
© 2022 IJNRD | Volume 7, Issue 6 June 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2206015 International Journal of Novel Research and Development (www.ijnrd.org)  

 

144 

PREVALENCE OF MYOFASCIAL TRIGGER 

POINTS AND ASSOCIATION OF 

MUSCULOSKELETAL CHANGES IN 

DYSMENORRHIC UNDERGRADUATE 

STUDENTS. 

Manasi Yashwant Sawke, Dr Shaily Parekh, Dr Jaywant Nagulkar, Dr.G. Poornadevi 

Rao, Dr Shaheen Sheikh 

 Intern, Assistant Professor, Professor and Principal, Professor, Professor   

Department Of Physiotherapy, 

Dr Ulhas Patil College of Physiotherapy, Jalgaon, India. 

 

ABSTRACT: Objectives: To examine the prevalence of myofascial trigger points and 

association of musculoskeletal changes with dysmenorrhea among college students aged 18-

25 years. 

Methods: This study comprised of two parts: a cross-sectional study evaluated the prevalence 

of musculoskeletal changes and its association with dysmenorrhea and an analytical study 

evaluated the occurrence of myofascial trigger points in quadratus lumborum and erector 

spinae muscles during dysmenorrhea. Initially eighty subjects were willing for the study so 

first they were verbally asked about their menstrual history , inclusion and exclusion criteria 

were checked , (part1) NPRS score from there past menstrual cycle was asked those with >3 

score on NPRS were selected. Around 60 subjects were selected among them for the rest of 

the study that is evaluation for severity of dysmenorrhea, musculoskeletal changes and 

myofascial trigger point’s assessment.                                                                                                    Result 

and Conclusion: we found that dysmenorrhea is a very pervasive condition amongst the 

undergraduate females. The most prevailing menstrual - related complaints were:  muscle 

stiffness, headache, cramps, backache, fatigue and general aches, mood swings and irritability. 

We found that there is statistical significant difference of primary dysmenorrhea and lower 

back during last 7 days of menstruation. The results of palpation convincingly portrays that 

there were active myofasical trigger points found for quadratus lumborum and erector spinae 

muscles in those females who were suffering with mild/moderate/severe dysmenorrhea.  

Key words: myofascial trigger points, dysmenorrhea, musculoskeletal, quadratus lumborum, 

erector spinae. 
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INTRODUCTION 

Menstruation is a periodic and temporary bleeding, lasting from menarche to menopause. 

It may be well-defined as cyclic uterine hemorrhage dependent on endometrial disintegration, 

which occurs approximately in a normal cycle of 21 to 45 days, with 2 to 6 days of flow and 

mean blood loss of 20 to 60 ml, generally lasting for 40 years 1. 

Dysmenorrhea occurs mainly in adolescent girls and young women with a prevalence 

between 70% and 90% and may significantly affect a female's quality of life. It is a type of 

pain that accompanies menstruation.2The menstrual period, one of the phases in the menstrual 

cycle, plays an important role in female fertility, both physically and emotionally 3.The types 

of dysmenorrhea are primary dysmenorrhea it refers to pain experienced during menstruation 

in the absence of underlying organic pathology. There are distinct two types of primary 

dysmenorrhea that differ in timing with the menstrual cycle and in the nature of symptoms 

experienced 4.Spasmodic dysmenorrhea is characterized by acute, colicky pain primarily in 

the lower abdomen, inner thighs, and lower back. Pain may be severe and accompanied by 

nausea, vomiting, and/or diarrhea, usually beginning with the onset of menstruation, and may 

last for 2 days 5. Congestive dysmenorrhea has been proposed as a prominent symptom of the 

premenstrual syndrome5. 

The pain felt during primary dysmenorrhea is difficult to locate and sometimes difficult to 

describe. It can also be felt in the bones, muscles, and skin of the surrounding organs6.In some 

women, the pain is mild and controllable, but in others, the pain is moderate or severe, mainly 

concentrated in the lower abdomen. The pain is infrequently accompanied by nausea, 

vomiting, generalized abdominal pain, breast tenderness, anal swelling, and diarrhea. 

Moreover, in certain women, the pain occurs not only in the abdomen but also in the head, 

neck, lower back, pelvis, and thighs 7. 

The exact reason for primary dysmenorrhea is not yet know. But there are various studies 

done behind this. One theory suggests a connection between irregular positioning of the pelvis, 

lumbar vertebrae and a spasm of the abdominal muscles, which influence the position of the 

uterus, thus, increasing the chances of dysmenorrhea .The position of the lumbar vertebrae can 

also affect the blood supply to the uterus by vasoconstriction, thereby, causing pain. Another 

theory by a Proctor states that the overproduction of vasopressin, a hormone stimulating 

constriction of muscle tissue, has been identified as a contributing factor for primary 

dysmenorrhea .A study by also added that those people having more pain during menstruation 

secrete more prostaglandins and this has direct relationship with pain during menses more the 

level of prostaglandins more the menstrual pain.  

According to earlier studies analyzing the association between menstrual pain and 

musculoskeletal pain, women suffering from menstrual pain at >3 on the Visual Analog Scale 

(VAS) suffered more from musculoskeletal pain3. Although the mechanism of dysmenorrhea 

differs from that of musculoskeletal pain, the symptoms overlap. Therefore, in many cases, 

pain complaints during menstruation are basically the same complaints as musculoskeletal 

pain.3  

There is a relation between musculoskeletal pain and dysmenorrhea as it is caused due to 

excessive production and release of prostaglandins during menstruation by the endometrium 

causes hyper-contractility of the uterus, leading to uterine hypoxia and ischemia, which are 

believed to cause pain and cramps in primary dysmenorrhea. Heavy contractions can lead to 

low back pain, as the pain can radiate from the lower abdomen into the low back  and pelvic 

area8. Hence, hormonal factors have been credited as the cause of menstrual LBP in the 

literature9.  
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Evidence taken from study of Derek R. SMITH and his other co - authors says that 

menstrual disorders may influence the development of (LBP) among women of reproductive 

age. To investigate this issue in Japan, they conducted a large cross-sectional survey of female 

nurses from a university teaching hospital during 2008. Nurses reported a wide range of 

symptoms both prior to and during menstruation, including breast tenderness, stomach pain, 

light headedness and fatigue. Around three-quarters had experienced at least one episode of 

LBP in the previous 12-months, with most symptoms lasting one week or less. Overall, the 

study suggests that reproductive symptoms and menstrual disorders may influence the 

development of LBP among Japanese nurses.18  

Myofascia is a superficial fascia that invests muscle is also known as connective tissue. This 

myofascia invests muscles like an envelope; it is plastic-like, and when it is injured or 

damaged, it becomes shorter, condensed and tighter. Trigger points mainly manifest in the 

myofascial tissue; the contracture of this fascia gives rise to nodules underneath the skin17.A 

myofascial trigger point is a hyperirritable spot in the skeletal muscle associated with a 

hypersensitive palpable nodule in a taut band. In addition, the spot is painful on compression 

and may produce characteristic referred pain and tenderness, motor dysfunction and an 

autonomic phenomenon. Two major types of myofascial trigger point have been described: 

active and latent. Active Myofascial trigger point are associated with spontaneous complaints 

of pain. In contrast, latent Myofascial trigger point do not cause spontaneous pain, however, 

pain may be elicited by manual pressure or needling of the Myofascial trigger point. Although 

latent Myofascial trigger point are not spontaneously painful, it has been theorized that they 

restrict the range ofmotion11. They are tender to pressure. So tender, in fact, that when they 

are pressed, the patient often winces from the pain; this has been called the 'jump sign'17.  These 

points can also affect the function of the adjacent internal organs, particularly in the abdomen, 

chest and pelvic floor 12. Myofascial pain is the complex of the sensory, motor and autonomic 

symptoms caused by myofascial trigger points 10. 

The muscles affected mainly in dysmenorrhea are quadratus lumborum, rectus abdominals 

and erector spinae muscle. As quadratus lumborum (QL) muscle is an integral part of the 

thoracolumbar fascia and also, one of the muscles of the posterior abdominal wall, and 

erector spinae muscle. 

During menstrual bleeding, the uterus contracts in order to expel the debris accumulated 

during the menstrual cycle. Hormones trigger the start of the uterine contractions and 

vasoconstriction of the blood vessels in the pelvic floor and abdomen, thus, causing a 

decreased blood flow and metabolic deficits in the muscles which may lead to the development 

of myofascial pain12.  

Studies have found associations between the presence and treatment of levator ani trigger 

points and chronic pelvic pain.13 Furthermore, an association was found between the presence 

of myofascial trigger points and menstrual pain as on few studies we found that during 

menstruation, the most common locations for MTrP are the lower abdomen, lower back, chest, 

and head 14.The muscles relevant to these areas are primarily oblique muscles, rectus 

abdominis, and quadratus lumborum.3The quadratus lumborum is a core muscle as even its 

situated in the back. During menstruation this muscle plays a very crucial role. 

The women’s suffering from dysmenorrhea use pharmacological support for pain relief; 

drugs like NSAIDS, prostaglandins inhibitors etc. are used. Those women’s that are unable to 

have medication due to side effect can prefer physical therapy for better results. Simons and 

Dommerholt, stated that acupuncture and dry needle therapy are effective in treating 

abdominal MTrP point and decreasing pain after two to three treatments 16. 

The aims of the study are to examine the prevalence of dysmenorrhea among college 

students aged 18-25 years; to examine the association between dysmenorrhea and 
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musculoskeletal pain and to examine the prevalence myofascial trigger point during 

dysmenorrhea. 

 

AIM 

Prevalence of myofascial trigger points and association of musculoskeletal changes in 

dysmenorrhic undergraduate students. 

OBJECTIVE 

1) To determine the prevalence of dysmenorrhea among college students. 

2) To find out association between dysmenorrhea and musculoskeletal pain.  

3) To determine the prevalence of myofasical trigger points during menstruation in 

quadratus lumborum and erector spinae. 

MATERIAL AND METHODOLOGY 

METHODOLOGY: 

The study design is cross sectional and study type is analytical study. It was conducted 

at Dr Ulhas Patil College of Physiotherapy Jalgaon. The duration for the study was 6 

months. The method selected for sampling was convenient sampling.  

 Inclusion criteria: 

1) Young female undergraduate students with age group of 18 – 25 years of age as 

per NPRS above 3. 

2) Students with PCOD in past and have stopped medication since 6 months or 

above. 

3) Students during menstruation from 1st to 3rd day. 

  Exclusion criteria: 

1. Use of oral contraceptives or a hormonal intrauterine device.  

2.  Fibromyalgia and other rheumatic diseases.  

3. Fractures or surgeries in the pelvic or hip area during the last 6 months. 

4. Married and with irregular cycle. 

5. Females with mechanical low back pain. 

 

OUTCOME MEASURES 

1) Numeric Pain Rating Scale: 

         2) Standardized Nordic questionnaires 

3) Menstruation characteristic questionnaire 

The questionnaire was distributed to individuals those who had NPRS 3 and above. The 

Menstrual Distress Questionnaire (MDQ) is a standard method for measuring dysmenorrhea 

symptoms. The MDQ is a 47- item self-report inventory for use in the assessment and 

treatment of menstrual symptoms. The questionnaire contains description of symptoms 

classified in to eight categories (total 47 items) pain (6), concentration (9), behavioral change 

(5), autonomic reaction (4), water retention (4), negative effect (8), arousal (5) and control (6). 

It allows participants to describe their experience and rate the intensity of their experience as 

follows: 0= No experience of symptoms; 1= Present, mild; 2= Present, moderate; 3= Present, 

strong; 4= Present, severe. Scoring and interpretation: Each item had five options categorized 

on a 0-4 rating scale with scores as mentioned below. The total score was 188. The level of 

menstrual distress was ranged as follows: 0 is No experience of symptoms, 1- 47 is Mild, 48-

94 is Moderate, 95-144 is Strong and 145-188 is Severe.27 

 

 

 

http://www.ijrti.org/


© 2022 IJNRD | Volume 7, Issue 6 June 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2206015 International Journal of Novel Research and Development (www.ijnrd.org)  

 

148 

PROCEDURE 

To conduct the study on undergraduates the permission was taken from the ethical 

committee. A written and verbal Informed Consent form (Annexure no -1) was obtained from 

students who are willing to participate. 

During the study 80 subjects initially were first verbally asked about there menstrual history 

, inclusion and exclusion criteria were checked , (part1) NPRS score from there past menstrual 

cycle was asked those with more than 3 score on NPRS were choosed. Around 60 subjects 

were selected among them for the rest of the study that is (part 2) MDQ and (part 3) 

Musculoskeletal changes and (part 4) trigger points assessment. 

 As for proper communication source what’s app group was created in which all subjects 

were added up. Any subject suffering from the menses on its 1st or 2nd or 3rd day of 

menstruation use to text on the group so as then at the same day the evaluation sheet and 

trigger assessment was done. 

         

 
fig 1.1:flow chart for the procedure 

 

4) Myofasical trigger points Assessment: 

 The myofascial trigger point evaluation was done during the 1st -3rd day of menstruation. 

 Before the trigger assessment the special test for quadratus lumborum was performed 

as it’s a deep situated muscle but a prime muscle involved in dysmenorrhea.  

 Its origin is from posterior part of iliac crest and inserts in medial part of lower border 

of twelfth rib (T12). Transverse processes of upper four lumbar vertebrae (L1-L4).its 

action laterally flexes vertebral column also helps in fixing the twelfth rib during deep 

respiration. On palpation its referred pain is felt in lower abdomen, sacroiliac joint 

(upper pole), lower buttock, upper hip and greater trochanter. 

 Palpation of Quadtraus lumborum  - ( Andrew Biel )30 

 Prone, isolate the boarders of the QL by locating the twelfth rib, posterior iliac creast 

and transverse processes of the lumbar vertebrae. 

 Lay your fingers along these landmarks to outline the edges of QL. 

  Lay your thumb pad along the lateral edge of this square. Using slow, firm pressure, 

sink your thumb medially towards the lumbar vertebrae 

  Ask your patient to laterally tilt (elevate) the hip towards his shoulders in order to 

feel its solid contraction. The hip should remain on table. 

 Referred pain patterns several 'zones' of pain at: lower abdomen, sacroiliac joint 

(upper pole), lower buttock, upper hip and greater trochanter.             
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 The Erector Spinae muscle actually consists of three columns of muscles, the 

iliocostalis, longissimus, and spinalis, each running parallel on either outer side of the 

vertebra and extending from the lower back of the skull all the way down to the pelvis. 

Extends and laterally flexes vertebra] column (i.e. bending backwards and sideways). 

Helps maintain correct curvature of spine in the erect and sitting positions. Steadies the 

vertebral column on the pelvis during walking. 

 Palpation of erector spinae – 

  Subject in prone. Lay both hands along either side of lumbar vertebrae. Locate the 

region of the lower erectors by asking your subject to alternately raise and lower his 

feet slightly. The erectors do not raise of course but by raising feels this will stabilize 

the pelvis. Notice the strong, rounded erector fibers tighten and relax with this 

actions. 

   As the subject maintain contraction, palpate inferiorly on the sacrum and then 

superiorly along thoracic vertebrae. Ask subject to extend her spine and neck as to 

contract the erector in thoracic region. Follow the fiber of erectors between the 

scapulae and along back and neck. 

  Referred pain – mid buttocks 

 Myofascial trigger points are identified through either a flat palpation technique in 

which a clinician applies finger or thumb pressure to muscle against underlying bone 

tissue, or a pincer palpation technique in which a particular muscle is palpated between 

the clinician's fingers. 

 For Myofasical trigger points evaluation use a flat palpation technique according to the 

diagnostic criteria used by Simons et al., (1999) to identify the following: 17 

 The presence of a taut band.  

  The presence of a tender spot during palpation.  

 Reproduction of referred pain during myofascial trigger point compression. 

 All the subjects were asked if the palpation caused referred pain and if the referred pain 

was relevant to their complaint.  

 Active myofascial trigger point- tenderness and referred pain were all present. If the 

subject answered that the referred pain was relevant to his complaints. 

 Latent myofascial trigger point - if the points are not spontaneously painful, it has 

been theorized that they restrict the range of motion. 

 Type of myofascial trigger point palpated were small nodules the size of a pinhead; 

pea sized nodules, tender spots embedded in taut bands of semi-hard muscle that 

feels like a cord. 

 Myofascial trigger point - A point was considered an myofascial trigger point when 

a taut band. 
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Fig 1.2: Examiner palpating trigger point 

 

 

 

 

 

                                       

 

 

 

 

 

 

 

 

 

 

 

                                   Fig. 1.3: Trigger point for quadratus lumborum bilateral 

 

 

 

 

                      

 

 

 

 

 

 

 

 

 

 

 
Fig. 1.4: Trigger point for erector spinae 
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STATISTICAL ANALYSIS 

A total 60 participants were screened in the study. The obtained data from the 

participants of the study was entered in MS Excel before it was statistically analyzed. 

Means and standard deviations were calculated for all the needed variables. 

Statistical analysis was performed with Mini- tab 13. The descriptive statistics were 

calculated to characterize the study sample, describe the prevalence of menstruation-

related symptoms (MDQ) and musculoskeletal complaints in the study subjects.The 

chi square test was done for finding association between dysmenorrhea and 

musculoskeletal changes. The statistical significance was set at p≤0.05. 

  

 

 

 

RESULT 

Sr. No. Variable Mean SD 

1 Age 21.32 1.74 

2 BMI 20.54 3.46 

 
table 1:variables of demographic data 

 

 

table 2 variables of demographic data 

 

graph1: demogharic data variables. 
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Demographic Data

Sr. No. Variable Groups Frequency Percentage 

1 AGE 
below 25 57 95.00 

25 & above 3 5.00 

2 BMI 

Underweight 17 28.33 

Normal 37 61.67 

Overweight 6 10.00 

3 
ANY GYNACOLOGICAL 

CONDITION 

Yes 6 10.00 

No 54 90.00 

4 PERIOD CYCLE 
below 5 days 20 33.33 

5 & above 40 66.67 

5 MENARCH YEARS 
below 15 44 73.33 

15 & above 16 26.67 

6 MENSES CYCLE 
Regular 51 85.00 

irregular 9 15.00 

7 ANY MEDICATIONS 
Yes 2 3.33 

No 58 96.67 

8 INVOLVED IN ANY SPORT 
Yes 6 10.00 

No 54 90.00 
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graph 2 : demorgraphic data variables 

The study participant’s characteristics are summarized in table 1 and table 2. In 

total 60 participant’s completed the questionnaire. The mean age of participant’s were 

21.3±1.74 and BMI 20.54 ±3.4. Among those participant’s 54 were having no 

gynecological condition and 6 participants were found suffering with polycycstic ovary 

syndrome in past since 6 months above. Those samples having period cycle below five 

days were 20 (33.33%) and above 5 days were 40 (66.7%). There were 44 (73.33%) 

samples who got their menarch when they were below 15 years and 16( 26.67%) when 

they were above 15 years. Participants having regular menstrual cycle were 51(85%) and 

9 (15%) were having irregular cycle. Among the selected sample size 58 (96.67%) 

participants were not on any medications wereas 2 (3.33%) were on medications for acne. 

54 (90%) of females were not involved in any sports activities and 6 (10%) were involved 

in yoga and aerobics activities. 

 

Sr. No. Variable Mean SD 

1 PAIN 11.1 3.91 

2 CONCENTRATION  6.07 5.22 

3 BEHAVIORAL CHANGE 9.03 4.95 

4 AUTONOMIC REACTIONS 3.43 2.52 

5 WATER RETENTION 2.58 3.05 

6 CONTROL 3.28 3.77 

7 NEGATIVE EFFECT 13.55 8.22 

Table 3 variables of MDQ 

 

The table 3 illustrates the prevalence of menstrual distress through menstrual distress 

questionnaire. The questionnaire had 7 variables in which pain was 11.1±3.91, concentration 

was 6.07±5.22, behavioral change 9.03±4.95, autonomic reactions 3.43±2.52, water retention 

2.58±3.05, control 3.28±3.77and negative effect 13.55±8.22. 
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Variable Groups Score Frequency Percentage 

MENSTRUAL DISTRESS 

Mild 1-47. 28 46.67 

Moderate 48-94 31 51.67 

Strong 95-144 1 1.67 

Severe 145-188 0 0.00 

table 4 sevirity of dysmenorrhea through mdq 

 

graph 3: severity of dysmenorrhea. 

Table 4 and graph 3 depicts the severity of dysmenorrhea through menstrual distress 

questionnaire. The highest prevalence is seen in moderate group which is 31(51.67%). Then 

in mild group 28(46.67%) and least in strong and severe groups which ranges between (1.67%-

0) as only 1 out of 60 samples  was found suffering with strong dysmenorrhea.  

table 5 distribution of nordic questionnaire 
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Groups

MENSTRUAL DISTRESS

Mild

Moderate

Strong

Severe

Sr. 

No. 

PARTS WHICH HAVE 

(PAIN/DISCOMFORT/ACHE)  

Yes No 

Frequency Percentage Frequency Percentage 

1 Neck 40 66.67 20 33.33 

2 

Right shoulders 0 0.00 60 100.00 

Left shoulders 1 1.67 59 98.33 

In both shoulders 29 48.33 31 51.67 

3 

 

Right elbow 0 0.00 60 100.00 

Left elbow 0 0.00 60 100.00 

In both elbows 13 21.67 47 78.33 

4 

Right wrist and hand 0 0.00 60 100.00 

Left wrist and hand 1 1.67 59 98.33 

In both right and left wrist and hands 11 18.33 49 81.67 

5 Upper back 40 66.67 20 33.33 

6 Lower back 46 76.67 14 23.33 

7 
Hip one 2 3.33 58 96.67 

Hips both 34 56.67 26 43.33 

8 
Knee one 2 3.33 58 96.67 

Knee both 34 56.67 26 43.33 

9 
Ankle /feet  one 1 1.67 59 98.33 

Ankle /feet  both 16 26.67 44 73.33 
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The table 5 and graph 4, 5 interprets about the prevalence of musculoskeletal pain obtained by 

Nordic questionnaire. The highest prevalence was found in lower back 46 (76.67%), upper 

back (66.67%), neck (66.67%), hip and knee of both sides (56.67%). The remaining joints like 

shoulder, wrist and ankle were also affected. 

 

graph 4: distribution of nordic questionnaire 

 

 

graph5: distribution of nordic questionnaire. 

 

 
table 6: myofascial trigger points for erector spinae 
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MYOFASCIAL TRIGGER 

POINTS 

PRESENT ABSENT 

Frequency Percentage Frequency Percentage 

Erector spinae 

ACTIVE RGT 7 11.67 53 88.33 

ACTIVE LFT 5 8.33 55 91.67 

ACTIVE BOTH 37 61.67 23 38.33 

LATENT RGT 0 0.00 60 100.00 

LATENT LFT 2 3.33 58 96.67 

LATENT BOTH 8 13.33 52 86.67 
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graph 6 : prevalence of myofascial trigger points for erector spinae. 

The table 6 and graph 6 illustrates about the myofascial trigger point of para spinal (erector 

spinae) muscle .The highest prevalence was seen in active myofascial trigger point bilateral 

sides muscles 37(61.67%) and absent in 23 (38.33%) for the same. Whereas there were few 

samples in which active myofascial trigger points were found in right side 7 (11.67%) and 

absent in 53 (88.3%). No latent myofascial trigger points  were found in right side erector 

spinae muscles, but were seen bilateral 8(13.33%) and left side 2 (3.33). 

 

 

table 7 : prevalence of myofascial trigger point for quadratus lumborum . 

 

MYOFASCIAL TRIGGER POINTS 
PRESENT ABSENT 

Frequency Percentage Frequency Percentage 

 

QUADRATUS 

LUMBORUM 

ACTIVE 

RGT 
5 8.33 55 91.67 

ACTIVE LFT 5 8.33 55 91.67 

     

ACTIVE 

BOTH 
44 73.33 16 26.67 

LATENT 

RGT 
3 5.00 57 95.00 

LATENT 

LFT 
2 3.33 58 96.67 

LATENT 

BOTH 
3 5.00 57 95.00 

      

7
5

37

0
2

8

0

5

10

15

20

25

30

35

40

ACTIVE RGT ACTIVE LFTACTIVE BOTHLATENT RGT LATENT LFTLATENT BOTH

Fr
e

q
u

e
n

cy

Erector spinae

ACTIVE RGT

ACTIVE LFT

ACTIVE
BOTH
LATENT RGT

LATENT LFT

http://www.ijrti.org/


© 2022 IJNRD | Volume 7, Issue 6 June 2022 | ISSN: 2456-4184 | IJNRD.ORG 

IJNRD2206015 International Journal of Novel Research and Development (www.ijnrd.org)  

 

156 

 

graph 7: prevalence of myofascial trigger point for quadratus lumborum 

Table 7 and graph 7 represents the Myofascial trigger points of quadratus lumborum (QL) 

muscle. The highest prevalence was found in active myofascial trigger points on both sides 

QL 44 (73.33%) and absent in 16 (26.67%). In  rest of the samples active myofascial trigger 

points were found in right side and left side QL muscles that is 5 ( 8.33%) each and latent 

myofascial trigger points in right side and bilateral side QL muscle 3(5.00%). Latent 

myofascial trigger points of left side QL muscle were found in 2 samples (3.33%).    

 

table 8 : association  between dysmenorrhea and musculoskeletal symptoms in the studied samples. 

From the table 8 we can conclude that lower back, both wrists and hands has significant 

association with dysmennorhea. However no association is found between shoulders, elbows, 

upper back, hip,knee and ankle. According to chi square test the lower (p<0.001) which is 
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No. 

PARTS WHICH HAVE 

(PAIN/DISCOMFORT/ACHE)  

Yes No 

Frequency Percentage Frequency Percentage 

1 Neck 40 66.67 20 33.33 

2 

Right shoulders 0 0.00 60 100.00 

Left shoulders 1 1.67 59 98.33 

In both shoulders 29 48.33 31 51.67 

3 

Right elbow 0 0.00 60 100.00 

Left elbow 0 0.00 60 100.00 

In both elbows 13 21.67 47 78.33 

4 

Right wrist and hand 0 0.00 60 100.00 

Left wrist and hand 1 1.67 59 98.33 

In both right and left wrist and hands 11 18.33 49 81.67 

5 Upper back 40 66.67 20 33.33 

6 Lower back 46 76.67 14 23.33 

7 
Hip one 2 3.33 58 96.67 

Hips both 34 56.67 26 43.33 

8 
Knee one 2 3.33 58 96.67 

Knee both 34 56.67 26 43.33 

9 
Ankle /feet  one 1 1.67 59 98.33 

Ankle /feet  both 16 26.67 44 73.33 
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highly significant. Along with it both the wrists and hands also had (p<0.01) which is also 

highly significant.  

 DISCUSSION 

Menstruation affects all facets of a woman's life19. Menstrual distress is characterized 

by cramps, pelvic pain beginning before or at onset of menstruation, abdominal pain, bloating, 

headache, backache, irritability, depression, anxiety, mood changes, fatigue and sleep 

disturbances. In very severe forms, it is considered a depressive mood disorder20. However, 

very few studies have evaluated the association between dysmenorrhea and musculoskeletal 

complaints and no previous studies have evaluated the association between menstruation-

related complaints and prevalence of myofasical trigger points19. 

The variables mentioned in the demographic data of present study like age, BMI, any 

gynecological condition, period cycle, menarche years, menses cycle and involvement in any 

sports is taken in the study as to find weather there is any relation with dysmenorrhea. As of 

all in this study only prevalence is seen. But a study by Bjorn Andersch(1982) had shown a 

significant correlation (p≤0.01) between dysmenorrhea and menarche age. Early menarche 

was related to an increase in the severity of dysmenorrhea.  

In this study we found that the most prevalent menstruation related symptom was muscle 

stiffness headache, cramps, backache, fatigue, general aches from pain category mentioned in 

the menstrual distress questionnaire (MDQ). The mean for pain was 11±3.91 and along with 

it negative effect one of the last part of the MDQ which contain symptoms like crying, 

loneliness ,anxiety, restlessness, irritability ,mood swing, depression and tension was also seen 

reliable it’s mean and SD are 13.55±8.22.The symptoms mentioned in both the categories are 

also seen in study done by Yacubovich the most prevalent menstruation related complaints 

were: lower abdomen pain (83.1%), LBP (59.3%), tiredness (47.5%), breast tenderness 

(50.8%), mood changes (71.2%) and increased appetite (52.5%)3.A similar prevalence of 

dysmenorrhea was reported in Iranian 21, Ethiopian 22 and Egyptian 23 students and other 

adolescents 24.  

In present study results for musculoskeletal pain during menstruation was noted through 

which depicts that samples  commonly suffered with pain of  lower back which is 76.67%,neck  

pain 66.67%,upper back 66.67%,hip and knees bilaterally 56.67%. The samples gave their 

responses on the basis of their pain during their menstruation and past cycle 7 days. As they 

were not able to rule out there pain of standardize Nordic questionnaire previous 12 months, 
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this was a component of we have found higher prevalence in neck, shoulder and upper back 

ache as because of the hormonal changes. 

Similar results were found in the study by Rani. M which proved that study the 

musculoskeletal pain is more in low back i.e. 96.5%.The result of present study showed that 

subjects were confused in recalling the pain area last7days and last 12 months i.e. other two 

components of the Nordic Questionnaire 25. Similar findings were found in various studies as 

that of by Yacubovich in which illustrates the prevalence of menstruation related symptoms. 

Symptoms with the highest prevalence were a pain in the lower abdomen (83.1%), mood 

changes (71.2%), LBP (59.3%), increased appetite (52.5%) and sensitivity/pain in the breasts 

(50.8%) 3. 

In the study there is a significant association found between dysmenorrhea and lower 

back (p<0.001) since 7 days and it was calculated using chi square test. It’s chi square test 

value was 15.65. Lee and Park they found that pain during menstruation, in general, showed 

a significant positive association with neck, low back, and hip/thigh pain during the last 12 

months. The mean severity of pain during menstruation showed a significant positive 

association only with thoracic pain. Pain in the lower back during menstruation was 

significantly positively associated with neck and LBP during the last 12 months, but not with 

pain in other parts of the body. Some other menstruation-related symptoms, such as tiredness, 

mood changes, loss of appetite, and insomnia also showed an association with musculoskeletal 

complaints in various parts of the body. These findings are in accordance with results of a 

small case-control study that found that women who suffer from pain during menstruation, 

also suffer from musculoskeletal pain in the neck and lower back19.In our study we also found 

a statistic significance of dysmenorrhea and wrist pain, but surprisingly we have not found 

any study that shows relation of dysmenorrhea and wrist pain. 

Myofasical trigger points are a highly sensitive loci in the skeletal muscles, which may 

be latent or active. At the site of myofasical trigger points, a high frequency of spontaneous 

electrical activity and a concentration of contracture knots can be seen. Myofasical trigger 

points in trunk muscles can often affect the function of adjacent internal organs, particularly 

muscles in the abdomen, chest and pelvic floor 15. In the present study results of palpation 

showed more active myofasical trigger points for quadratus lumborum (QL) and erector spinae 

muscle bilaterally. In females suffering with moderate dysmenorrhea showed higher 

prevalence of active myofasical trigger points for quadratus lumborum (25 samples) and 

erector spinae (21 samples) then those with mild dysmenorrhea. As such there was no 
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statistical significant association found between dysmenorrhea and myofasical trigger points 

for both the muscles. Similar findings were found in Yacubovich study which states that the 

palpation conclusively showed more active Myofasical trigger points in the rectus abdominis, 

quadratus lumborum and paraspinal muscles in women who suffer from pain during 

menstruation than in those who do not 3. Indirect support for findings are found in various 

interventional studies. . Huang and Liu, treated dysmenorrhea symptoms by wet needling and 

stretching exercises into the Myofasical trigger points of the abdominal muscles. After a single 

wet needling session, a significant reduction in pain in most patients was noted during their 

following menstrual cycle. After a 1- year follow-up, pain score amongst all patients was very 

low, with a response rate of 100% 15. 

A recent study of Gaubeca-Gilarranz compared the effectiveness of a single session of 

rectus abdominis myofasical trigger points dry needling versus placebo needling, relative to 

an untreated control group on pain and quality of life in primary dysmenorrhea. Females 

receiving dry needling exhibited significantly greater decreases in pain than those receiving a 

placebo or assigned to the untreated control group, one and two months after treatment. The 

women also exhibited a greater decrease in the amount of prescribed medications. We believe 

that our data provide an initial basis for the inclusion of a my trigger point  examination when 

evaluating women with dysmenorrhea. These findings should be replicated in other samples26.  

CONCLUSION 

In our study, we found that dysmenorrhea is a very pervasive condition amongst the 

undergraduate females. The most prevailing menstrual - related complaints were:  muscle 

stiffness, headache, cramps, backache, fatigue and general aches, mood swings and irritability. 

We found that there is statistical significant difference of primary dysmenorrhea and lower 

back during last 7 days of menstruation. The results of palpation convincingly portrays that 

there were active myofasical trigger points found for quadratus lumborum and erector spinae 

muscles in those females who were suffering with mild/moderate/severe dysmenorrhea. 

Whereas no statistical difference found in dysmenorrhea and myofasical trigger points as they 

are present subjectively as per the individuals. We believe that our data provided an initial 

basis for the inclusion of a myofascial examination when evaluating females with 

dysmenorrhea. These findings should be replicated in other samples. 

LIMITATIONS 

1) The myofasical trigger points were palpated not on any specific painful day but it was done 

randomly within 5 days of menstruations. 
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2)  It is possible that women of different ages, education or health backgrounds will show 

different prevalence of musculoskeletal or myofascial pain. 

3)  The pre assessment for myofascial trigger points would have been done so that we can 

estimate weather the triggers are purely formed due to dysmenorrhea or they were present 

earlier due to some other pathological reason. 

CLINICAL IMPLICATION 

 In our opinion, evaluation of Myofasical trigger points should be essential part of 

evaluation of women suffered from dysmenorrhea. As these triggers then can be used 

for teschniques like dry needling so that after trigger is released the severity of 

dysmenorrhea is also reduced. 

 These myofascial trigger points can be assessed and then used for accupunture to cure 

dysmenorrhea. 

 Exercises should not be done in the course of menses as because during menses 

inflammation takes place in muscles so this can aggrevate the condition hence yogasana 

must be performed like navkasana , vajrasana , trikonasana etc for relaxation . 

 TENS can be used to treat the dysmenorrhea. 
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