
Introduction

Pain is defined as an unpleasant sensory and/or emo-
tional experience associated with actual or potential tissue
damage (9). Pain may be classified into short-term (acute)
and long-term (chronic) (11). The differentiation between
acute and chronic pain can be difficult and guidelines va-
ries among centres. An acute episode is characterised by
a “sharp” onset due to local inflammatory effect followed
by tissue damage and usually resolves within few hours to
twelve weeks (2); while chronic pain is known to be “dull”
and last longer than 3 months. This may also apply to pain
in the temporomandibular region. Management of pain
here depends on the duration of symptoms, nature (arthro-
genic or myogenic) and any other associated symptoms (8,
10); which can include clicking, locking, trismus, jaw devia-
tion, swelling, ear fullness, tinnitus and headache (3, 6).

Psychological factors have been implicated in pain in
TMD patients, but the mechanism is not fully understood
yet. Phobias have been reported in this group of patients
which can be described as an irrational fear or hatred,

which is significant enough to be manifested as an illness
(1). Such special group (phobic patients) should be managed
with care; early psychiatric involvement and continuous re-
assurance should be implemented (8).

Specific questionnaires are used when such underlying
problems are identified (8, 12, 15). The Illness Attitude Scale
(IAS) is used in assessing attitudes in hypochondriacs and
patients with abnormal illness behaviour (17). Canceropho-
bia and heart disease phobia are two common psychologi-
cal entities which can be assessed by the Illness Attitude
Scale.

The aim of this prospective study was to apply the IAS
to assess the relationship between phobia (cancerophobia
and heart disease phobia) and pain (acute or chronic) in
patients with termporomandibular disorders.

Subjects and Methods

The protocol of the study was approved by the Local
Ethics Committee for Human Research. The work was in
accordance with the Declaration of Helsinki and its amend-
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ments. Patients were provided with information sheets ex-
plaining the purpose of the study in non-scientific terms
and provided informed consent.

The cohort included 22 consecutive temporomandibu-
lar disorders patients. There were 14 females with a mean
age of 33.2 years and 8 males with a mean age of 37.8 years.
Inclusion criteria were patients between 16–55 years of age
with acute or chronic pain secondary to TMD. Patients
with bone pathology, trauma and ongoing degenerative
joint process were excluded from the study. Three months
duration was the cut off between acute and chronic pain.

Recruited patients fell under the first two groups (myo-
pathy and arthropathy) of Axis-I of the “Research Diagnos-
tic Criteria for TMDs” (RDC-TMD), (16). The patients
were asked to complete the “Kellner” or “IAS” question-
naire, and this was followed by full clinical examination to
the temporomandibular region.

The Illness Attitude Scales were developed by Robert
Kellner as a clinimetric index for measuring hypochondria-
cal fears and beliefs. The scales have been extensively used
in the past two decades. According to the guidelines of
Kellner, the items are distributed in the following way within
the 9 IAS: 1. Worry about illness (items 1–3); 2. Concerns
about pain (items 4–6); 3. Health habits (items 7–9); 4.
Hypochondriacal beliefs (items 10–12); 5. Thanatophobia
(items 13–15); 6. Disease phobia (items 16–18); 7. Bodily
preoccupations (items 19–21); 8. Treatment experience
(items 22–24); 9. Effects of symptoms (items 25–27).

The facial part of the examination involved inspection,
palpation and auscultation. The muscles of mastication pal-
pated included the masseter, temporalis and medial and la-
teral pterygoids; assessment for tenderness, stiffness and
muscle bulk took place. The joint noises (clicking, crepita-
tions) were assessed by palpation of the preauricular region
during jaw movement and auscultation. Full examination of
all the 12 cranial nerves took place as part of the facial as-
sessment.

The intra-oral part of the examination involved inspec-
tion of the dento-oral tissues, occlusion and assessment of
the cranial nerves that supplies the oral cavity.

Statistical analysis

Descriptive statistics were applied to assess the correla-
tion between (acute and chronic) pain patients and cance-
rophobia and heart disease phobia using SPSS 13 statistical
package. Chi-square and Pearson tests were applied to as-
sess for significance.

Results

Performing X2, the patients reporting cancerophobia li-
nearly suffered from heart disease phobia (p<0.01); (using
Pearson: p=0.001 and Pearson’s r=0.650).

The reliability analysis showed that Illness Attitude
Scale was reliable with Cronbachs Alpha=0.7865 and F-ra-
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Fig. 1: Histogram showing the distribution of the heart di-
sease phobic patients on the Illness Attitude Scale. The Y-
axis represents the number of patients with heart disease
phobia, while the X-axis indicates the severity of the scale.
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Fig. 2: Histogram showing the distribution of the cance-
rophobic patients on the Illness Attitude Scale. The Y-axis
represents the number of patients with cancerophobia, while
the X-axis indicates the severity of the scale.
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tio=0.0504. Furthermore, performing a stepwise linear re-
gression, the heart disease phobia acted as a predictor for
cancerophobia (p=0.001).

The 95% confidence interval for the difference was used
to measure the interval estimation with an associated pro-
bability (0.05) – which was found to be 1.10–2.07 for can-
cerophobia and 1.11–2.15 for heart disease phobia where
the mean is 1.64 and 1.68, respectively.

Histograms were created to show distribution of the
cancerophobic and heart disease phobic patients on the
Illness Attitude Scale (Figures 1 and 2). While in figure 3,
the distribution of both groups of phobic patients is ex-
pressed in relation to the Illness Attitude Scale.



Comparisons were carried out in the chronic group
(n=15) and was significant (p=0.034 and r=0.549); while in
the acute group no significance was identified.

Discussion

Disease phobia refers to a psychological state when the
person continuously thinks that he/she is sick and impro-
vement from the condition is impossible. Disease phobia in
patients suffering from pain, secondary to temporoman-
dibular disorders (TMDs), is usually the consequence of
long-term problems; diagnosis and treatment of this group
is a real challenge for healthcare professionals.

The Illness Attitudes Scale (IAS) is a self-rated measure
that consists of nine subscales designed to assess fears, at-
titudes and beliefs associated with hypochondriacal con-
cerns and abnormal illness behaviour (7, 17). The VI
subgroup can be used to measure the disease phobia in
chronic pain in TMD patients.

The importance of “Illness Attitude Scale” lies in the
chronic pain group. Pain presentation in chronic terms sug-
gests that this could be linked or associated with conversion
reaction (15). Psychosocial stressors are temporarily related
to the conversion of unconscious psychological conflict
into a loss of normal function (13).

Correct approach to pain in TMD patients should in-
volve clinical and psychosocial evaluation. History taking is
the most important diagnostic method, with informed reas-
surance being the most reliable management. This ap-
proach was found very useful in around 80 % of patients
when used in conjunction with simple analgesics, physio-
therapy and occlusal splints (12). Informed reassurance
and placebo were found to be effective in relieving symp-
toms in 45 % of patients (5). Early intervention may pre-
vent the development of chronicity (4, 14).

Chronic pain in TMD patients is known to be associated
or result in stress, anxiety and depression; cancerophobia
and heart disease phobia in TMD patients are factors that
need to be taken in consideration when managing chronic
pain in TMD patients.
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Fig. 3: The distribution of heart disease phobic and cance-
rophobic patients in relation to the “severity” of the Illness
Attitude Scale.
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