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Temporomandibular disorders, which are more common in women between 20 and 50 years of age, are not rare 
in dentistry. Myofascial pain syndrome in the masticatory muscles is characterized by pain and restriction of mouth 
opening, and it usually occurs due to a parafunctional habit such as bruxism or teeth clenching. In the presence of 
dental caries and/or periodontal diseases, the severity of parafunctional habits may increase, causing acute myofascial 
pain syndrome attack. In the presence of complex factors, the treatment protocol may differ. Encouraging outcomes 
can be obtained if both dental treatments and the elimination of parafunctional habits are carried out together. This 
case report presents the complex treatment of myofascial pain syndrome in the masticatory muscles triggered by 
pericoronitis in the right mandibular third molar tooth.
Keywords: Case report; Myofascial pain syndrome; Pericoronitis; Temporomandibular disorders

Myofascial pain syndrome is characterized by regional 
pain, limited range of motion, and localized muscle 

tenderness. Also, it is a common condition in dentistry with 
a prevalence ranging between 10% and 68% with tem-
poromandibular disorders.[1,2] This syndrome is more com-
monly seen in females, especially between the ages of 20 
and 50 years.[3,4]

Myofascial pain syndrome in masticatory muscles is one of 
the temporomandibular disorders and is usually triggered 
by a parafunctional habit like bruxism or teeth clenching. 

Bruxism is characterized by the continuous application 
of force through the masticatory muscles by bringing the 
teeth into occlusion during sleep, and teeth clenching may 
accompany.[5] Heavy forces on teeth caused by bruxism 
and teeth clenching result in destruction in surrounding 
soft tissues, masticatory muscle spasms and pains, and 
resorption in alveolar crestral bones. In the presence of 
teeth grinding, the destructive effect of horizontal forces 
on periodontal tissues increases even more. As well, brux-
ism and teeth clenching fasten the destruction caused by 
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chronic inflammation such as gingivitis, periodontitis, and 
pericoronitis. Conversely, toothache caused by tooth decay 
and periodontal diseases may trigger teeth clenching or 
increases the severity of the existing habit. There is a pos-
itive relationship between myofascial pain and toothache 
which affects each other.[6] The diagnosis of myofascial pain 
syndrome in masticatory muscles has been challenging for 
clinicians. Also, the causes of the disease are complex, and 
detecting the main reason is essential.

In this case report, the management of the acute attack of 
myofascial pain syndrome triggered by the pain caused by 
pericoronitis in the mandibular third molar tooth with half 
mucosal retention is presented. Herein, we will highlight 
the strong relationship between toothache and myofascial 
pain syndrome.

Patient Information

A 34-year-old female patient applied to our clinic with mas-
ticatory muscle pain and restriction of mouth opening. The 
patient suffered the pain for 2 years. There are no systemic 
diseases in medical history. The patient was treated with 
botulinum toxin application in the masseter and temporal 
muscles 1 year ago, which ensured a short time relaxation, 
but the pain started again in a few months. Now, the pain is 
resistant to nonsteroidal anti-inflammatory drugs (NSAIDs), 
causes insomnia.

Clinical Findings

In the extraoral examination, no crepitation or clicking was 
detected in temporomandibular joints during jaw move-
ments. No deflection or deviation was determined during 
mouth opening. Swelling on the right side of the face and 
severe pain in masticatory muscles (especially the masse-
ter) was detected. Moreover, the right masseter muscle was 
more sensitive to palpation. The mouth opening was mea-
sured as 30 mm, and it increased with finger pressure (soft 
end feel) (Fig. 1a, b). In the intraoral examination, hyper-
emia was detected at the mucosa covering half of the right 
mandibular third molar tooth and associated gingiva. Also, 
tooth decay and bone destruction were detected in the dis-
tal part on panoramic radiographs (Fig. 2). Patient history 
and clinical examination findings are listed in Table 1.

Diagnostic Assessment and Therapeutic Intervention

After clinical examination and radiological evaluation, the 
patient, who was previously diagnosed with bruxism, was 
diagnosed with an acute myofascial pain syndrome attack 
due to pericoronitis occurring in the right mandibular 
third molar tooth.

The patient was prescribed an oral combination of antibi-
otics, NSAIDs, and muscle relaxant drugs. To make the mus-
cle relaxation splint, maxillary and mandibular impressions 
were made with alginate, and occlusal contacts of the jaws 
were recorded with closing wax. Gypsum models obtained 
from the impressions were taken to the articulator. Auto-
polymerization of hard acrylic resin was done according to 
the manufacturer’s recommendations and placed on the 
maxillary teeth. The thickness of the acrylic resin was 2 mm 
on the occlusal surfaces of the posterior teeth and 6 mm 
on the palatal surface of the anterior teeth. To increase the 
retention time of the splint, the palatal borders were wid-
ened to cover the palatal soft tissue up to 10 mm gingiva of 
the teeth. After the polymerization of the acrylic, finishing 

Table 1. Patient history and clinical examination findings

Patient history and clinical examination findings

Age	 34
Sex	 Female
Complaint	 Myofascial pain in the masseter muscle
	 Limitation in mouth opening 
	 Pain during chewing function
	 Insomnia due to pain
Onset of pain	 2 years earlier
Previous treatments 	 NSAIDs (Non-steroid anti-inflammatory  
	 drugs)
	 Botulinum toxin injection into the  
	 masseter and temporal muscles
Extra oral examination	 Healthy temporomandibular joints (no  
	 clicking or crepitation)
	 No deviation of deflection during  
	 mouth opening
	 Limitation in mouth opening (30 mm)  
	 with soft end feel
	 Pain on palpation of the bilateral  
	 masseter and temporal muscles
Intraoral examination	 Hyperemic gingiva around the  
	 mandibular third molar tooth
Radiological examination	 Crestal bone loss distal to the  
	 mandibular third molar

Table 2. Treatment protocol

Pharmacotherapy	 Combined antibiotics
	 NSAIDs
	 Intramuscular muscle relaxant
Interventional treatments	 Muscle relaxation appliance therapy
	 Extraction of the right mandibular 
	 third molar tooth
	 Botulinum toxin injection into the  
	 masseter muscle
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and polishing processes were carried out. After clinical test-
ing, the muscle relaxation splint was applied to the patient 
(Fig. 3). The patient was advised to wear the splint while 
sleeping and to follow a soft diet. After oral antibiotic use, 
the right mandibular third molar tooth was extracted un-
der local anesthesia (Fig. 4). Additionally, botulinum toxin 
injection was applied to the masseter muscle. The treat-
ment protocol is listed in Table 2.

Follow-Up and Outcomes

The acute myofascial pain syndrome attack healed, and the 
patient felt relieved after tooth extraction, botulinum toxin 
injection, and using a muscular relaxation splint appliance 
for 3 weeks. Also, mouth opening limitation is eliminated 
(Fig. 5). All complaints of the patient were eliminated at the 
follow-up examination at the sixth month.

Discussion
It is important to detect whether the pain that occurs in tem-
poromandibular disorders is of dental origin or is related to the 
masticatory muscles. The muscle pain due to teeth clenching 

may confuse with a toothache and lead to irreversible dental 
treatments.[7] Pain due to dental diseases such as dental car-
ies and pericoronitis can also trigger the pain of masticatory 
muscles or increase the severity of the existing pain.[6,7]

Palpation is one of the most appropriate examination 
methods when diagnosing myofascial pain syndrome. 
Also, it is one of the most important factors in distin-

(a)

(b)

Figure 1. (a) Limitation in mouth opening; (b) increased mouth 
opening with finger pressure (soft end feel).

Figure 2. Initial panoramic radiography.

Figure 3. Muscular relaxation appliance in place.

Figure 4. Panoramic radiography after extraction of the right 
mandibular third molar tooth.
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guishing pain in the masticatory muscles from toothache. 
With the palpation method, trigger points in the muscles 
can be detected, and the patient can be warned against 
movements that may initiate myofascial pain by stimulat-
ing the trigger points.

Treatment of myofascial pain syndrome includes relaxant 
spray application on trigger points and stretching, injec-
tion to trigger points, pharmacotherapy, appliance thera-
py, psychological relaxation, and physiotherapy.[8,9] Muscu-
lar relaxant drugs and NSAIDs not only relieve the patient’s 
pain but also increase the quality of sleep. Although the 
exact mechanism of action of appliances is not known, it is 
recommended for myofascial pain syndrome.[5,8]

Additionally, botulinum toxin was injected into the mas-
seter and temporal muscles. Botulinum toxin not only 
eliminates the problem of muscle contraction and pain 
instantly but also prevents and delays the recurrence of 
the syndrome in the long run. It has analgesic effects on 
pain stages by inhibiting the release of nociceptive me-
diators, and its mechanism is independent of its neuro-
motor effects.[10]

Patient Perspective

All complaints of the patient were eliminated at the fol-
low-up examination at the sixth month. The patient is satis-
fied with the treatments and the results of the interventions.

Conclusions
In light of all this information, the requirement for a 
multidisciplinary approach for patients with myofascial 
pain syndrome emerges. In this case, an acute attack of 

myofascial pain syndrome triggered by pericoronitis is 
presented. Both tooth extraction and application of myo-
fascial pain syndrome treatment protocol eliminated the 
patient’s complaints.
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Figure 5. Elimination of mouth opening limitation.
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