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Abstract: Background: Myofascial Pain Syndrome (MPS) is a common but underdiagnosed cause of chronic 

musculoskeletal pain, characterized by trigger points causing localized and referred pain. Understanding its prevalence and 

management is crucial for optimizing treatment, especially in resource-limited settings like Bangladesh. Methods: This 

cross-sectional study was conducted at the Department of Physical Medicine & Rehabilitation, Bangabandhu Sheikh Mujib 

Medical University (BSMMU), Dhaka, Bangladesh, from July 2014 to June 2015. A total of 150 chronic pain patients were 

assessed for MPS through clinical examination. Data on demographics, affected regions, and management approaches were 

analyzed using descriptive statistics. Results: MPS was present in 60.67% (n = 91) of patients. The neck and shoulder 

(59.34%) were the most commonly affected areas, followed by the lower back (30.77%). Management strategies included 

pharmacological treatment (68.13%), physical therapy (56.04%), heat/cold therapy (47.25%), and stretching/strengthening 

exercises (32.97%). Alternative therapies like acupuncture were used by 9.89%. Recurrence was reported in 41.76% of 

cases. Conclusion: MPS is a major contributor to chronic pain, primarily affecting the neck and shoulder region. While 

pharmacological treatment is widely used, physical therapy and rehabilitation play a key role in symptom relief. Due to 

high recurrence rates, a multidisciplinary approach incorporating lifestyle modifications and preventive care is essential. 

Further research should explore comprehensive treatment strategies for improved MPS management in Bangladesh. 
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INTRODUCTION 

Chronic pain is a major health concern; it results 

in disability, poor quality of life, and increased healthcare 

costs among millions of individuals worldwide [1]. Of the 

many causes for chronic musculoskeletal pain, Myofascial 

Pain Syndrome, or MPS, is one of the most common yet 

poorly diagnosed conditions due to the presence of 

myofascial trigger points, local muscle tenderness, and 

referred pain patterns [2]. MPS primarily affects the 

skeletal muscles and characteristically involves the neck, 

shoulder, low back, and upper limbs to a large extent, 

interfering with daily activities and functional mobility [3]. 

 

MPS is produced by the formation of 

hyperirritable nodules inside a taut band of muscle fibers; 

spontaneous pain may emanate or be mechanically 

triggered [4]. These trigger points are further divided into 

active and latent. Active trigger points cause persistent 

pain even at rest, while latent trigger points contribute to 

muscle stiffness and restricted movement [5]. The 

pathophysiology of MPS is not known exactly, but factors 

like overuse of muscles, poor posture, psychological stress, 

and repetitive microtrauma have been implicated in the 

development of MPS [6]. It is also believed that 

inflammation, neuromuscular dysfunction, and altered 

central pain processing mechanisms contribute to the 

chronicity of MPS. Because many different populations 

were studied, the prevalence of MPS varies widely, with 

estimates suggesting that 30% to 85% of patients 

presenting with chronic musculoskeletal pain have it [3, 8]. 

MPS is mostly underdiagnosed or misdiagnosed because 

of its high prevalence due to symptoms somewhat similar 

to other pain disorders such as fibromyalgia, cervical or 

lumbar radiculopathy, and inflammatory arthritis [6]. Lack 

of standard diagnostic criteria and poor awareness among 

practitioners adds to underrecognition of the condition. 

Early identification and appropriate management may help 

in reducing pain intensity, improving physical function, 

and prevention of long-term disability in MPS patients [9]. 

 

Both pharmacological and non-pharmacological 

methods are applied in the management of MPS. The 
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commonly used pharmacological measures include 

NSAIDs, muscle relaxants, and antidepressants, which 

may relieve pain and muscle tension but are of uncertain 

efficacy in restoring normal myofascial function [10, 11]. 

Non-pharmacological interventions such as physical 

therapy, myofascial release techniques, stretching 

exercises, dry needling, trigger point injections, ultrasound 

therapy, and the application of heat have shown promising 

results in pain relief and the restoration of muscle function 

[12]. Multimodal treatment strategies that combine 

pharmacological and rehabilitative therapies are often 

recommended for optimal patient outcomes [13]. 
 

The present study aimed to find out the 

prevalence of Myofascial Pain Syndrome among chronic 

pain patients attending the Department of Physical 

Medicine & Rehabilitation, Bangabandhu Sheikh Mujib 

Medical University, Dhaka, Bangladesh. It also aimed at 

assessing the various treatment modalities, 

pharmacological and non-pharmacological, in the 

management of MPS.  
 

METHODOLOGY AND MATERIALS 

This cross-sectional study was conducted at the 

Department of Physical Medicine & Rehabilitation, 

Bangabandhu Sheikh Mujib Medical University 

(BSMMU), Dhaka, Bangladesh, from July 2014 to June 

2015. A total of 150 patients with chronic pain were 

included using a purposive sampling method based on 

predefined inclusion and exclusion criteria. Patients aged 

18 years and above with chronic musculoskeletal pain 

lasting more than three months were included, while those 

with inflammatory arthritis, malignancies, neurological 

disorders, or recent trauma were excluded. A detailed 

history and clinical examination were performed to 

diagnose Myofascial Pain Syndrome (MPS), characterized 

by the presence of myofascial trigger points, localized 

tenderness, and referred pain patterns. The diagnosis was 

made based on established clinical criteria, including taut 

bands, jump signs, and restricted range of motion in the 

affected muscles. 
 

Data collection involved structured interviews 

and physical assessments, and findings were recorded in a 

predesigned case record form. Pain intensity was measured 

using the Visual Analog Scale (VAS), while functional 

limitations were assessed using the Patient-Specific 

Functional Scale (PSFS). Management strategies included 

pharmacological interventions such as nonsteroidal anti-

inflammatory drugs (NSAIDs) and muscle relaxants, along 

with non-pharmacological approaches such as physical 

therapy, stretching exercises, and heat/cold therapy. The 

choice of treatment was individualized based on the 

patient's symptoms and preferences. Follow-up data on 

recurrence and treatment response were obtained through 

periodic assessments. 
 

Data were analyzed using SPSS software, with 

descriptive statistics used to summarize demographic 

characteristics and prevalence rates. Informed consent was 

taken from all participants before enrollment. 

Confidentiality and anonymity were strictly maintained 

throughout the study. 

 

RESULTS 
 

Table 1: Demographic Characteristics of the Study Population (N = 150) 

Characteristics Frequency Percentage (%) 

Age     

18-30 years 52 34.67 

31-45 years 69 46.00 

46-60 years 25 16.67 

61 years and above 4 2.67 

Gender     

Male 82 54.67 

Female 68 45.33 

Occupation     

Sedentary/Desk Job 63 42.00 

Manual Labor 59 39.33 

Others 28 18.67 
 

Table 1 presents the demographic characteristics 

of the study population (N = 150). The majority of 

participants were aged between 31-45 years (46%), with 

34.67% aged 18-30 years, 16.67% aged 46-60 years, and 

2.67% aged 61 years and above. The gender distribution 

showed that 54.67% were male, while 45.33% were 

female. Regarding occupation, 42% of participants had 

sedentary or desk jobs, 39.33% were involved in manual 

labor, and 18.67% had other occupations. 

 

Table 2: Prevalence of Myofascial Pain Syndrome (MPS) Among Chronic Pain Patients (N = 150) 

Parameter Frequency Percentage (%) 

Prevalence of MPS 91 60.67 

Non-Prevalence of MPS 59 39.33 

Total 150 100 
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Table 2 shows the prevalence of Myofascial Pain 

Syndrome (MPS) among chronic pain patients (N = 150). 

Of the total participants, 60.67% (91 individuals) were 

diagnosed with MPS, while 39.33% (59 individuals) did 

not have MPS. 

 

Table 3: Common Areas Affected by Myofascial Pain Syndrome (N = 91) 

Area of Pain Frequency  Percentage (%) 

Neck and Shoulder 54 59.34 

Lower Back 28 30.77 

Upper Back 5 5.49 

Other (e.g., arms, legs) 4 4.40 

Total 91 100.00 

 

Table 3 illustrates the common areas affected by 

Myofascial Pain Syndrome (N = 91). The neck and 

shoulder region was the most commonly affected area, 

reported by 59.34% of participants. Lower back pain was 

reported by 30.77%, followed by upper back pain (5.49%) 

and other areas such as arms and legs (4.40%). 

 

Table 4: Management Strategies for Myofascial Pain Syndrome (N = 91) 

Management Approach Frequency Percentage (%) 

Pharmacological Treatment 62 68.13 

Physical Therapy 51 56.04 

Stretching and Strengthening 30 32.97 

Heat/Cold Therapy 43 47.25 

Alternative Therapies (e.g., acupuncture) 9 9.89 

 

Table 4 presents the management strategies 

employed for Myofascial Pain Syndrome (N = 91). The 

most common approach was pharmacological treatment, 

used by 68.13% of participants. Physical therapy was the 

second most frequently used strategy, reported by 56.04% 

of patients. Heat and cold therapy was employed by 

47.25% of participants, while stretching and strengthening 

exercises were utilized by 32.97%. Alternative therapies, 

such as acupuncture, were the least used, with only 9.89% 

of participants opting for this approach. 

 

Table 5: Frequency of Recurrence in Myofascial Pain Syndrome (N = 91) 

Recurrence Status Frequency Percentage (%) 

No Recurrence 53 58.24 

Occasional Recurrence 29 31.87 

Frequent Recurrence 9 9.89 

Total 91 100 

 

Table 5 shows the frequency of recurrence in 

Myofascial Pain Syndrome (N = 91). The majority of 

participants (58.24%) reported no recurrence, while 

31.87% experienced occasional recurrence, and 9.89% 

experienced frequent recurrence. 

 

DISCUSSION 

MPS is a common condition among chronic pain 

patients, as expressed in this study, where 60.67% of 

participants were diagnosed with MPS. This finding is 

supported by previous literature, where Gerwin et al. 

reported a high incidence of MPS in individuals suffering 

from persistent musculoskeletal pain [14]. Similarly, Borg-

Stein et al. pointed out that MPS is one of the major 

contributors to chronic pain and is often underdiagnosed 

because of its overlapping symptoms with other 

musculoskeletal disorders [15]. 

 

The demographic findings of our study showed 

that the most affected age group was 31-45 years, with 

46% of cases. Vázquez Delgado et al. believed that MPS 

is more common in individuals of working age because of 

occupational strain and frequent use of muscles [16]. 

Regarding the distribution of cases by gender, this study 

showed a slightly higher prevalence in males, 54.67%, 

compared to females, 45.33%. While some, such as 

Altindag et al., demonstrated a higher prevalence of MPS 

in females due to pain perception and other hormonal 

influences, others, such as Velly et al., claimed that men 

were more disposed because of their professional 

involvement with hard labor [17, 18]. In turn, this was 

supported by an occupational analysis as sedentary 

workers were mainly affected, numbering 42%; and 

manual labourers, accounting for 39.33%, respectively. 

While physical strain remains a significant cofactor in 

causing MPS, its development is closely related to 

extensive postural stresses, according to Borg-Stein et al 

[15]. 

 

The above study revealed a neck and shoulder 

area to have the highest share of 59.34%; the lower back 

accounted for about 30.77%. Bron et al. also found similar 

patterns in their study, postural stress, repetitive 

movements, and muscular overuse contribute to MPS in 
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these regions [19]. Giamberardino et al. have also 

documented chronic muscle tension and the presence of 

active trigger points in these areas [20]. The less frequent 

involvement of pain in the upper back and other regions 

was 5.49% and 4.40%, respectively, which demonstrates 

the great impact of localized muscle dysfunction on the 

symptoms. 

 

Pharmacological treatment had the highest 

prevalence among the various management strategies 

adopted, with a percentage of 68.13%, followed by 

physical therapy, 56.04%, heat/cold therapy, 47.25%, and 

stretching/strengthening exercises, 32.97%. Only 9.89% of 

participants adopted alternative therapies such as 

acupuncture. As reported by Hong et al., the most common 

pharmacological interventions for MPS include NSAIDs 

and muscle relaxants [21]. While medication may alleviate 

symptoms, it does not eliminate the trigger points 

themselves; thus, adjunctive treatments such as physical 

therapy become necessary. Batista et al. introduced the role 

of physical therapy management in MPS disease, pointing 

to its effectiveness as a pain management modality due to 

techniques related to ultrasound, manual therapy, and dry 

needling [22]. Its use in the present study as a physical 

approach (56.04%) is in agreement with conclusions made 

by Meeus et al., who indicate that therapeutic exercise is 

an intervention of paramount relevance in the process of 

rehabilitation regarding MPS [23]. Besides, 47.25% were 

on heat/cold therapy, which also coincides with the view 

of Sharan et al. that it works by improving the circulation 

and relieving stiffness in the muscles of the patients [24]. 

The alternative therapies were being utilized by 9.89 

percent, which was due to lesser availability and even 

lesser awareness among the masses of Bangladesh at large. 

 

Recurrence of MPS: In 41.76 percent cases, the 

recurrence was noticed: 31.87 percent presented 

occasional recurrence while 9.89 percent complained of 

frequent recurrence. As Yap et al. emphasized, the most 

commonly identified factors for symptom persistence are 

untreated trigger points, poor ergonomic habits, and 

psychological factors such as stress and anxiety [25]. 

Henry et al. found that chronic pain patients usually have 

increased central sensitization, which may result in 

recurrence of symptoms [26]. Further, Bruehl et al. also 

identified that chronic pain disorders, including MPS, have 

a greater incidence of clinical elevations in blood pressure 

that are likely to predispose these conditions to further 

enhancing pain sensitivity and recurrence [27]. In the same 

vein, incomplete rehabilitation approaches or merely 

pharmacologically treated patients were likely to 

experience a recurrence, as pointed out by Lacomba et al 

[28]. 

 

These findings are in concert with many studies 

globally on prevalence, risk factors, and management of 

MPS [15, 22]. However, there are some differences, 

especially in access to the treatment modalities. Trigger 

point injections and advanced rehabilitation techniques, 

though common in high-resource settings, as mentioned by 

Borg-Stein et al., are still limited in Bangladesh [29]. This 

indicates the need for raising awareness and integrating 

multidisciplinary pain management into health systems in 

developing countries. 

 

Limitations of the study 

Although the present study provided a great 

insight into the prevalence and management of MPS, some 

limitations are considered. First, this study was conducted 

in one tertiary care center, which might not fully represent 

the broader population. Second, psychosocial factors such 

as stress, depression, and sleep disturbances well-known 

contributors to MPS were not extensively evaluated. 

 

CONCLUSION  

In conclusion, this study highlights the significant 

burden of MPS among chronic pain patients, with neck and 

shoulder pain being the most commonly affected areas. 

While pharmacological treatment remains the predominant 

management strategy, physical therapy and rehabilitative 

interventions play a crucial role in long-term symptom 

relief. Given the high recurrence rate, a multidisciplinary 

approach focusing on education, lifestyle modifications, 

and preventive strategies is essential for improving patient 

outcomes. Further research is needed to enhance 

accessibility to evidence-based treatments and develop 

region-specific management protocols for MPS in 

Bangladesh. 
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