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A B S T R A C T

Question: Among people with myofascial pain, does exercise reduce the intensity of the pain and

disability? Design: Systematic review of randomised and quasi-randomised controlled trials.

Participants: People with myofascial pain of any duration. Intervention: Exercise versus minimal or

no intervention and exercise versus other intervention. Outcome measures: Pain intensity and

disability. Results: Eight studies involving 255 participants were included. Pooled estimates from six

studies showed statistically significant effects of exercise when compared with minimal or no

intervention (support and encouragement or no treatment) on pain intensity at short-term follow-up.

The weighted mean difference in pain intensity due to exercise was –1.2 points (95% CI –2.3 to –0.1) on a

0 to 10 scale. Pooled estimates from two studies showed a non-significant effect of exercise when

compared with other interventions (electrotherapy or dry needling) on pain intensity at short-term

follow-up. The weighted mean difference in pain intensity due to exercise instead of other therapies was

0.4 points (95% CI –0.3 to 1.1) on a 0 to 10 scale. Individual studies reported no significant effects of

exercise on disability compared with minimal intervention (–0.4, 95% CI –1.3 to 0.5) and other

interventions (0.0, 95% CI –0.8 to 0.8) at short-term follow-up. Sensitivity analysis suggested that

combining stretching and strengthening achieves greater short-term effects on pain intensity compared

with minimal or no intervention (–2.3, 95% CI –4.1 to –0.5). Conclusion: Evidence from a limited number

of trials indicates that exercise has positive small-to-moderate effects on pain intensity at short-term

follow-up in people with myofascial pain. A combination of stretching and strengthening exercises

seems to achieve greater effects. These estimates may change with future high-quality studies. [Mata
Diz JB, de Souza JRLM, Leopoldino AAO, Oliveira VC (2016) Exercise, especially combined stretching
and strengthening exercise, reduces myofascial pain: a systematic review. Journal of Physiotherapy
63: 17–22]
� 2016 Australian Physiotherapy Association. Published by Elsevier B.V. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Myofascial pain is a musculoskeletal condition characterised by
the presence of muscle pain from myofascial trigger points.1 [4_TD$DIFF] A
trigger point is a sensitive region associated with a taut band of
muscle that is painful during compression or stretching, producing
referred pattern pain and autonomic symptoms.1,2

An epidemiological study conducted in a rural community in
Thailand reported a point prevalence of 6.3% for myofascial pain.3

Another study found a point prevalence of 30% for myofascial pain
in primary care patients who sought treatment due to pain.4 A
potential explanation for large differences in prevalence estimates
is that previous studies may have investigated secondary
myofascial pain associated with specific conditions such as
fibromyalgia and osteoarthritis.1,5 The diagnosis of myofascial
pain as a primary event is difficult and usually conducted by
exclusion of associated conditions.1 Primary and secondary
myofascial pain are musculoskeletal problems that cause persis-
tent disability and productivity loss worldwide.5,6
http://dx.doi.org/10.1016/j.jphys.2016.11.008

1836-9553/� 2016 Australian Physiotherapy Association. Published by Elsevier B

creativecommons.org/licenses/by-nc-nd/4.0/).
In clinical practice, the pain and disability related to myofascial
pain is sometimes treated with approaches such as massage,
acupuncture and electro-thermotherapy;7–9 however, the effec-
tiveness of many of these approaches is unclear. For instance, there
is no significant evidence that ultrasound or superficial dry
needling is more effective than placebo.8,9 Exercise may be an
option to reduce the pain intensity and disability that are related to
myofascial pain. Exercise – including various types of stretching,
strengthening and endurance training – is non-invasive, non-
pharmacological and low cost. It may be used as the first treatment
option for pain relief, reduction of protective muscle spasm, and
improvement in range of motion and function in many musculo-
skeletal conditions.10–12 Exercise typically has few or no side
effects in people with myofascial pain.8,12

The effectiveness of exercise in myofascial pain remains
unclear. Four identified systematic reviews in the field8,10,13,14

have reported the effects of exercise on myofascial pain, but the
evidence is limited in several ways. These reviews did not have
appropriate designs to investigate the effectiveness of exercise
.V. This is an open access article under the CC BY-NC-ND license (http://

http://dx.doi.org/10.1016/j.jphys.2016.11.008
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jphys.2016.11.008&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
www.elsevier.com/locate/jphys
http://dx.doi.org/10.1016/j.jphys.2016.11.008
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
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alone in primary myofascial pain specifically.8,10,13,14 Furthermore,
some of the reviews did not investigate whether the effects are
clinically important.13,14 Besides, exercise was usually investigated
in multimodal approaches, which limited assessment of its specific
effects.8

Therefore, in an attempt to address this gap, the research
question for this systematic review of randomised and quasi-
randomised controlled trials was:

Among people with myofascial pain, does exercise reduce the
intensity of the pain and disability?

Method

The protocol of this review was registered at PROSPERO
(CRD42015024642).15

Identification and selection of studies

Electronic searches from the earliest record to March 2015 were
conducted on Medline, AMED, CENTRAL, EMBASE and PEDro,
without language restriction. Searches were updated in August
2016. In addition, hand searching was conducted in the reference
lists of all eligible studies and previous systematic reviews. The
English terms used into the search strategy were related to
randomised controlled trial, exercise and myofascial pain. The full
search strategy is presented in Appendix 1 (see eAddenda).

After removing duplicates, potential titles and abstracts were
selected. Later, two independent reviewers (JRLMS and VCO)
assessed potential full-texts and those studies fulfilling the
eligibility criteria were included in the review (Box 1). Reviewers’
disagreements were resolved by consensus. Studies investigating
myofascial pain during pregnancy and associated with other
conditions such as acute musculoskeletal trauma, fibromyalgia,
osteoarthritis and neurological disorders were excluded.

Assessment of characteristics of studies

Quality

Two independent reviewers (JBMD and AOL) assessed the
methodological quality of the included studies using the PEDro
scale.16 This scale rates whether a study meets each of 11 criteria,
[9_TD$DIFF]10 of which (those related to risk of bias and completeness of
reporting) are summed to create a score from 0 to 10. This
assessment tool has been previously validated and it is commonly
used to rate clinical trials in systematic reviews.16,17

[8_TD$DIFF] Reviewers had
previous training and a third reviewer (VCO) resolved any
disagreements.
Box 1. Inclusion criteria.

Design
� Randomised or quasi-randomised controlled trials

Participants
� People diagnosed with myofascial pain of any duration as

their primary condition

Intervention
� Exercise

Outcome measures
� Pain intensity

� Disability

Comparisons
� Exercise versus minimal or no intervention (eg,

behavioural instructions or no treatment, sham/placebo)

� Exercise versus other intervention (eg, massage, taping,

dry needling, electrotherapy)
Source

Prospective randomised or quasi-randomised controlled trials
that involved inpatients, outpatients or people living in the
community, and recruited from any primary, secondary or tertiary
care settings, were eligible for inclusion in this review. Character-
istics of participants, settings and duration of symptoms were
extracted when available.

Participants

Studies were eligible if they included participants with
myofascial pain according to definition of the International
Association for the Study of Pain (IASP): a painful condition that
affects the musculoskeletal system characterised by the presence
of trigger points.18 The myofascial pain of the participants could be
of any duration. The extracted data about the participants at
baseline included sample size, gender and age.

Intervention

The experimental intervention was exercise, which was defined
as a planned, structured and repetitive physical activity in order to
improve or maintain physical fitness elements.19

[1_TD$DIFF] This definition of
exercise included all types of stretching, strengthening and
endurance training, and postural exercises.11,19 Exercise had to
be a stand-alone intervention. Studies were excluded if exercise
was combined with other interventions. For experimental group(s)
(ie, exercise or other intervention), extracted data included type of
exercise, weekly frequency and total duration of treatment.

Outcome measures

The outcome measures were pain intensity and disability. After
baseline, outcome data were extracted for short-term, medium-
term and long-term effects. Short-term effects were categorised as
follow-up � 3 months after baseline; medium-term effects as
follow-up > 3 months and < 12 months after baseline; and long-
term effects as follow-up � 12 months after baseline. If more than
one time point were available within the same follow-up period,
the one closer to the end of the intervention for any of the follow-
up periods was considered.

Data analysis

One reviewer (JBMD) extracted the above-listed data using a
standardised form. A second reviewer (VCO) double-checked the
extracted data and disagreements were resolved by discussion.
Measures of central tendency (eg, mean and median) and
variability (eg, standard deviation and interquartile range) were
extracted for short-term, medium-term and long-term effects.
Data were transformed to a common scale from 0 to 10. Meta-
analyses were conducted according to between-study heteroge-
neity, which was assessed using I2 statistics.20 I2 < 50% was
categorised as low heterogeneity and I2� 50% as moderate-to-high
heterogeneity. Pooled effects were estimated using weighted mean
differences with 95% confidence intervals (CI), where negative
values favoured exercise. A fixed-effect model was used to conduct
meta-analysis when I2 was < 50%, while a random-effects model
was used to conduct meta-analysis when I2 was � 50%. To judge
the clinical relevance of changes provided by exercise (ie,
differences between exercise and minimal/no intervention or
other intervention), two points on a 0-to-10 scale for pain
intensity9,21

[4_TD$DIFF] and disability22,23 was considered a clinically
worthwhile between-group difference. Sensitivity analysis was
carried out to investigate the impact of type of exercise on effect
estimates. Meta-analyses were performed using commercial
softwarea.

The Grading of Recommendations Assessment, Development
and Evaluation (GRADE) system was used to summarise the overall
quality of evidence for each outcome. The GRADE system ranges
from high quality to very low quality.24 For the purposes of this
review, the rating of evidence started at moderate on the GRADE
system, because publication bias could not be assessed due to the



[(Figure_1)TD$FIG]

Titles and abstracts screened 
(n = 556)

Potentially relevant papers retrieved 
for evaluation of full text (n = 50)

Papers included in the review (n = 8)

Papers excluded after screening titles/abstracts 
(n = 506)

Papers excluded after evaluation of full text (n = 42)
research design was not a (quasi-) randomised •
controlled trial (n = 9)

(n = 10)myofascial pain was not assessed •
intervention was not exercise (n = 23)•

Figure 1. Flow of studies through the review.
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small number of included studies (< 10 studies).25 For both
outcomes, the GRADE rating was downgraded by one level if one of
the following pre-specified criteria were present: low methodo-
logical quality (average PEDro score < 5); inconsistency of
estimates within or between studies (I2 � 50%); indirectness of
participants (eg, myofascial pain identified only by self-reported
methods); imprecision (pooling < 300 participants for each
outcome).26 Two reviewers (JBMD and AOL) independently
Table 1
Characteristics of the included studies.

Study Eligibility and source Participants

Acar et al (2012)27 Patients with MP within the last

6 months, aged � 65 years

n = 40

Age (yr) = 37 (SD

Burgess et al (1988)28 Patients with MP divided in two

groups: pain duration less or greater

than 6 months, selected from a

specialised clinical care service

n = 19

Age (yr) = 34 (SD

Buttagat et al (2016)29 Patients with MP for at least

3 months, aged 18 to 40 years,

recruited from a community setting

n = 36

Age (yr) = 21 (SD

Cho et al (2012)30 Patients with MP diagnosed by an

orthopaedist, recruited from a

general hospital care service

n = 24

Age (yr) = 48 (SD

Edwards et al (2003)31 Patients with MP for at least

10 months, referred for

physiotherapy through general

practitioners

n = 26

Age (yr) = 56 (SD

Gavish et al (2006)32 Patients with MP for at least

6 months, aged 20 to 45 years,

recruited prospectively from a

specialised clinical care service

n = 20

Age (yr) = 27 (SD

Lari et al (2016)33 Patients with latent myofascial

trigger points, aged 18 to 30 years,

recruited from a public university

n = 40

Age (yr) = 25 (SD

Trampas et al (2010)34 Physically active volunteers with at

least one latent myofascial trigger

point, aged 19 to 24 years, recruited

from a public university

n = 20

Age (yr) = 21 (SD

Con = control group, DS = disability score, Exp = experimental group, MP = myofascial pa

PNF = proprioceptive neuromuscular facilitation, PRI-MPQ = pain rating index-McGill

analogue scale.
a Pain at the moment of examination [6_TD$DIFF].
assessed the quality of the evidence using GRADE system and a
third reviewer (VCO) resolved potential disagreements.

Results

Flow of studies through the review

The searches initially retrieved 822 papers. After removing
duplicates, the titles and abstracts of 556 papers were screened. Of
these, 506 papers were excluded and 50 potentially eligible full
texts were assessed. Hand searching did not detect additional
studies. Ultimately, eight original studies were included.27–34

[2_TD$DIFF]

Figure 1 presents the flow of studies through the review.

Description of studies

All included studies were randomised, controlled trials
published in English between the years 1988 and 2016. The
characteristics of the included studies are presented in Table 1.

Quality

The methodological quality of the included studies is presented
in Table 2. Mean methodological quality of the included studies
was 6.8 on the PEDro scale. All of the included studies achieved
randomisation, outcome measures for > 85% of participants,
intention-to-treat analysis, between-group comparisons, and
reporting of precision/variability measures. Baseline comparability
was achieved in 75% (n = 6) of the studies, whereas the assessor-
blinding criterion was achieved in 50% (n = 4) of the studies. The
main methodological quality issues were related to concealed
allocation and therapist blinding criteria, presented by 38%
Intervention Outcome measures

11)

Exp = stretching + strengthening;

5/wk x 2 wk (n = 20)

Con = no treatment (n = 20)

Pain = VAS (0 to 10)

Follow-up = 2 weeks

N/A)

Exp = reflex muscle relaxation;

5/wk x 3 wk (n = 11)

Con = no treatment = instructions for

painless maintenance of jaw

(n = 8)

Pain = PRI-MPQ (0 to 20)

Follow-up = 3 weeks

1

Exp = stretching + strengthening;

3/wk x 4 wk (n = 18)

Con = no treatment (n = 18)

Pain = VAS (0 to 10)

Follow-up = 4 and 6 weeks

12)

Exp = stretching + strengthening;

3/wk x 4 wk (n = 12)

Oth = extracorporeal shock wave

therapy; 3/wk x 4 wk (n = 12)

Pain = VAS (0 to 10)

Disability = NDI (0 to 50)

Follow-up = 4 weeks

16)

Exp = stretching; frequency according to

condition severity x 6 wk (n = 13)

Con = no treatment (n = 13)

Pain = SFMPQ (0 to 60)

Follow-up = 3 and 6 weeks

8)

Exp = chewing exercises; 5/wk x 8 wk

(n = 10)

Con = minimal intervention = support

and encouragement (n = 10)

Pain a = VAS (0 to 100)

Disability = DS (0 to 100)

Follow-up = 8 weeks

4)

Exp = contract-relax stretching;

3/wk x 1 wk (n = 20)

Oth = dry needling; 3/wk x 1 wk (n = 20)

Pain = VAS (0 to 10)

Follow-up = 1 week

1)

Exp = contract-relax PNF stretching;

1/wk x 1 wk (n = 10)

Con = no treatment (n = 10)

Pain = VAS (0 to 10)

Follow-up = 0, 10 and

30 minutes post-treatment

in, N/A = not available, NDI = neck disability index, Oth = other active intervention,

pain questionnaire, SFMPQ = short-form McGill pain questionnaire; VAS = visual



Table 2
Methodological quality of the included studies using PEDro scale (n = 8).

Study Random

allocation

Concealed

allocation

Groups

similar at

baseline

Participant

blinding

Therapist

blinding

Assessor

blinding

< 15%

dropouts

Intention-

to-treat

analysis

Between-

group difference

reported

Point estimate

and variability

reported

Total

(0 to 10)

Acar et al (2012)27
[5_TD$DIFF] Y N N N N N Y Y Y Y 5

Burgess et al (1988)28 Y N Y N N N Y Y Y Y 6

Buttagat et al (2016)29 Y Y Y N N Y Y Y Y Y 8

Cho et al (2012)30 Y N N N N N Y Y Y Y 5

Edwards et al (2003)31 Y Y Y N N Y Y Y Y Y 8

Gavish et al (2006)32 Y N Y N N Y Y Y Y Y 7

Lari et al (2016)33 Y N Y N N N Y Y Y Y 6

Trampas et al (2010)34 Y Y Y N Y Y Y Y Y Y 9

N = no, Y = yes.
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(n = 3)29,31,34 and 12% (n = 1)34 of the studies, respectively. None of
the included studies met the participant-blinding criterion.

Participants

The eight original studies enrolled 255 participants of both
genders, with mean ages ranging from 21 (SD 1) to 56 (SD 16) years
old. The main musculoskeletal regions affected by myofascial pain
were the neck,27,28,30,33 shoulder,29,30 orofacial28,32 and appendic-
ular skeleton.34 One study31 did not define specific regions affected
by myofascial pain. Four studies (50%) reported symptom duration
of> 3 months,27,29,31,32 one study (12%) divided symptom duration
into � or > than 6 months28 and three studies (38%) did not
indicate the symptom duration.30,33,34

Intervention

Six studies27,28,30,31,33,34 reported two experimental groups
performing exercise; only data from the group that performed
exercise alone were eligible. Six studies27–29,31,32,34 compared
exercise to minimal or no intervention (ie, support and encour-
agement or no treatment), and two studies30,33

[4_TD$DIFF] compared exercise
with other intervention (ie, electrotherapy or dry needling).
Frequency of exercise programmes ranged from one to five times
per week and their total duration ranged from 1 to 8 weeks.

Outcome measures

Three studies28,31,32 investigating pain intensity and the
two30,32 investigating disability had their measures transformed
to a common 0 to 10 scale using a standardised way in all
transformations. For one study32 that investigated pain intensity at
different times, the data for pain intensity at the time of
examination were used in the review in order to be consistent
with other included studies. All studies reported short-term effects
only (ie, � 3 months after the baseline). The data extracted from
each study are presented in Appendix 2 (see eAddenda).
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Effect of intervention

Exercise versus minimal or no intervention

The pooled estimate from six studies27–29,31,32,34 including
161 participants showed a significant effect of exercise on pain
intensity at short-term follow-up compared with minimal or no
intervention (ie, support and encouragement or no treatment). The
weighted mean difference was –1.2 (95% CI –2.3 to –0.1) points on
a scale from 0 to 10 (see Figure 2, or Figure 3 on the eAddenda for a
detailed forest plot). The effect size provided by exercise on pain
intensity was not considered to be clinically worthwhile.9,21 The
evidence, which was very low quality, indicated that exercise
provides a small-to-moderate effect on pain intensity at short-
term follow-up compared with minimal or no intervention. The
quality of evidence was downgraded two levels (ie, from moderate
to very low quality) because of inconsistency among studies (I2 �
50%) and imprecision (pooling < 300 participants).

Only one study32 including 20 participants compared exercise
with minimal intervention (ie, support and encouragement) on
disability and found a mean difference of –0.4 (95% CI –1.3 to 0.5, p

> 0.05) points on a 0 to 10 scale at short-term follow-up. This study
was plotted on a forest plot to facilitate readers’ understanding
(see Figure 4a). The evidence, which was very low quality,
indicated that exercise has a non-significant effect on disability at
short-term follow-up compared with minimal intervention. The
quality of evidence was downgraded two levels (ie, from moderate
to very low quality) because there was inconsistency (I2� 50%) and
imprecision (pooling < 300 participants).

Exercise versus other intervention

The pooled estimate from two studies30,33 including 64 parti-
cipants showed a non-significant effect of exercise on pain
intensity at short-term follow-up compared with other interven-
tion (ie, electrotherapy or dry needling). The weighted mean
difference was 0.4 (95% CI –0.3 to 1.1) points on a 0 to 10 scale (see
Figure 5, or Figure 6 on the eAddenda for a detailed forest plot). The
evidence, which was low quality, indicated that exercise has a non-
significant effect on pain intensity at short-term follow-up
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compared with other intervention. The quality of evidence was
downgraded one level (ie, from moderate to low) because of
imprecision (pooling < 300 participants).

Only one study30 including 24 participants compared exercise
with another intervention (ie, electrotherapy) on disability and
found a mean difference of 0.0 (95% CI –0.8 to 0.8, p > 0.05) points
on a 0 to 10 scale at short-term follow-up. [11_TD$DIFF]This study was plotted
on a forest plot to facilitate readers’ understanding (see Figure 4b).
The evidence, which was very low quality, indicated that exercise
has a non-significant effect on disability at short-term follow-up
compared to extracorporeal shock wave therapy. The quality of
evidence was downgraded from moderate to very low quality
because there was inconsistency (I2

[10_TD$DIFF] � 50%) and imprecision
(pooling < 300 participants).

Sensitivity analysis

The impact of exercise type on effect estimates was investigated
with sensitivity analysis. Due to the small number of studies
investigating disability and comparing exercise with other
interventions, sensitivity analysis was only performed for studies
investigating pain intensity and comparing exercise with minimal
or no intervention. Only two studies27,29 including 76 participants
used a combination of stretching and strengthening as the exercise
intervention. Sensitivity analysis found that this combination
achieved greater effects on pain intensity. Weighted mean
difference was –2.3 (95% CI –4.1 to –0.5) points on a 0 to 10 scale
(see Figure 7, or Figure 8 on the eAddenda for a detailed forest plot).

Discussion

This review aimed to estimate the effects of exercise on pain
intensity and disability related to myofascial pain. Pooled estimates
were obtained from six studies comparing exercise versus minimal
or no intervention (ie, support and encouragement or no treatment)
and two studies comparing exercise versus other intervention (ie,
electrotherapy or dry needling) on pain intensity at short-term
follow-up. The pooled results showed very low quality evidence
that exercise significantly reduces pain intensity compared with
minimal or no intervention. Although the mean between-group
difference was lower than the nominated clinically worthwhile
difference, the confidence interval still included the possibility that
the true effect of exercise might be clinically worthwhile.

Even though the pooled result from the available evidence does
not confirm that the effect of exercise on pain is clinically
worthwhile for myofascial pain at the moment, clinicians may still
consider this approach due to: its statistically (and possibly
clinically) significant benefit; its low cost and safety, presenting
low or no risks of injury for patients, including those with
myofascial pain;8,10,35 and its anticipated other benefits that have
been demonstrated in general populations, such as those observed
on body weight, bone density and quality of life.36 None of the
included studies in this review reported harmful effects, and the
other benefits of exercise included improvements in cardiorespira-
tory fitness, mood, sleep and quality of life.10,11,35,36 These benefits
may also be protective factors against several diseases.35,36 In order
to achieve greater effects on myofascial pain, a possible solution is
to combine exercise with other interventions such as laser and
manual therapy.37 There is strong evidence showing individual
clinically important short-term effects of these interventions on
pain intensity when compared with placebo or another intervention
for myofascial pain (ie, change of two points on a 0 to 10 scale).38,39

Another solution to ensure the clinical worth of exercise in
myofascial pain may be to combine stretching and strengthening
exercises. The sensitivity analysis in this review suggested that this
combination achieves greater short-term effects than other types
of exercise. Stretching and strengthening exercises improve blood
flow and energy metabolism in muscles as well as reorganise
muscle fibre cytoarchitecture.40,41 These physiological changes
explain how exercise can reduce myofascial pain symptoms.40 The
combination of stretching and strengthening pooled in the
sensitivity analysis involved sessions of three to five times per
week for a total period of no more than 4 weeks, with or without
supervision.27,29 The specific effects of other types of exercise on
myofascial pain and disability were unable to be estimated with
meta-analysis because there were not enough studies.

This was the first systematic review of randomised and quasi-
randomised controlled trials investigating the effects of exercise
alone in primary myofascial pain. While the search strategy was
comprehensive, focused strictly on myofascial pain, and followed
by a careful selection of studies, potential limitations for this review
need to be addressed. First, diagnosis of myofascial pain is not
always clear; a gold standard is unavailable at the moment and
identification of taut bands and trigger points requires certain
expertise among the examiners. To minimise this limitation in the
review, myofascial pain was targeted as a primary condition,
excluding other clinical manifestations (eg, fibromyalgia) common-
ly observed in patients with myofascial pain; this approach has also
been used elsewhere in the literature.1 Second, although the results
showed favourable effects of exercise at short-term follow-up,
effect estimates should be interpreted with caution and taking into
account the small sample size and heterogeneity among included
studies. Third, none of the included studies reported participant
blinding and only one study reported therapist blinding. These
methodological issues might influence the effects, because of
participants’ and therapists’ preferences and beliefs.

In conclusion, there is very low quality evidence at the moment
that exercise has positive small-to-moderate effects on pain
intensity at short-term follow-up in people with myofascial pain. A
combination of stretching and strengthening exercises seems to
achieve greater effects. These estimates may change with future
high-quality studies. Future studies should also investigate the
effects of exercise on other clinical outcomes such as quality of life,
medication consumption and adverse events.

What is already known on this topic: Exercise is a non-
invasive and non-pharmacological approach that has been
broadly indicated to treat pain and disability related to musculo-
skeletalconditions.Existingsystematicreviewshavenot isolated
the effect of exercise in primary myofascial pain specifically.
What this study adds: Exercise improves pain in the short
term in people with myofascial pain. The overall effect of
exercise may or may not be clinically worthwhile, but com-
bined stretching and strengthening exercise specifically has a
stronger effect on pain that is more likely to be considered
clinically worthwhile by people with myofascial pain.
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