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Abstract: Myofascial pain syndrome

Received: 2024, 15, Nov (MPS) is a type of pain that arises from

Accepted: 2024, 21, Dec myofascial trigger points in skeletal muscle. The
Published: 2025, 09, Jan . e .

symptoms of MPDS include pain, limited jaw

movement, and tenderness in the masticatory
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Patients are also treated with physiotherapy using
ultrasound and transcutaneous nerve stimulation
(TENS), trigger point dry needling, and occlusal
splints (night guards) with local massages using
olive oil. Findings: Every treatment approach will
reduce MFPD to varying degrees while causing
various systemic and local adverse effects.
DISCUSSION:  Accurate  diagnosis  and
appropriate treatment based on knowledge of the
disorder's genesis are essential for the effective
care of individuals with MPDS syndrome.
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Introduction

For a long time, MPDS has been a mystery and a major unknown. Some people have even
questioned if MPDS truly exists at all, or if it is a hoax made up by the experts [1]. It is more
prevalent in young, single women and men. It typically happens to people aged 15 to 35 [2]. MPDS
was caused by inflammation of the fibrous tissues surrounding the ligaments, muscle tissue, and
the outer layer of the stomatognathic system in earlier decades. "Dysfunction of the masticatory
and associated muscles characterized by local pain and muscle stiffness” [1] is the new definition
of this syndrome. One of the most frequent causes of persistent musculoskeletal discomfort that
does not result in harmful temporomandibular joint alterations is MPDS. It is actually a psychiatric
illness that affects the masticatory muscles and causes pain, jaw deviation, clicking sounds, and
sensitivity when one or more masticatory muscles or their tendons are touched [3]. Its
physiopathology, clinical presentation, and course of treatment are still unknown, but [2]. The
most commonly used treatment approach at the moment is addressing the underlying cause.

2. Etiology

MPDS has several different etiological causes. Muscle spasm is a contributing element to
myofascial pain dysfunction syndrome, according to the psychophysiological theory. The main
etiological elements that contribute to the development of chronic oral habits that result in muscle
tiredness are emotional considerations. Some people report experiencing pain just after a lengthy
dental procedure or the extraction of their mandibular third molars. It has been suggested that the
potential etiological pathways of aberrant depolarization include presynaptic, synaptic, and
postsynaptic and deficiencies of acetylcholinesterase [1].

3. Prevalence and epidemiology

Since there are no strict diagnostic requirements that patients must fulfill, it can be challenging to
estimate the frequency of myofascial pain. Authors have proposed a wide range of estimates for
MPDS prevalence as described. It should be mentioned that between 20 and 95 percent of
individuals who see their medical practitioners and pain treatment facilities with musculoskeletal
discomfort will be diagnosed with myofascial pain. The age range of 27 to 50 is when this ailment
most commonly affects people. Additionally, it is most frequently observed in patients with post-
whiplash syndrome, temporomandibular disorders, persistent tension-type headaches, and facial-
jaw discomfort [4,5].

According to some studies, up to 85% of people in the general population suffer from myofascial
pain, with rates varying between men and women. However, according to some articles, women
are more likely than men to experience MSPD [6]. It is estimated that 85% of patients attending
chronic pain clinics and roughly Thirty percent of individuals with MSPD in their muscles attend
internal medical clinical. In fact, myofascial pain has been found to be the most common source
of pain, responsible for 54.6% of persistent head and neck pain and 85% of vertebrate
column discomfort [7]. According to another source, myofascial trigger points can cause a pattern
of referred pain and are as common as 85% of people in general during the course of their lives
[8]. These figures highlight the frequency of people experiencing this kind of pain and highlight
how critical it is to identify and appropriately treat these patients.

Skootsky et al.'s study [9] examined the prevalence of MPS in patients who visited an academic
primary care general medicine clinic. A questionnaire asking about pain and where it was located
on a body diagram was given to the patients. In order to establish a clinical diagnosis of myofascial
pain, patients who experienced pain were then inspected for distinct painful spots. After excluding
some of the 201 patients who were asked to participate, the study had 172 participants. Initial
symptoms of musculoskeletal pain were made by 54 (31%) of the 172. Out of the 201 individuals
who were initially tested, 16 of them satisfied the MPS criteria, accounting for 30% of patients
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with musculoskeletal pain.

4. Etiology

» Habits like bruxism Pathophysiology.
Intracapsular disorders

Emotional turmoil

Injury to muscle fiber type |
Transmission of pain to the CNS
Direct or indirect trauma

Spine pathology

YV V.V V V V V

Occlusal disturbances
» Activation of muscle nociceptors [5].
5. Risk factors

Numerous risk variables, such as age, sex, occupational factors, and psychological factors, have
been linked to the development of myofascial pain. Myofascial trigger points are more common
as people age, maybe as a result of altered muscle structure and function. Women are more likely
than men to suffer from myofascial pain, which may be brought on by changes in hormones and
muscle physiology [10].

The risk of myofascial pain might be raised by occupational factors such lengthy or repeated
activity, poor ergonomics, and high levels of stress. Due to muscle usage and exhaustion, those
who engage in repetitive tasks or hold still for extended periods of time are more likely to develop
myofascial trigger points [11]. Stress, worry, and depression are among the psychological
variables that have been linked to the onset of myofascial pain. While psychological discomfort
can lower the pain threshold and increase sensitivity to pain, chronic stress can cause muscle
tension and trigger point development [10].

6. Pathophysiology

The precise pathophysiology of MPS is still unclear today. A lot of scholars look for scientific
proof and develop theories. Muscle fiber energy crises is one of the most widely accepted theories
[12]. Muscle hypoxia and ischemia can result from repetitive or prolonged exercise that overloads
the muscle fibers. Furthermore, intracellular calcium pumps malfunction as a result of energy loss.
An intracellular calcium surge causes prolonged muscle contraction, which results in the formation
of taut bands. Additionally, the discomfort and sensitivity of the injured muscles are exacerbated
by inflammatory mediators. Apart from this theory, a number of other theories have been put up
to explain MPS, including neurogenic inflammation, sensitization, and limbic dysfunction [13—
16].

7. Treatment and Management

Relieving pain and addressing triggering causes are the two main objectives of MPS treatment.
MPS can be treated in a variety of ways. Every patient should receive instruction on ergonomic
adjustments and stretching techniques. Although muscle relaxants and NSAIDs are frequently
recommended, there is currently conflicting information about their efficacy [17]. The
management of MPS heavily relies on physical modalities. Low power lasers and extracorporeal
shockwaves have been shown in numerous studies to dramatically lessen pain in MPS patients
[18]. Transcutaneous stimulation of the nerves has a short-term, but not long-term, impact on pain
management. Although therapeutic ultrasonography is frequently used to treat MPS, there is
conflicting evidence regarding its positive effects [19]. Clinicians may employ more invasive
techniques to treat MPS in certain patients. A helpful method for releasing TrPs is dry needling,
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in which medical professionals use a tiny needle. To further reduce discomfort, clinicians can
additionally inject TrP with a local anesthetic. The therapeutic benefits of local anesthetic injection
and dry needling for MPS were validated by systematic reviews [20]. MPS can potentially be
treated with acupuncture [21-22].

8. Differential Diagnosis

The most prevalent sign of several illnesses, including MPS, is regional discomfort. Tendinopathy,
bursitis, and nerve impingement are common disorders that should be ruled out through clinical
study. The place and patterns of pain serve as the basis for the differential diagnosis. Patients with
medial elbow pain, for instance, ought to be assessed for cubital tunnel syndrome or medial
epicondylitis. Fibromyalgia should be taken into consideration for people with persistent multiple
TrPs [23].

Many people have fibromyalgia, a persistent pain condition. There are two primary differences
between chronic MPS and fibromyalgia. Patients with FMS initially have dispersed muscle painful
areas without taut bands and transmitted discomfort. Therefore, doctors should palpate the area of
pain thoroughly. Second, comorbid problems such depression, sleeplessness, numbness, dizziness,
and dysmenorrhea are common in fibromyalgia patients. MPS seldom causes these symptoms [24-
30].

9. Conclusions

One kind of muscle pain syndrome linked to trigger points is myofascial pain syndrome. It has a
well-defined pathophysiology that results in the formation of a distinctive taut or hard band in
tender muscles, which causes pain to radiate to other locations. Once it becomes chronic, it spreads
widely. But with the right treatment plans, myofascial pain syndrome can be resolved.
Nonetheless, myofascial pain syndrome symptoms might persist for years in many patients. The
best results come from a multimodal approach to treatment.
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