descriptor of the condi-
tion that pain patients are living with. “They have a 
biological problem (ie, activation of pain pathways, 
with or without a demonstrable pathologic condi-
tion) that may have psychological antecedents as 
well as behavioral consequences. This situation ex-
ists in a social framework that includes interpersonal 
relationships…which almost always produces major 
negative experiences for the patients as well as for 
their immediate families.” Unfortunately, the major-
ity of the studies comply only with the first part of 
the RDC/TMD, overemphasizing the importance of 
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the biological problem and  neglecting its impact on 
the psychosocial patient’s context. The failure of sci-
entific studies to analyze the psychosocial condition 
and to stress only the  physical, somatic condition 
emphasizes to the clinician that TMD patients can be 
treated solely with physical modalities and/or medi-
cations and that a psychosocial evaluation is impor-
tant only for chronic pain patients.

The field of TMD has undergone major transfor-
mations related, to a large extent, to the awareness 
that TMD are a localized form of a musculoskeletal 
pain condition that in the presence of an unfavor-
able psychosomatic context can become chronic, 
as it is for all other musculoskeletal-related pain 
conditions. For the dental profession, this implies a 
consciousness- raising of the consequences that the 
pain has in the emotional, affective, cognitive, and 
behavioral sphere. The new version of the diagnostic 
criteria for TMD (DC/TMD)14 expands the physi-
cal diagnoses, compromising on the initial project’s 
goal to use only diagnoses supported by scientific 
evidence. This unfortunate compromise was done 
in order to have the clinician use the DC/TMD in 
daily practice. It is to be hoped that the new version 
will succeed in an even far more important task, ie, 
in making researchers and clinicians implement the 
bio psychosocial pain model in all its three dimen-
sions. 

Sandro Palla
Associate Editor
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