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Abstract

Facial pain and its diagnosis have always posedeancha for the clinicians. The complex anatomy loé tregion
compounded with the variability of symptoms invalygresent a challenging situation during the manzpt of
orofacial pain. The dysfunction of these joint fl&sin a large proportion of complaints presentedhie dentists. With
ever increasing refinements in diagnostic and ineat modalities, dramatic advances have been nmadederstanding
the causes of facial pain related to joint and aurding musculature. Still the mystery exists rdgay the precise
diagnosis and treatment of facial pain.
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I ntroduction

Temporomandibular joint pain dysfunction syndrome i of mastication. The condition is characterized loyl,d
a term covering a variety of problems which incltide aching, radiating pain that may become acute duréeg
entire scope of temporomandibular joint disorders of the jaw, and mandibular dysfunction that gergral
originating either intra articular or extra artiatj1]. involves a limitation of opening [2]. Frequently,

myofascial pain is overlooked as a common cause of

Myofascial pain-dysfunction syndrome is a psycho  chronic pain because of frequent association vatht |
physiologic disease that primarily involves the nies dysfunction and other pain disorders.

Pathophysiology of MPD Syndrome

As explained byTravell (1960)[1], the pathophysiology of this stress disorder kalatal muscles may be outlined as
follows: Noxious stimulation (due to such as medtaln emotional, infectious, metabolic, nutritionat a combination
of these)

It has been observed that whenever the pain assdaiath skeletal muscle spasm is very severe, lieferred to a site
from the muscle that is its source. The pain ismrefl from a small area of hypersensitivity locakéithin the muscle or
the fascia. These areas are terme@rager areas.

The response of muscles against the injury tendmito momentum and results in a self representatjote of spasm-
pain-spasm which limits the movements and resuibiosis of tissues.

Clinical Features

Incidence: Women are affected by MPD syndrome more frequahtiyp men, with the ratio ranging from 3:1 to[3]1
The greatest incidence appears to be in the 20 y@4drs age group.

The patients suffering from MPD syndrome usuallggent with complaint of:
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Pain in a zone of reference (most important proliteah causes patients to seek treatment).
Trigger points in muscles which cause pain on dttmn.

Taut muscle band.

Limited jaw opening.

Associated symptoms.

Presence of contributing factors for onset of pain.

No tenderness in temporomandibular joint.

Development of spasm (Protective mechanism)

v
Shortening of muscles

Lose capacity for voluntary relaxation and exharitoveractive stretch reflex

Involuntary shortening of one or more muscles

Eccentric position of condyles

Disorientation of jaw movements and restricted apgof the mouth

Pain (due to spasm and decreased relaxation ofl@sjisc

More spasm of muscles

Trigger points/ Trigger zones/ Trigger areas

Myofascial pain is characterized by pain referrerf few hypersensitive areas termed as triggersareanes. A
trigger point is defined as a localized tender amdaut band of skeletal muscle, tendon or ligatsien

Points occur frequently in head, neck, shouldeveloback.

Any pressure on these areas may initiate painregfdp distant areas (called as zone of reference).

Trigger areas develop due to direct / indirectrmayparafunctional habits) to muscles, due to weiakeof muscles
(nutritional disturbances, lack of exercise, stnuat disharmony etc.).

Trigger points range from 2.5mm in diameter and ipayctive or latent.

Palpating trigger points with deep finger presswigits alteration in pain, in the zone of refezernor causes
radiation of pain towards the zone of reference.

Patients behavioural reaction to firm palpationr@fger points is a distinguishing characteristionyyofascial pain
and is termed a positive ‘jJump sign’. This reactioay include:

A) Withdrawal of head.

B) Wrinkling of face or forehead and desensatioslafi..
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Management of MPD Syndrome

| Diagnosis of the condition: The cardinal signs and symptoms of MPD syndromesandlar to those produced by
many organic problems involving the temporomandibybint and other non-articular conditions. Theref a careful
history and thorough examination may be helpfudiagnosing the condition.

Radiographs may be helpful in diagnosing the coowliif it has affected the bony structure also. &g include:
Transcranial, transpharyngeal, panoramic views, €c@ns and MRI with arthroscopy can provide rédiablagnosis of

the condition.

Arthrography can be useful in determining the posiof meniscus (when internal derangement of tempandibular
joint is being considered).

1. Certain lab tests are helpful

Complete blood cell count If infection is suspected.

Serum calcium, phosphorous and alkaline phosphat&se bone diseases.

measurement.

Serum uric acid determination. For gout.

Serum ceratinine and creatine phosphokinase levels. Indicators of muscle disease.

ESR, Rheumatoid factor, Latex fixation test.

EMG For rheumatoid arthritis.

Psychologic evaluation and psychometric testing. For muscle function evaluation.
Treatment Approaches

The treatment of MPD syndrome should be geared towards compl ete management rather than symptomatic cure. Several
treatment modalities have been recommended for MPD syndrome.

1.Initial explanation of the problem

The patients should be explained about the problednits probable etiology. The psycho physiologictdr shouldn’t be
stressed while explaining the problem because mgatie@y not accept it. Initial discussion should |Idedh muscle
fatigue, spasm and explanation about the condjthn

2. Therapeutic modalities of treatment
a.Therapy at home
« Intake of soft diet with small cut pieces. Jaw motshould be limited and wide opening should badmd Para
functional habits such as clenching, grinding stidu¢ avoided (although patients are unaware ofthabits,
they should be instructed to check for clenchif@her habits such as fingernail biting, lip bitiatg. should be
avoided [4].
« Intermediate moist heat application for half anrwiice daily.
* Massage of the affected area using moderate krgpawlirtion. This helps in return of venous blood, pymand
catabolites and reduces muscle pain and spasm.

b.Short term medication

Muscle relaxants and analgesics can be used.

- Benzodiazepines 2mg-5mg QID (Diazepam) - Aspirin 10gm TID

- Meprobomate 400mg TID - Acetaminophen 650mg TID
Antidepressant drugs (for patients with long stagdlPD | Propoxyphene 1-2 tabs TID.
syndrome and proven depression). Tricyclic antidepeintg
25mg — 75mg at bed time
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c. Splint therapy

» If previously described forms of therapy are natcassful or there is h/o tooth clenching etc.,régherapy should
be considered [5].
» According toKawazoe54 types of splints are used:

i. Stabilization splint.
ii. Relaxation splint.
iii. Resilient splint.
iv. Pivoting splint.

» Hawley's type upper anterior splint is most effective beeaitsprevents occlusion of posterior teeth andahgr
prevents parafunctional activity. It is worn atimigind 5-6 hours of day. Shouldn’t be worn contimly as it results
in supraeruption of posterior teeth. Platform @& fplint should be flat.

d. Physical therapy

i) Ultrasound produces vibrations within the tissuat ttause particle collision and release of enefgns results in
production of heat and vibration which reduces rrusension and increase in tissue elasticity. Meeedhere is
mild analgesic and anti-inflammatory action. Ldsts10-15 minutes, given twice daily for 1-2 weeHs[

i) High voltage electrogalvanic stimulation involvée tuse of monophasic, pulsed direct current appheaugh an
electrode placed on skin over the involved muscle.

- Activated at frequencies from 4-80 pulse per sectordl0-15 minutes, 2-3 times a week.
Stimulation of muscle increases circulation, redyzain and spasm and increases resistance todgfiu

iii) Cryotherapy (cold therapy) [8]

» Reduces tissue temperature, causes local analyesiaas anti-inflammatory effects and diminisheseteispasm.

» Cooling effect also creates vasoconstriction, redunyoneural transmission and neuromuscular activit

» Vapour coolant spray (such as ethyl chloride avrlmethane) is applied over the involved musclespaying for 10
seconds. Repeated for two more times with 10 secamgrval. Mandible is mobilized by gently stratah to
maximum opening (also termed as spray and stretolitg).

» Ice packs can be useful in acute phases of MPDreymal Cold application is used for 10-15 minutesnoved and
reapplied after 5 to 10 minutes, 3-4 times daily.

e. Relaxation therapy:Because MPD syndrome is basically a problem reltdddcreased muscle tension and spasm,
any technique designed to induce muscle relaxatmuld be helpful. Among the modalities that hak@ven to be
effective are biofeedback, conditioned relaxatiod hypnosis [9]

i) Biofeedback

» EMG biofeedback involves supplying the patient withual or auditory information about the momentroment
contractile status of muscle being monitored. Tatept then concentrates on relaxing the muscleisareflected by
reduction in level of graphic representation orialedsound.

» The biofeedback is used for two 30-minutes ses@anh week for 6 weeks.

Clarke and Kardachi (1977)[10] used biofeedback method in 7 patienfeegng from MPD syndrome and achieved
success by controlling parafunctional habits.

Dohrmann and Laskin (1978)[11] noted significant reduction in massetric EMG levels patients treated with
biofeedback.

ii) Conditioned relaxation :
Similar to biofeedback in its end results but d#fen that the patients do not have the benefi fefedback indicator.

iii) Other methods are hypnosis, transcendental mexit§fiM) and yoga can also be useful in the treatroéMPD
syndrome.
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Anesthetic injections

Useful in extremely painful conditions. The injectiof LA into tender and painful areas in muscle haen used for
diagnostic and therapeutic purposes in patients MPD syndrome [12].
0.5cc of LA that does not contain epinephrine tieotvasoconstrictors are used.

Transcutaneous Electrical Nerve Stimulation TENS[7]

The use of TENS is based on the concept that stifoul of cutaneous branches of fifth nerve (trigeatji creates an
inhibitory effect on the trigeminal spinal tractabeus, thus reducing the awareness of pain angimgléhe muscles.
Therapy lasts 30 minutes and should be repeatéd dai

Final explanation of problem.

When patients with MPD syndrome begin to show improents of their symptoms and have gained confelémc
doctors ability to deal with their problem, theaténship between stress and MPD syndrome shouldisoeissed
and explained [13].

. Psychologic Counseling

A group of patients are sometimes not able to ifleahd understand relationship between stressistrad MPD
syndrome and are unable to cope with stressfulitond [14]. Such patients should be referred tgchslogists or
psychiatrist for counseling. Psychological inteniems are aimed at reducing high level of musclesien or

modifying the environment.

» Treatment of contributing factors should be cardetl

Summary

The MPD syndrome is a psycho physiologically aliere
condition involving the muscles of mastication and
cervical group of muscles. The condition charazéesti

by dull aching, radiating pain often results in wlas
spasm and restricted movements. An accurate diegnos
is accomplished by careful history taking and thagto
examination. The application of proper therapy is
related to the understanding that MPD syndrome is a
stress induced psychophysiologic disease origigdtin
muscles and not a temporomandibular joint disorder.
Thus, the therapy should be directed towards reduci
stress, rehabilitating the occlusion and relaxihg t
muscles to alleviate the condition.
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